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For the Second Edition of Human Sexuality: A Psychosocial Perspective, we continue our emphasis, as
the title suggests, on the psychosocial perspective. Sexual thinking, feeling, and behaving occur within
the context of our wider society, and reflect the many and diverse influences of human growth and de-
velopment, our families, racial and ethnic traditions, traditional and nontraditional gender roles, and
the entire social milieu in which we live, laugh, love, and make love. To examine our sexuality without
explicit reference to these variables is both misleading and incomplete. Therefore, we again explore and
examine these many interrelationships with a view to offering a multifaceted, engaging analysis of this
big, rich subject.

APPROACH
In addition to all the traditional topics of human sexuality, the second edition, like the first, includes a
considerable amount of pertinent and interesting, nontraditional information, in part to appeal to the
many different academic majors represented in most human sexuality courses. Our approach is not spe-
cific to the needs and interests of students in the social, behavioral, and biological sciences. In casting
our net wide we have included novel, relevant, fascinating information from disciplines such as history,
law, business administration, military science, philosophy, ethics, law enforcement, and health care ad-
ministration. Although no book can meet everyone’s needs all the time, we have tried to appeal to a
broad array of student interests and academic programs.

We have worked to “nest” virtually every important topic in three domains: the personal, the inter-
personal, and the societal. For every key concept, we first discuss its implications for the individual as
a solitary, thinking, evaluating person. We then explore its meaning to that person in an intimate or sex-
ual relationship. And finally, we discuss the relevance of the issue to the wider psychosocial environ-
ment. In this way, nearly every significant topic is viewed from three complementary perspectives si-
multaneously, offering, we hope, a more comprehensive, cohesive understanding of the material and
better avenues for students to draw a personal connection.

Finally, we once again take great pride in offering a human sexuality textbook that is easy and en-
joyable to read. From the start, our objectives have been to educate students, to motivate them to learn
more independently, and to reassure them that many of their thoughts, feelings, and fantasies are largely
common and normal.

NEW TO THE SECOND EDITION
Expanded or new discussions found in the second edition include:

� Refinement of our examination of bisexuality and transgender issues
� Expansion of content related to gender identity disorder
� Updates on vaginal pain and endometriosis
� Presentation of the biobehavioral model of romantic love and sexual desire
� Current summary on the role of odors in human sexuality
� Recent reference to the role of sperm form in male fertility
� Updated discussion of new methods of contraception and female sterilization
� New research on hormonal contraceptives for men
� Contemporary analysis of the distinction between adrenarche and gonadarche
� Cross-cultural discussion of female infidelity
� Review of sexual desire and lack of sexual desire in ongoing relationships
� New information on cystic fibrosis and sexual behavior among adolescents
� Critical appraisal of the role of nonoxynol-9 in HIV transmission
� Up-to-date analysis of diagnosis and treatment of STDs
� New, highly lucid art illustrating how HIV becomes AIDS
� Informative new data on hormonal treatments for paraphilias
� Disturbing new information about sex-trafficking
� New longitudinal data on the long-term effects of child sexual abuse
� Current summary of new data on male rape victims
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In addition, following the preface you will find two guides which clearly point to the integration of
information about gender orientation and cross-cultural aspects of human sexuality throughout the en-
tire book. We are certain that these aids will offer the reader lucid assistance in locating topical discus-
sions related to homosexuality and cross-cultural issues and recognizing the essential significance of
these two themes to our psychosocial perspective.

You will also find in this edition a new learning tool. Included in each chapter is a new feature la-
beled “For Discussion . . .”—a selection of discussion questions appearing throughout the chapter. We
based our choice of questions for this feature on the pioneering work of Benjamin S. Bloom which first
appeared almost 50 years ago, but which has received relatively little serious attention in the United
States. Bloom has categorized levels of abstraction for questions which commonly appear in various ed-
ucational contexts. At the more elementary levels these include “knowledge,” and “comprehension,”
and move to progressively more sophisticated types of reasoning such as “application,” “analysis,” “syn-
thesis,” and “evaluation.” Each “For Discussion . . .” employs one of the four more complex forms of
conceptual learning and offers the student a number of highly provocative questions which encourage
divergent thinking - important questions for which there is no single, correct answer. These questions
are an excellent tool for stimulating class discussion or for writing assignments which require the inte-
gration of factual and conceptual information. You will certainly detect a level of controversy in these
features.
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T he Place of Sexuality 
in Our Lives

T he Place of Sexuality 
in Our Lives

OBJECTIVES

When you finish reading

and reviewing this chapter,

you should be able to:

◆ Describe some common assumptions students have about a
course in human sexuality.

◆ Describe your own expectations and assumptions about a
course in human sexuality.

◆ List several sciences and professions related to the study of
human sexuality.

◆ Discuss how sexual topics are included in the subject matter of
different sciences.

◆ Describe what is meant by “levels of analysis” and give
examples of macro and micro levels of analysis of sexual
topics.

◆ Discuss the prevalence of sexual concerns to people with
different lifestyles and levels of personal development.

◆ Suggest additional sexual issues affecting our lifestyles that
have not been introduced in this chapter.

1

1
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Assumptions About a Course in Sexuality

Because our assumptions guide our perceptions, an understanding of our own beliefs helps
us better comprehend events in the world around us. This is a good time to examine some
common beliefs about this course you are taking. The following common assumptions are
not a complete list, but they are a good starting point. We want to encourage you to think
about your expectations for this subject matter and for this book.

ASSUMPTION 1: Human sexuality is a single, integrated subject in which facts, concepts, and
principles are all clearly related to each other. This assumption cannot be fully supported. Just
browsing through this book will reveal an enormous variety of topics. For example, one
chapter includes complicated descriptions of the action of sex hormones on reproductive be-
haviors and fertility, while other chapters discuss social perspectives on issues such as ho-
mosexuality and sexual assault. 

Just as human sexuality includes diverse topics, so too are the methods sex researchers
use to discover trends, facts, and generalities. As medical scientists use sophisticated physio-
logical and biochemical techniques to make discoveries, social and behavioral scientists use
many other methodologies, such as observational techniques, carefully controlled experi-
ments, and survey and questionnaire investigations. Consider, however, that this research al-
ways takes place within the context of a cultural value system, and different cultures some-
times have very different perspectives on sexual issues.

ASSUMPTION 2: Most students already have learned a lot about human sexuality in elemen-
tary school, high school, their homes, or their church groups. We wish this were true, but it is
unusual for undergraduates to have learned much yet about many of the topics in this course.
Now you have the opportunity to enrich your life by exploring this most interesting aspect
of human nature. Much may be new to you, but you’ll experience the excitement of discov-
ery. You have already heard much about some aspects of human sexuality, but some of this is
likely not based on careful study. The material in this book, however, is organized and au-
thoritative to help make your learning thorough and systematic. Instruction in human sexual-
ity may have changed in recent years, but the serious, organized, and factual quality of the
discipline has not (Fig. 1-1).

Some of what students know or think about sex may involve feelings of guilt or anxiety.
Accurate, useful information, however, can be a powerful antidote to such feelings. This is
just one of the benefits of a course like this: to gain a new understanding in a nonjudgmen-
tal, safe, academic setting.

ASSUMPTION 3: Students will think critically about what they learn and will apply it in their
interpersonal relationships and preprofessional studies. We’re counting on this. Our experience
has shown that knowledge of human sexuality can change lives, almost always for the better.
Still, there is sometimes a gap between learning something and incorporating it into one’s life. 

We urge you not to take a simplistic “take it home and put it to work” approach to sex-
ual information. Most sexual expression takes place in an interpersonal context, and that
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From Dr. Ruth Westheimer

W hat an opportunity! How exciting to be in a course that
can inform, motivate, and reassure you about one of the

most fundamental, fascinating, and pervasive aspects of human
nature. Not every course can help you better understand your-
self, other people, and society all at the same time. But we must
tell you from the beginning that this subject is sometimes quite
complex; that it is a serious academic discipline with its own tra-
ditions, methods, and controversies. Some of the things you will
read you may already know about, other things may surprise
you, and still others really may astonish you. The discipline of

human sexuality can improve the quality of your life and, in
some cases, even the length of your life.

Sexuality surrounds us every day because in one way or an-
other we encounter sexual “concerns,” “issues,” and “questions.”
But you most likely have not had the chance to study these top-
ics in much depth. This is your chance to do just that. Although we
have written this book to teach you about human sexuality, we
want to encourage you to use this information to learn still more
and to critically assess what you read and hear in the media and
from your friends. You can think of this as a “life skills” course.



means someone else is involved in your sexual discovery and
development. Be cautious about sharing what you learn with-
out clear communication first.

One of our most important goals in this book is to pro-
vide enough information for you to make intelligent sexual
decisions and enhance your reproductive and sexual health.
This involves much more than erections and secretions. 
We urge an active personal commitment to maintaining per-
sonal health through such things as testicular or breast self-
examination, regular mammograms if appropriate, responsi-
ble consideration and use of contraception, and sensitivity to
the risks of sexually transmitted diseases.

Finally, you will find this information indispensable in
many different professions. Those majoring in nursing, social
work, psychology, physical therapy, occupational therapy,
health education, physical education, premedicine, prelaw, or
gerontology, to name only a few, will gain pertinent and in-
teresting information for your life’s work. More obviously, this knowledge is essential and im-
portant for parenting skills.

ASSUMPTION 4: Human sexuality has central importance in the liberal arts and sciences. We
think so. If liberal learning implies that exposure to the arts, sciences, and social sciences en-
hances our lives and prepares us for an ever-changing world, then certainly this course is part
of this tradition. But you should know that others may react differently when they learn you
are taking this course. Some of your friends and fellow students may find something slightly
suspect about this course. Although everyone accepts that metabolism, digestion, and neural
functioning are “natural” aspects of humanity to study, unfortunately some do not include
human sexuality as a “natural” function. 

ASSUMPTION 5: Students always see the relationship between physical aspects of sexuality
and the importance of communication, intimacy, and individuation. This assumption involves an
interesting challenge. Many people mistakenly believe that if they just knew more about
touching and lovemaking techniques, then their sexual selves would be complete and satis-
fied. But, of course, tactile stimulation and sexual intercourse without communication and
commitment are usually less than fully rewarding experiences. A thorough familiarity with
anatomical, physiological, and hormonal aspects of human sexuality in no way ensures a per-
son can communicate with another openly about sensitive issues. Shared intimacy exists in
an interpersonal relationship, of which sexuality is just one dimension.

A genuine capacity for intimacy often depends on a climate of psychological safety and a
couple’s willingness to share their vulnerabilities. Real mutuality involves accepting the other
without expecting the other to change to please you. These relationship dimensions do not
automatically flow from one’s knowledge of the physical aspects of sexual interaction. Yet
there are reciprocal influences of the physical and emotional aspects of sexual expression that
you will come to better understand.

A Multidisciplinary Approach to Sexuality

Perhaps nowhere more so than in the study of human sexuality do so many arenas of human
inquiry come together. Each discipline has its own rules and traditions for what constitutes
a “fact,” the generalizing of findings, research methods, and the application of knowledge to
help people. Many academic specialties engage in the discovery, analysis, and application of
sexual information. Of the following disciplines considered throughout this text, listed here
in arbitrary order, no one is more important than others.

Sociology
Sociology is a branch of the social and behavioral sciences concerned with the nature of social
and cultural norms and problems. Sociologists are generally interested in the trends and tra-
ditions of groups of people, as well as the impact of their behavior on society. Sociology is a
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FIGURE 1-1 Health and sex
education have been serious
educational priorities in many
countries throughout the
world for the past half-
century.



“big picture” discipline, giving less attention to individuals. For example, a so-
ciologist might study why certain sexually transmitted diseases are more preva-
lent in certain socioeconomic groups or geographic areas. Social workers, on the
other hand, might apply the findings of sociologists when helping individuals.

Anthropology
While sociology deals primarily with social issues and problems in a single so-
ciety, cultural anthropology takes a cross-cultural approach. Multicultural sim-
ilarities and differences in human sexual behavior are a recurring focus of this
book. Sex is a fundamental human drive affected by society and other factors;
different societies have different ways of giving form and direction to sexual-
ity. Sexual behaviors and traditions that seem barbaric or abhorrent in one cul-

ture may seem normal and acceptable in another. For example, human rights and women’s
organizations throughout most of the world have condemned the practice of female circum-
cision in some societies and criticized its brutal physical impact on women and their poten-
tial to enjoy sexual intercourse or any pleasurable genital sensations at all. On the other hand,
one anthropological perspective claims it is inappropriate to judge this custom in some cul-
tures by the standards and norms of other cultures, even if it seems cruel and painful. Figure
1-2 is an illustration of female circumcision.

Psychology
Psychology is a variegated and diverse discipline difficult to describe with a single definition.
Basically, psychologists study individual organisms (both human and nonhuman) to figure
out what behavior is normal and predictable. “Behavior” is broadly defined and refers to
observable actions as well as subtle, invisible cognitive, neural, or endocrine activities.
Organism-environment interactions are a primary focus for psychologists. There are several
different kinds of psychologists, many of whom study various aspects of human sexual think-
ing, feeling, and behaving. For example, biopsychologists are primarily interested in the rela-
tionship between behavior and neuroendocrine activity. Clinical psychologists study the de-
velopment and manifestations of emotional and behavioral problems as well as their
diagnosis and treatment. Some clinical psychologists, social workers, and other professionals
specialize in sex therapy—the assessment, counseling, and treatment of sexual dysfunctions.
Developmental psychologists examine behavioral changes that occur over time as we age, some
focusing on children and others on adolescents, young adults, or aging and elderly individu-
als. Personality psychologists study consistency and predictability in human behavior, usually
over long periods of time. Social psychologists explore how our complex interpersonal envi-
ronment affects our thoughts, feelings, and actions. Figure 1-3 shows two psychologists
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FIGURE 1-2 Female circumci-
sion is often performed under
unhygienic conditions and re-
mains a subject of much de-
bate among women’s advocacy
groups.

FIGURE 1-3 Psychologists work in many different arenas to better understand an enormous variety of
behavioral, cognitive, emotional, and physiological issues.



working in very different settings, yet both strive to understand the relationship between en-
vironmental stimuli and human behaviors and feelings.

◆ ◆ ◆

These three broad disciplines—sociology, anthropology, and psychology—share the con-
cept that human growth, development, and behavior should be viewed as an interactive
process: private, psychological, and societal factors work together to influence the many
manifestations of our emotional, cognitive, and physical functioning. This psychosocial ap-
proach is important for an understanding of how people’s sexual learning and behaving be-
gin to emerge. Psychosocial influences also powerfully affect a person’s adult sexual self-
concept.

Medicine and Allied Health Sciences
Many health care specialists are concerned with human sexuality in wellness and disease:
nurses, physicians, midwives, and physical therapists to name just a few. Several physician
subspecialties focus on sexual, reproductive, and interpersonal difficulties. For example, urol-
ogists specialize in conditions of the genitourinary system and gynecologists specialize in well-
ness and diseases of the female reproductive system and breasts. Andrologists focus on issues
of fertility in men, as well as their sexual functioning. Surgeons correct anatomical abnor-
malities, such as those affecting fertility, and, along with oncologists (cancer specialists), re-
move growths and tumors. Psychiatrists diagnose and treat mental disorders using counsel-
ing techniques and medications. When sexual problems result from psychological trauma or
abuse, psychiatrists may use long-term psychotherapy with clients.

Health care specialists generally act from a set of implicit assumptions often called the
medical model. In this model, sexual abnormalities are considered diseases with specific
symptoms and suggested medical treatments. Biological factors are considered more impor-
tant than psychosocial influences in the development of sexual problems. Although the med-
ical model is appropriate in many health care settings (hospitals, doctors’ offices, etc.), the
psychosocial perspective embraces a much broader set of influences. Figure 1-4 illustrates
different kinds of activities in health care related to physical ailments.
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FIGURE 1-4 Health care specialists use a variety of clinical
methods and technological tools to better understand illness and
effective therapies.



Law and Business
All societies develop and elaborate codes of conduct to pro-
tect people and their property—this is the basic function of
law. Interestingly, this profession that addresses such broad
societal concerns also has a profound impact on so intimate
an area of human behavior as sexuality. Virtually every cul-
ture has a complex system of laws, norms, and mores to reg-
ulate, encourage, or punish different aspects of human inti-
mate expression. Laws dealing with human sexuality are not
always developed, revised, or eliminated as promptly as
changes in social custom occur, however. We have all heard
of unusual, outdated statutes that stipulate the “illegality” of
behaviors that have become common. For example, oral-
genital stimulation, homosexual behaviors, and male-female
intercourse in postures other than the traditional “mission-
ary” position are felonies in some states, theoretically pun-
ishable by fines or imprisonment. Such laws often remain on
the books, even though they no longer reflect society’s views
and are seldom enforced.

Although outdated frivolous statutes stipulate various
“normal” human sexual behaviors, the law does offer every-
one essential basic protections against abuse, exploitation,
coercion, and assault. The law defines the boundaries of ac-

ceptable sexual expression and punishes departures from norms involving our safety and the
very dignity of our personhood. Just as the basic function of law in all cultures involves pro-
tecting people and their property, the basic objective of laws related to sexual expression gen-
erally have in common the protection of the private nature of sexual behavior and the inap-
propriateness of force, intimidation, or coercion (Fig. 1-5). Legal tradition upholds the
fundamentally consensual nature of erotic and reproductive behaviors.

Theology and Religious Traditions
In one way or another, our notions of right and wrong are often powerfully influenced by the
religious traditions in which we are raised or those we adopt. How most people think about
ethics and appropriate conduct toward one another is also affected by these influences. Some
people prefer a concrete code of “Thou shalt” or “Thou shalt not,” and are uncomfortable
with ambiguity or flexibility in personal or societal morality. Others let the nature of the sit-
uation influence the moral judgments made. Still others recognize that their personal view of
right and wrong results from a long socialization process everyone goes through when grow-
ing up and that it is really our personal history that affects our definitions of good and evil.
Yet almost everyone accepts that religious and ethical issues are a fundamental part of how
we begin to think and feel about sexual experience and expression. Spiritual leaders, there-
fore, have a powerful impact on how many people think and feel about their sexuality (Fig.
1-6).There is some debate about the extent to which one can ever unlearn the religious per-
spective about sexuality with which one was raised. 

Levels of Analysis

The study of human sexuality has “big picture” and “little picture” dimensions. On the one
hand, broad societal and cultural issues definitely affect our perceptions, thoughts, and feel-
ings about sexual matters. The civilization in which we are born and develop plays a major
role in telling and showing us what to view as normal, necessary, important, or unusual. At
the same time, individuals grow up in a family (defined in various ways), or maybe an ex-
tended kinship group or an ethnic or racial subculture. How we think about sex is affected
by each of these nested social environments. Different disciplines view these issues at dif-
ferent levels. For example, sociology and anthropology typically explore sexual issues in
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FIGURE 1-5 Sexual harass-
ment, whether carried out by
men or women, involves sex-
ual attention or overtures that
are both unwanted and un-
welcome.

Select a religious tradition
with which you are familiar

and illustrate its liberal 
or repressive teachings 
with respect to human 

sexual expression.
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large cultural groups or the entire culture, while the medical sciences frequently focus on
individuals.

At a middle level of analysis is the human body, observable without sophisticated equip-
ment. We are concerned with the appearance and condition of our physical selves in both
normal and unusual states. Our body’s appearance is such an important part of our self-
concept that it can be difficult to examine it or think about it apart from our feelings about
the “attractiveness” of what we see. We may think about the details of our appearance in re-
lation to our desire to be considered appealing or alluring. Not surprisingly, the most com-
mon elective surgeries in the United States are performed by plastic surgeons to change some
aspect of physical appearance.

At the smallest level of analysis are anatomical, physiological, and hormonal issues. Mi-
croscopic structures and individual cells in the pituitary gland, testes, and ovaries are in-
volved in the production of hormones, sperm, and eggs. Cells in the ovaries and testes pro-
duce hormones that affect the body in many ways. Other endocrine glands also produce
hormones that affect fertility, physical appearance, and sexual functioning.

In all, we have to use lenses of different power to examine the wide range of topics im-
portant in this course. Macro or “big picture” levels of analysis are important for large social
concerns and demographic aspects. At the other extreme, the micro or “little picture” level
of analysis is needed for hormonal, anatomical, neurological, and physiological matters. The
intimate, interpersonal nature of sexual relationships is generally between these two ex-
tremes. Figure 1-7 contrasts examples of a macro perspective on one sexual issue and a mi-
cro perspective on a different issue.
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FIGURE 1-6 Many different religious traditions have all created doctrines, laws, and traditions re-
garding acceptable and unacceptable sexual behaviors.



We Are Surrounded by Sexuality

The following sections in this chapter present a number of everyday vignettes that illustrate
sexual issues. Each of these realistic little stories involves an issue that will be examined in
later chapters. None of these anecdotes has a definite ending, but by the time you have fin-
ished this course you will understand their likely outcomes.

Hector
Hector lived in a quiet suburban community in Virginia, a tidy and conservative place by
most standards. Hector and his wife Maria both thought it was a great place to raise kids. The
schools were good, and there were many parks and swimming pools. Most families belonged
to a church or synagogue and attended regularly. All in all, Hector and Maria felt they had a
high quality of life. Their two children, Mike, age 4, and Ellen, age 3, were well assimilated
in their preschool and peer groups. But then something very disturbing happened in their
town, and Hector and Maria didn’t know what to make of it, but they felt very angry and vul-
nerable for the first time in such a pleasant place.

The local newspaper was running stories about a 19-year-old man charged with sexually
molesting children between the ages of 4 and 7 while working at a local church preschool.
The photographs of him in the newspaper showed a clean-cut kid, neatly dressed, in hand-
cuffs. His family was devastated. People were talking about what kind of home he must have
come from. The parents of the children who were molested were outraged and retained at-
torneys. Their quiet community was now full of reporters with cameras and satellite gear.
Hector wondered if the town itself seemed suspect in public opinion. Were people in faraway
cities wondering, “What kind of people are they?”

How ironic. The preschool was in an old and distinguished church, founded during colo-
nial times, the spiritual home to generations of citizens of this community. It was such a
strange site for the horrible victimization and abuse of trusting youngsters and their families.
Wasn’t there any way for church authorities to have screened this young man? Didn’t they ask
for references? Hector and Maria worried about the long-term consequences of this experi-
ence for the children and their families. They also wondered in private whether the reports
of children that young were reliable and accurate and how they would respond to question-
ing by attorneys, psychologists, and judges. Was there a chance none of this ever really hap-
pened? And if not, what would happen to the accused young man?

Hector and Maria are not unique. What parent wouldn’t have these questions and concerns
about their preschool? Scenes such as the one shown in Figure 1-8 have unfortunately become
common in the news. Do they reveal some terrible flaw in our society? Do we really understand
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FIGURE 1-7 A sperm penetrating an egg is an example of the
micro perspective (left), while social and cultural awareness of
the AIDS epidemic represents the macro perspective (right).



the people who commit these crimes? Is it true that someone
abused as a child is more likely to repeat the pattern of
victimization—and is it really just that simple? These questions
will be addressed in Chapter 19.

Moira
“Growing up really sucks!” Moira just couldn’t understand it
at all. Here she was, a proud and popular sixth-grader and all
of a sudden, people were really looking at her in a strange
new way. She used to think it only got better as you got older,
but now that seemed a big mistake. She was getting taller, but
so were her girlfriends. Why in the world weren’t the boys
getting taller too? They were so much smaller, and now they
were staring at her.

Having all those giggling little guys acting pop-eyed
around her was really unnerving. Her mom and dad seemed to take it all in stride, but their
friends always acted surprised when they hadn’t seen her in a while: “No! This isn’t our little
Moira. My goodness, have you ever changed, sweetie! I’ll bet there are lots of boys sniffing around
here these days.” If only they understood how immature and vulgar those boys were.
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FIGURE 1-8 Communities
often react with anger and
outrage when child sexual
abuse is discovered.

Research Highlight
The Case Study Method

M uch of this chapter is devoted to vignettes that de-
scribe real-life circumstances of people dealing with

different sexual issues. These are fairly common situations in
our society, even though only a few of them might seem rel-
evant to you personally. We can learn much about general
topics by examining individual life histories; this is the basis
of an interesting research method called the case study, which
has been used by many sexuality investigators.

Most research in the social and behavioral sciences seeks
to establish general laws about human nature by studying a
large number of people to determine what they have in com-
mon. However, some scientists believe the individual cannot
be fully understood by examining large groups because the
individual’s unique attributes are lost as data from many in-
dividuals are averaged.

A case study is an intensive description and analysis of an
individual. By carefully examining single cases we often can
better understand common, or classic, phenomena, perhaps
some syndrome or disorder. Although the focus is only on a
single case, the full color and detail of that human reality are
often better revealed. What scientists lose in not being able
to make broad generalizations from a single case, they gain in
interesting and often telling details. The case study method
has other advantages too. An unusual event can be analyzed
in a single case, whereas a large number of such cases would
take a long time to collect. Thus, interesting and potentially
telling phenomena can more easily be shared with the scien-
tific community.

Case studies also can present stark exceptions to “com-
mon knowledge” and widely accepted ways of thinking about
a subject (Kazdin, 1980). Exceptions to the rule cannot al-
ways be dismissed as bizarre, once-in-a-lifetime events, for of-

ten they reveal significant information and contribute to our
fuller understanding. For example, this chapter includes a
story about a newly married young man experiencing prema-
ture ejaculation. This is a common sexual problem in which a
man is unable to delay ejaculation until his partner has
reached a level of sexual enjoyment. This vignette conveys
some of the frustration of this dysfunction. Here the case
study method reveals the personal impact of such a problem
on both the person experiencing it and his partner. A more
rare condition is the case of women who have orgasms as
soon as they are entered and then quickly become uninter-
ested in continuing sexual intercourse (W.H. Masters, per-
sonal communication, November, 1978). This is the excep-
tion that becomes a focus of interesting speculation and study.

Although case studies are engaging and have real imme-
diacy, they are not a true experimental design. Actually, they
are more like demonstrations (Bordens & Abbott, 1996).
Variables cannot be manipulated, and the general causes and
consequences of behavior cannot be determined based on
single cases. Still, when many case studies are collected, sum-
marized, and reported (as we will see in the next chapter in
the work of Alfred Kinsey), the investigator can make
stronger generalizations.

A final potential drawback to case studies is known as ob-
server bias. Scientists too can have preconceptions, expecta-
tions, and prejudices, and these might possibly distort the
recording and reporting of individual case studies.

The stories described in this chapter are not from the sci-
entific literature, but they have the color and personal details
of case studies. They are short, simple examples of how case
studies reveal information about sexuality. They might even
validate some of your own experiences or observations.



Everything seemed to be changing. When Moira’s breasts
began to develop, she felt so conspicuous. All those boys she
swam with this past summer were now talking about her, and
sometimes she heard the less-than-polite things they said.
Her girlfriends weren’t getting this treatment; they were
lucky, their breasts weren’t growing as big as hers. Not only
that, but now Moira was beginning to develop a real “figure,”
with a waist and hips and everything!

This puberty thing was getting out of hand. A few weeks
ago Moira was at a slumber party with a bunch of her girl-
friends, and they had a fantastic pillow fight. It got loud and
unruly very fast. Then her so-called friend Beth sneaked up
behind her and pulled her pajama bottoms clean down to her
ankles! Oh, my God, everyone saw her pubic hair—and she
just knew she was the only one it had happened to. She just
screamed in embarrassment.

Then, of all times, Christmas morning! Moira and her mother were close and could talk
to each other about almost anything. Her mother had told her about menstruation, so she
knew what was coming. But with all these other things happening and the hustle and bustle
of the holiday, this was just too much. Everyone was downstairs opening presents and here
was Moira, crying upstairs in the bathroom while her mother tried to show her how to put
on a pad.

All these changes were happening too fast, she thought. No, growing up wasn’t easy. Now,
as if she didn’t already have enough on her mind, there was this problem of pads or tampons,
and how was she supposed to keep them hidden in her purse? Did all women have to go
through this?

Adolescence can be a hard time. Not all teenagers develop at the same rate (Fig. 1-9). At pu-
berty, the secondary sexual characteristics appear, and getting used to them can be a challenge.
Our bodies change, and other people react to us differently. The impact of puberty on our bodies
and self-concept will be discussed in Chapter 12. How was your puberty compared to Moira’s? Did
you feel as self-conscious as she? Did you have acne too?

An issue not mentioned in this story about Moira is the fact that many adolescents are using
contraceptives, as they need to be. This is another important aspect about growing up that people
have to learn to cope with, and it will be discussed in Chapter 12.

Congressman Frank
Early in the summer of 1996, an unusual thing happened during a debate on the floor of the
United States Congress. An openly gay congressman, Barney Frank, was arguing for the right
of homosexuals to legally marry one another. One of his colleagues was attacking him bit-
terly and personally. Congressman Frank’s lifestyle, gender orientation, significant other, le-
gal opinions, and priorities were brutally attacked—on television. It was by no means a civil
debate. Congressman Frank was being victimized by gay slurs from another congressman,
Dick Armey, who called him “Barney Fag.” C-SPAN showed the whole episode about the ex-
tremely controversial subject, including arguments about the marital bond and the nature of
commitment between lifetime partners. Even though the debate reached no answers, viewers
came away with a number of important questions. Discussing this subject in Congress would
have been unimaginable a generation ago.

Should government recognize such unions? The debate is ongoing elsewhere, as well as
in the United States. Some see the issue as an intrusion of government into the private lives
of citizens, when many have viewed marriage as a matter of religion and private interpersonal
relationships. Indeed, one writer notes the issue of gay marriage “will make the battle of gays
in the military look like a Sunday school picnic” (Shumate, 1995). Note that the issue of gay
marriage is different from the issue of laws that prohibit sexual behaviors among homosexu-
als.

What Congressman Frank and others argue for would change historical and contempo-
rary standards. For example, gay couples could file joint tax returns and could include each
other in health insurance program benefits. Inheritance rights and joint property ownership
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would be allowed. Congressman Barney Frank (Fig. 1-10)
was making a lucid, civil attempt to sensitize other legislators
and the public to controversial but important gay rights is-
sues.

It is sometimes hard for people to view homosexuality from
a perspective of lifestyle issues and the psychosocial environ-
ment. We too often focus on their erotic interests and behaviors
and don’t consider the issues of companionship, bonding, love,
and mutuality in their relationships. The debate described
above will not end soon or quietly. Chapter 9 examines gay re-
lationships and the emerging dialogue about gay marriage and
gay rights. How do you feel about a law sanctioning gay
marriages?

Dave: “I Hate Those Yearly Physicals”
To be 53 years old, in good health, and have all the strength of your youth feels great! Dave
has worked on the New York docks in some capacity since he was 18. It’s his home and he
loves the work and the people. Going home at the end of the day and seeing tangible results
of your work is something not all working Americans enjoy. Not only is Dave adept with the
heavy machinery, but people like and trust him. Despite his status as a supervisor, he still
rolls up his sleeves and does his fair share of the most physically demanding aspects of the
job. His smooth, honest rapport with his co-workers has made him one of the most trusted,
popular men in the entire metropolitan shipping industry. It has been a great career for an
African-American who faced limited opportunity and lacked financial assets after high
school. But he is also wise, and knows that not everyone enjoys a high level of health at this
time in their lives.

Dave and his wife Sonya do many different things together. They have been married 30
years and have maintained an exciting sex life without much effort. They have intercourse
once or twice a week despite the physical demands of Dave’s work. He has slept well every
night, until recently. Dave has noticed that he needs to get up a few times during the night to
urinate, and when he does, it seems to take longer for the flow to begin, and there isn’t much
force or urine either. Sometimes on his way to work, Dave feels the need to get off the free-
way because he has a sudden urge to urinate. When he finally finds a gas station the same
thing happens: it takes awhile for the stream to get going, there is little force, and not much
urine to justify the urgency. This is new and Dave has been concerned.

Several years have passed since Dave has had a thorough physical examination. He always
manages to find a reason not to go. The needles and probing always make him a little uneasy.
After all, if something were wrong with him, wouldn’t he know considering the physical de-
mands of his job? Wouldn’t he have some pain or fatigue or something? These urinary symp-
toms are not just annoying anymore; he is concerned. He gave himself a few months to watch
the problem, but there has been no improvement; in fact, he thinks it’s getting worse, and
now he’s noticed a mild ache in his lower pelvis. Maybe it wouldn’t hurt to make an ap-
pointment for that check-up he’s been putting off.  Was this old age creeping up on him, or
was there something else wrong? Dave thought about talking with a few close friends at work
about this, but decided that he would be too embarrassed.

On the way home from work one evening, Dave decided to stop at the local public library
and take a peek at the Home Health Encyclopedia, despite not knowing what to look for. He
was curious, yet a little apprehensive, and didn’t know where to go for more accurate infor-
mation. It was time to talk to his doctor. He was definitely going to make that appointment
for a complete physical. 

Prostate problems are common in men as they enter middle age. Yet most men don’t know
where this gland is, what it does, or the symptoms associated with prostate difficulties. In Chap-
ter 5, we will learn much more about who is at special risk for the development of prostate cancer.
We will also learn about benign prostatic hyperplasia (BPH), a non-cancerous condition in which
the prostate enlarges as a man gets older. Another problem we will explore is prostatitis, an in-
flammation or infection of the prostate gland. We will also learn that the prostate is the second
most common site of cancer in men over the age of 50. 
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Ellen
It wasn’t easy being a 49-year-old accountant, wife, mother, and homemaker. Ellen, however,
was proud of her accomplishments. After raising two children (both in college now), Ellen
finished her BA degree in business administration and became a certified public accountant.
She found that many companies liked to hire mature women because they were efficient,
rarely missed work, and had good time-management skills. With the kids away and her ca-
reer going well, Ellen and her husband Jack had more time to spend with each other. Things
seemed to be going very well.

Then Ellen began to notice some gradual changes. At first they were so slight that she
didn’t think very much of them. But gradually they became more noticeable and a little trou-
bling. She occasionally missed a period, and when she did have one it had a very light or very
heavy flow. Sometimes she noticed clotting in her menstrual discharge. Her skin seemed dry.
It used to be a bit oily, but now she needed to use hand cream at times and found that facial
moisturizers helped. She was also feeling mood swings. Some days she felt fine and in an “up”
mood, but on other days she felt distracted and forgetful. She was surprised how quickly she
became irritated by minor frustrations and how long she brooded over them.

She felt tired a lot, and this surprised her because she had always been a sound sleeper
and got all the rest she needed. Some days she was exhausted by 3:00 in the afternoon. She
had gained a few pounds, and this bothered her too. She had always eaten wisely, walked reg-
ularly, and had been proud of her figure. Her muscles were losing their youthful tone.

Ellen also noticed that intercourse with Jack was becoming a bit uncomfortable for her
because her vaginal membranes were drier. Also, she would flush, blush, and sweat quite sud-
denly and unpredictably from time to time. She woke sometimes to find herself completely
soaked. How long would all this go on? She knew about menopause, of course, but hadn’t
imagined it would be like this. Couldn’t anything be done about any of this?

And she wished Jack would be more sympathetic. He didn’t seem to have much idea what
she was going through, and she was a little angry with him for not understanding. Why didn’t
he try to be more sensitive and helpful? He was going on with his life as if nothing at all had
changed.

Contrary to common belief, menopause causes no significant changes in a woman’s person-
ality. In addition to the physical and emotional issues shown in this story are other important
changes of menopause: the higher risk of cardiovascular disease and osteoporosis. Ellen’s story
is not an unusual menopause experience, but it should make us realize how important it is to es-
tablish an open relationship with a primary care physician in order to maintain good sexual and
reproductive health. Had Ellen had a yearly physical and gynecologic examination, many of her
symptoms would not have worried her because she would have been prepared for them. Figure 
1-11 illustrates Premarin, an estrogen replacement agent commonly used by some women go-
ing through menopause; K-Y Jelly, used for lubrication to make intercourse more comfortable;
and Replens, a vaginal moisturizing cream. Chapter 13 examines the physical and emotional
aspects of menopause. This process can be challenging. Indeed, it is a kind of developmental
milestone in a woman’s life. Some positive aspects of menopause not mentioned yet might sur-
prise you.

Keisha and Ernest: Ironing Out the Kinks in a New Marriage
Where did the time go? It seemed just yesterday they were eating wedding cake. It’s been a
whole year, already, and my goodness have they had to make adjustments! Keisha and Ernest
knew they wanted to spend the rest of their lives together, but their busy work schedules, a
tiny apartment, little money, and subtle hints from their families about them starting a fam-
ily made for some real stress. People dropping by unannounced at all hours didn’t help things
either. They didn’t know if living so close to their families was a good thing or not. It didn’t
seem fair. Before they got married they had to go to extremes to enjoy private times with each
other, but they didn’t mind. They hadn’t particularly liked having to keep watch while mak-
ing out in Ernest’s car, but where else could they go for a little privacy? They knew that some
day they’d have a place of their own.

Keisha and Ernest enjoyed sharing their lives. They never argued, and they saw eye-to-
eye on most things. They were both proud of being sensitive to each other’s wants and needs.
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They were developing a real sense of mutuality while still maintaining their own independ-
ence. This mature intimacy was very different from their earlier infatuation; yet they had an
extremely frustrating problem that neither of them knew quite what to do about.

Whenever they made love, Ernest ejaculated very soon after entering Keisha. Maybe old
habits were tough to break. All those times in Ernest’s car they’d felt anxious about being dis-
covered, and they’d rushed things. They never really had a chance to explore each another in
a relaxed, private place. But it seemed this frustration just wouldn’t go away, no matter how
slowly they went or how relaxed they were together. Keisha didn’t want to hurt Ernest’s feel-
ings by saying anything about it, since he already felt bad enough; but she just didn’t feel like
a “full partner” in their lovemaking.

Neither of them knew what to say or even how to raise the subject. Ernest wondered if
there was something wrong with him, and Keisha hoped he wasn’t just trying to get the whole
thing over with as soon as possible. People had told them lots of things about marriage, but
nothing like this. Was it a physical problem or something psychological? Whatever it was, it
was causing some tension. Keisha had noticed that now Ernest was initiating sex less fre-
quently than he used to. To make things worse, Keisha felt nervous whenever Ernest started
to approach her sexually. She didn’t know if he really wanted to or just felt that he had to.
How did things get so complicated? What could they do about this? Where do you go for
help with something like this? Keisha could never talk to her mother about sex. Maybe her
doctor. . . . 

Premature ejaculation is the most common sexual dysfunction—and also the easiest to remedy
with counseling and behavioral treatment. But that doesn’t make it any less frustrating to experi-
ence. Chapters 14 and 15 discuss some of the causes of this difficulty and its treatment. With some
help Keisha and Ernest should be able to solve this problem without too much trouble.

Jane: “I Can’t Believe This Is Happening to Me!”
Jane was frantic, hurt, frightened, and just plain mad. He’d given her a disease! She felt stu-
pid and vulnerable as well as naive. How could it have happened?

Mid-America USA, a tiny college town in the Midwest, Saturday night and not much to
do. Jane and her three suite-mates, all freshmen, shared two bedrooms and a bathroom in a
college dorm. None had a steady boyfriend, and they constantly teased each other about that.
But it was now February and Jane and her roommates still felt like high school girls, not col-

Chapter 1 • The Place of Sexuality in Our Lives 13

A

B

C

FIGURE 1-11 A. “Premarin,” one form of hormone replacement therapy. B. Non-petroleum based lu-
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expression during menopause.



lege women. The nerds went to the dances and the drunks went to the bars. Wasn’t there any-
thing in between?

A new club had just opened in town, and people said the food and the bands were both
great. So Jane and her roommates decided to give it a try and see if they’d meet some men.
They were nervous when they first walked in, but after a few beers they felt more relaxed. It
was Ladies’ Night, so their drinks were half price, and they took full advantage of the bargain.
After a while, they were all dancing. A guy named Dennis had taken an immediate liking to
Jane, and she enjoyed his attention.

Dennis was a senior, tall, good-looking, and well-dressed. They really hit it off. When Jane
talked to him, he listened as if he really cared for her. All too soon it was 1:00 in the morn-
ing and the club was closing. Dennis politely asked if she’d like to stop at his apartment for
a nightcap on the way home. She liked the idea. So she told her roommates goodbye and left
with Dennis.

Dennis’ place was cozy and quiet. They had a few more beers. One thing seemed to lead
to another, and before she knew exactly what was happening, they were in bed together hav-
ing sex. She’d had so much to drink that she didn’t really feel much of anything.

The next day she felt really strange about it, however, and was wondering what she
should say to him when he called. She wasn’t sure how much she really liked him, it had all
happened so suddenly. After all, this was her first time. Shouldn’t they have used a condom
or something? After everything she’d heard about “safe sex” and “knowing your partner,” she
was surprised she hadn’t thought about it last night.

But he didn’t call. Not at all. Not a word, as if the whole thing had never even happened.
Until today—2 weeks later. Dennis sounded aloof and casual on the phone. He said that he’d
had some symptoms and had gone to the campus health center. The doctor said he had
chlamydia, a common sexually transmitted disease. Then he mumbled something about how
she better “get yourself checked” and abruptly hung up. The way he talked so matter-of-factly
about the whole catastrophe really angered Jane.

She didn’t have any symptoms, however, so she wondered if she had gotten the infection
from Dennis. Could she have it without even knowing it? Suddenly she realized she could
get other sexually transmitted diseases without knowing it too. Didn’t people get AIDS that
way? Now she really felt frightened, and embarrassed, and dirty too. Why didn’t they teach
her about this in high school?

Chapter 17 discusses many different sexually transmitted infections and related problems.
Sometimes very frightening things happen to good, but sometimes careless, people. Specific dis-
eases are discussed, as well as their symptoms and treatments. The emphasis is on prevention. The
most important factor for avoiding sexually transmitted disease is knowing your partner very well.
We will also sensitize you to your rights to capable, confidential, nonjudgmental medical treat-
ment. As you can see in Figure 1-12, local health departments are one setting that provides care
for health problems, such as sexually transmitted diseases.
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Cindy and Phil: A Whole New Way of Thinking About the Rest 
of Your Life
Cindy and Phil were depressed and devastated. Nothing in their lives had prepared them for
this. What they thought about marriage, adulthood, and the rest of their lives had been
turned upside down. They were numb and didn’t know what to say to each other, and they
didn’t want to talk to anyone else about it. They felt they were losing a life they hadn’t had a
chance to experience. For two 26-year-olds, it was beyond belief. Whose “fault” was this?

After a year of trying to conceive, Cindy’s gynecologist recommended she have a complete
fertility assessment. She and Phil had been having intercourse two or three times a week
without using contraception for over a year, and it seemed they might be an infertile couple.

They had known each other for 4 years and got married 2 years ago. They were really
happy. They both came from large families and wanted the same for themselves. Cindy had
three siblings and Phil had four. The hustle and bustle of a large family was something they
cherished. Even if there wasn’t always much money to go around, there was always lots of
love. After dating for a few months they talked easily about their dreams of a big house with
lots of little “rug rats” running around. Their plan was simple: finish school and get married,
both work for a year and save some money, and then start their family. Their energy, opti-
mism, and love convinced them it was a workable plan.

But now what? She’d never be able to get pregnant and have babies? She couldn’t imag-
ine going through life without children. She felt stupid and angry. Was this common? Her
doctor said they couldn’t know what the problem was without the tests. He also said, de-
pending on the results of her fertility work-up, Phil might need to be evaluated also. Just now
they didn’t know where the “problem” lay.

Cindy and Phil were learning a lot of things they never knew, lots of terms like “ovula-
tion,” “fertilization,” “implantation,” “sperm count,” “sperm motility.” But they couldn’t pay
much attention to all this technical information when their anxiety level was through the
roof. How would they tell their parents? Sooner or later they would have to. What would life
hold for them if they couldn’t have children? Would it just be the two of them forever?

Phil didn’t quite know where he stood in this whole situation. He realized that rearing
children was part of traditional female socialization and empathized with Cindy’s fears and
feelings of inadequacy. But he had some very real anxieties himself. Phil saw himself as a
“daddy” taking his kids to swim meets, museums, the zoo, and the first day of school. He saw
himself cleaning up cuts and scrapes and putting on Band-Aids. What would there be now
besides going to work every day, coming home, eating dinner, and falling asleep on the
couch? What would he do if their fertility problem was his “fault”?

Fertility problems are far more common than in the past, and
we know only some of the reasons why. Infertility is a major
stressor in a relationship, and resolving it one way or another
takes time, patience, and sometimes considerable money. Chap-
ter 10 discusses issues related to fertility and infertility and the
modern, highly technical treatments for infertility. Although
most couples do not have to face this problem, there is value in
understanding and being prepared for it. A national organization
named Resolve (Fig. 1-13) helps people cope with infertility and
work through the alternatives in trying to conceive.

The Neighborhood
The neighbors had had enough of it. As often happened in
inner-city neighborhoods, a number of pressing problems
had created fear in the people living there. The pride that
people once took in the appearance of their homes was al-
most gone. Now it seemed more important to “look out for
one another.” Poor people who had no air conditioning
stayed in their apartments with windows locked to defend
themselves from break-ins, robberies, assaults, and drive-by
shootings. People selling and using drugs on the street and in
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abandoned homes had created a very dangerous environment. And now there was a new
problem that was making some residents angry.

A lot of unfamiliar cars parked in the neighborhood in the evening. Men from outside the
neighborhood went into row houses where prostitution seemed to be thriving. Sometimes it
was obvious they were drunk or high on something. They were noisy and boisterous, and
their presence further changed the character of the neighborhood. With drugs, guns, vio-
lence, and now prostitution spreading through the neighborhood, long-time residents won-
dered if they could ever reclaim their neighborhood. And now the problem was occurring
throughout the daylight hours too.

The police were unable to do anything, so finally some of the residents decided to act.
They started walking the streets late and recording the license plate numbers of the “patrons’”
cars. It was a scary job, but a lot of the residents joined in. Actually, it was almost comical:
men looking for prostitutes were slinking around, followed by neighbors slinking right after
them writing down their license plate numbers.

The neighbors visited their local newspaper offices, hoping to get some help. The editor
of the paper couldn’t believe her ears. “You want me to do what?” she demanded. “I’m not
sure that’s even legal!” She held her ground and refused to publish the license numbers of the
men visiting prostitutes.

But the citizens in the neighborhood wanted the johns out now. They started putting a
poster of “Johns of the Week” on telephone poles. They listed the names and addresses of
men arrested for soliciting prostitutes in their neighborhood. They put a warning on the
posters: “Johns! Stay out of this neighborhood or your name will be here next week.” And
the posters worked. Prostitution moved out of the neighborhood. Other big-city newspapers
ran stories about it, leading to similar citizen activism elsewhere. What was most important,
however, was that people felt they could improve their quality of life and their neighborhood.
As you can see in Figure 1-14, residents are not always polite in how they preserve the safety
and integrity of their neighborhoods.

Prostitution is a complicated issue. This story should encourage you to think about the nature
of what is sometimes called a “victimless crime.” Sex-for-money is always complicated and in-
volves legal and public health risks, and it affects people far beyond its immediate sphere of influ-
ence. The motives for becoming a prostitute, the reasons for buying time with one, and the socie-
tal impact of prostitution are considered in Chapter 19. Perhaps nowhere else is there such a
connection among self-esteem, body image, economics, and basic biological drives. Do you think
prostitutes are “bad” people? What do you know about the different kinds of prostitutes?

Celina: An Interesting Case Study in Contraceptive Negligence
Celina doesn’t get along with her parents—at all. At 16, she feels stifled, overprotected, and
trapped. The double messages drive her crazy! On the one hand, they tell her to “be your
own person,” “make up your own mind,” “learn to accept the consequences of your ac-

tions,” and “don’t listen to everything you hear.” Yet, on the
other hand they say, “but as long as you live in this house we
make the rules.” It confuses her—be independent, be de-
pendent. How in the world is she supposed to grow up un-
less she can begin to feel in charge of her life? She sure 
doesn’t feel that now.

She has no idea why her parents are being so old fash-
ioned. Her curfew is 10:00 PM on weekdays and 11:30 PM on
weekends. That’s the time when a lot of her friends are going
out! Celina is not permitted to make or take telephone calls
after 8:30 each evening. Almost all the boys who come by to
see her are turned away at the door. “Celina is working on
her homework,” her mother says curtly. And the older guys
who cruise by in their cars drive her father crazy. “What in
the world could possibly be so dangerous,” she wonders out
loud.

If her parents knew she had an occasional bottle of beer
and cigarette, she’d be grounded for a month! And if they
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knew that she and her “boyfriend” Ken have been having sex a few times each week after
school, they would probably send her to live in New Mexico with her Aunt Maria. Part of her
thinks that might not be so bad. Everything seems so confusing; she even has trouble un-
derstanding herself and her behavior. Sometimes she and Ken are so careful about using con-
doms and other times they don’t even give it a second thought. Celina doesn’t want to think
about the consequences of being inconsistent. She understands how babies are made, which
is why she doesn’t fully understand her own actions.

Celina and Ken talked about using condoms. They both felt it was the best idea. Celina
certainly couldn’t talk to her mother about becoming sexually active. There was no chance
that she would take her to the gynecologist for an exam and counseling on birth control al-
ternatives. This is something Celina and Ken had to handle on their own. Condoms were the
only alternative. They both understand fully that it would not be good if Celina became preg-
nant. But sometimes they seem to get carried away with the romance of the moment and don’t
give any thought to stopping what they’re doing to put on a condom. This is so private that
Celina has no one she can talk to about it. Do all of her friends who are having sex use con-
traceptives only occasionally? Sometimes Celina feels that if she and Ken buy condoms and
use them, that means that they are planning to be evil, bad, or sinful, and that isn’t how she
feels at all. While she might not be completely clear in her head about her motives for hav-
ing sex with Ken, she’s certain that it isn’t because she is feeling rebellious or trying to get
back at her parents. Or maybe it is. 

While we’re discussing contraception in Chapter 11, we’ll also ask a very basic question about
their use: Why do young women who obviously need contraceptives consistently and conscien-
tiously often fail to do so even when they are readily available? We will see that there is a demo-
graphic profile of the kind of woman who is likely to be careless, and we will explore a number of
conscious and unconscious factors that influence carelessness in obtaining and using birth control
alternatives.

David
David just turned 18 and was in the middle of his senior year of high school. More than ever
before, he felt overwhelmed by issues he was facing. Something inside him didn’t have the
strength to deal with it all, but he knew he couldn’t stop the calendar or fail to acknowledge
what was in his head and his heart. He was having a problem understanding himself.

For several months he had been thinking a lot about college. He had done very well on
his SATs and was getting letters asking him to apply to some of the best colleges. Virtually all
offered him some scholarship assistance. His grades were extremely strong. Being a great foot-
ball player didn’t hurt either, and he had some good athletic scholarship offers to consider
too.

His dad had moved away, but his mom had been attentive and helpful to his education
and athletics ever since he was 10 years old. She was very proud of him and optimistic about
his future. It was his dream to become an art critic, and he wanted to study art history and
museum studies. He knew these interests didn’t fit the typical profile of an All-American high
school running back, and there were other things that didn’t fit either.

David’s junior prom had been a real mess, and he was already feeling uptight about his
senior prom. He’d known Danielle since he was in the sixth grade, and they were very good
friends. They talked easily and trusted each other completely. In most ways he was very com-
fortable with her. They had dated steadily for over 2 years, and they’d never really talked
about going to the prom, it was just understood that they would. The dress, the tuxedo, the
corsage, the dance—it all overwhelmed him. He told himself it was just that he was a very
simple person. But when his friends wanted to get rooms at a local motel, buy some booze,
and spend the night with their dates, David felt uncomfortable. Danielle wanted to go, how-
ever, and they had an argument. He seemed to have so many things on his mind . . .

David was also worrying about leaving his mother alone when he went away to college.
For almost 8 years now, he knew she had built her life around him, savoring his every
achievement and award. He felt protective of her and didn’t know what she would do if he
went to school far away.

In addition to all this, he had more pressing thoughts that formed a constant, disturbing
emotional background for his entire life. David was pretty sure he was gay. He had never ac-
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tually had an “encounter” with another male, but he wasn’t averse to the idea. When mas-
turbating, he usually had fantasies of having sex with other boys or men. His awareness of
being gay had developed slowly, though for the past year he had felt an almost painful self-
consciousness. How could he be sure about this, when he knew how scorned and reviled gays
were in society? How was he supposed to handle his public self as an amazing athlete while
he was attracted to other men at the same time? He just didn’t feel he fit in, either way. He
was keenly aware of how abusive people can be to gays, and he didn’t think he had the gump-
tion to handle it himself.

So David kept his secret to himself. There was no one he could talk to—no one. Not his
mom, not Danielle, not his coach, certainly not any of his friends. He didn’t go to church. For
a while he thought about going to talk to a school counselor, but he worried someone would
see him and people would start asking questions. He knew about the quiet network of gays
at school, but he wasn’t friends with any of them and didn’t know how to approach any of
them. How had life suddenly gotten so complicated? How was he going to make it through
the year with all these problems?

Homosexuality is an issue relevant to many chapters in this book, but we will take a system-
atic, comprehensive look at this topic in Chapter 9. The issue of gender orientation is not an
either/or designation, and the expression of one’s sexuality should be viewed within different con-
texts: one’s social situation, how one thinks of oneself, and one’s feelings of emotional affiliation.
“Coming out” is rarely an easy decision. We will explore how society facilitates or inhibits the de-
cision to self-identify as gay. We will recognize the basic worth and humanity of individuals of all
gender orientations and the normality of their lives, drives, and desires.

Tara and Jason: A “Hands-On” Learning Experience
Tara was 3 years old, and Jason was her best friend. They lived across the street from each
other. They did everything together, like having Pop-tarts after pre-school, watching TV side-
by-side on the floor, and going to the neighborhood swimming pool in the afternoon. Jason
had a big sandbox in his back yard, and Tara came over often with her toy trucks and earth
movers. They were great friends.

One Saturday afternoon Jason’s mom came home from a yard sale with an old canvas army
pup tent. They set it up in the back yard, and Jason and Tara loved it. It was a magical place;
it felt like there was nothing outside the tent and the closeness within was safe and quiet.
Later that week, Jason and Tara were playing alone inside the tent. Jason was so engrossed in
his Legos that he ignored the need to urinate until it was almost too late, so he went to the
tree beside the tent to relieve himself. Tara came out and watched him intently. She told Jason
that she certainly didn’t have anything like that, and she wanted another peek.

This was new to Jason. He was surprised she didn’t have one too. So he tugged his
shorts down so she could have another look. Then Tara did the same to show him that she
didn’t have one. For a few minutes they just inspected each other. Neither knew what to
say, and after a few minutes they yanked their shorts back up and went back to their 
Legos.

That evening, just after Jason’s mother had read him a story and was about to turn off
his light, he asked her why he and Tara looked so different “down here,” and he pointed to
himself. His mother’s eyes opened wide; she was clearly surprised. She asked him what he
meant and Jason comfortably told her what had happened that afternoon. Then she told
him those are “very private places” you shouldn’t show to others until you got much older.
She said that what he and Tara did was okay, that it wasn’t any big deal this time, but that
there were better ways to play with his friends. Then she told Jason that if anyone ever
made him show himself to them, he was to tell her right away. As she left his room she told
him that he could come to her with questions like that one whenever he wanted to. As she
went back downstairs, she was thinking that parenting was getting more interesting every
day.

Sexual curiosity in childhood is very common and normal. Figure 1-15 shows how utterly un-
selfconscious young children are with respect to their nudity and curiosity. We are all sexual be-
ings from birth to death—this is a fundamental aspect of our shared humanity. This story is a
good example of what sex educators call a “teachable moment,” an occasion when a parent or
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caretaker can take the opportunity to teach and reassure a
youngster about some sexual, intimate, or reproductive issue.
Chapter 12 discusses a number of issues related to the emer-
gence of sexuality in childhood. Think back to your own child-
hood. Can you recall incidents like the one in this story? How
did your parent(s) react? How did you react to the discovery of
sexual curiosity in your own children? How do you think you
will in the future if you become a parent? Events like this are
upsetting to some parents, while to others it is perfectly normal
and expectable behavior.

Donna
Finally, Donna had landed a really good job! After working
in fast-food restaurants and as a maid at a motel, she was
hired at the new computer chip facility in her small com-
munity in upstate New York. She was 19 and ready for a
challenge. She knew she had superlative manual dexterity,
and this intricate work felt perfect for her. She got along
with her co-workers. Management found her productive and
cooperative. The pay was excellent, and the health care benefits were very good.

She was also meeting lots of new people from all over the region. She had gone out a few
times already with Danny, a quiet, polite guy who worked with computers in the accounting
department. She was impressed with his poise and self-confidence. He never tried to be some-
one he wasn’t. He was only a few years older than Donna, and they formed a comfortable
friendship. They went to the company picnic together, and everyone assumed they were now
a couple in a relationship.

Very early one Saturday morning (much too early for her tastes), Donna found herself in
Danny’s pick-up truck on the way to his favorite fishing spot. She had made sandwiches, and
Danny brought a big cooler of drinks. He was driving with an open beer between his legs. It
seemed pretty early in the day for a beer, Donna thought. He turned off the two-lane high-
way and drove a long way over dusty, unpaved roads full of bumps and ruts. Finally, they got
to a beautiful blue lake. There was no one else around.

They fished all morning. The sun got higher and it got hot. Danny drank beer all morn-
ing; Donna had iced tea. For lunch they ate the sandwiches she’d packed. Having gotten up
so early, the heat and food now made Donna very drowsy. Danny had become pretty ani-
mated, though, and Donna was surprised how different he acted after drinking beer all morn-
ing. She told him that she was going to take a short nap in the truck and left him to his fish-
ing. Almost as soon as she lay down across the seat she went to sleep.

Donna awoke to find Danny naked beside her in the truck. He had a strange look on
his face and was rubbing her legs. She was frightened—this didn’t seem like the Danny she
knew. “What are you doing?” she demanded. He said nothing; he didn’t smile or look her
in the eye. Then in an instant he was on top of her. Loudly and firmly Donna said, “No,
Danny. No. Stop now. Now!” He didn’t stop. He acted belligerently. He didn’t listen to her.
Soon he’d pulled her blouse and bra off and jerked her jeans open. She was paralyzed with
fear but kept yelling, “No. Don’t. Stop. Please get away from me!” She couldn’t believe this
was happening to her. He took her brutally, painfully, abusively. She was terrified, and for
a while all she felt was fear and disgust. Then her sense of shame and loss of control were
overwhelming.

Figure 1-16 shows a rape investigation kit used by medical and law enforcement person-
nel to collect evidence about a sexual assault.

Date rape is common. Unfortunately, all forms of rape are common. Chapter 19 explores the
motives for rape and assesses its consequences—psychological, legal, and emotional. Donna’s story
is not unusual. Danny sexually assaulted her. His sexual advances were unwanted and unwelcome.
He failed to comply with her demand to be left alone. He ignored her “No.” Donna may wonder
forever if she did or said something to encourage Danny, but she should never wonder about the
appropriateness of his behavior. It was wrong, and it was illegal.
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FIGURE 1-15 While sexual cu-
riosity among young children
is common and normal, they
are also quite unselfconscious
about their nudity.

Summarize opinions which
may accompany your learning

that a female acquaintance
has been raped on a date.
Assess the degree to which
blame is attributed to the
male and to the female.

FOR DISCUSSION . . . 



Sexual Expression and Sexual Experience Surround Us

We share these stories with you because the emotional texture of sexual expression and ex-
perience cannot be conveyed simply through a summary of the primary literature in the key
disciplines. These vignettes show many of the ways that sexuality touches human experi-
ences. Our lifestyles, our development, our biology, and our wider psychosocial environment
are all deeply influenced by our sexuality.

We also think that the issues dealt with in these vignettes may relate in one way or an-
other to your own experience or the experiences of someone close to you. In a sense, we want
to validate the realities of sexuality in your own life, and in some cases perhaps reassure you
of their normalcy. Thinking about certain experiences can help us be prepared for them if and
when they happen to us or those close to us.

By the time you finish reading this book, we hope sexuality still holds much of its magic
and mystery for you, while at the same time you are more knowledgeable, comfortable, and
tolerant about it. This is indeed a subject that can enhance the quality of your life. So hang
on! It’s going to be a very interesting ride.
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FIGURE 1-16 A rape investigation kit. Many kinds of evidence are helpful in arresting and prosecuting
men who rape.

Learning Activities

Following are activities to help you review what you have learned
in this chapter. Your instructor might ask you to think through
these questions or write down your answers.

1. At the beginning of this chapter we discussed several assump-
tions related to a course in human sexuality. Now let’s take a dif-
ferent look at this issue of “assumptions.”

a. By this time, some of your friends and perhaps family mem-
bers know you are taking this course. Describe their reac-
tions to your taking a class with this title.

b. When you tell others that you are taking calculus, they usu-
ally don’t ask to see your calculus text. Has anyone picked
up or asked to see your human sexuality book? Can you tell
if they are looking for anything in particular? Do they
quickly skim the book or pause to study parts more closely?
Has anyone asked to borrow the book? Have you noticed
that anyone else, such as a roommate or family member, has
been reading this book?
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2. If you work very hard on this course throughout the term but
don’t get what you consider a good grade, would that affect how
you feel about your own sexuality? Can you think of any situations
in which what you knew and how you acted seemed inconsistent?

3. In the section on the multidisciplinary nature of human sexu-
ality, this chapter introduced you to a number of areas that over-

lap in their study of this subject. Have other disciplines been omit-
ted? Do you feel that this course can be taught successfully by
only one instructor? Can it be taught successfully from within
only one department? Do you think female and male instructors
would bring different perspectives to this course?
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Key Concepts

• In a climate of psychological safety, two people feel uncondi-
tional acceptance for one another, shared mutuality, nonjudgmen-
tal communication, and a sense of security about revealing their
vulnerabilities.

• A multidisciplinary approach uses facts, concepts, principles,
and methods from a number of different sciences and/or academic
disciplines to explain a particular phenomenon under study.

• Cultural anthropology is concerned with a cross-cultural analy-
sis of the customs, norms, and mores of different societies, often
with regard to conventions serving similar objectives of the cul-
tures under study.

• Clinical psychologists specialize in the study of the develop-
ment and manifestations of emotional and behavioral problems, as
well as the diagnosis and treatment of these difficulties. Some clin-
ical psychologists, social workers, and other professionals special-
ize in sex therapy.

• In the study of human sexuality, the macro or “big picture” level
of analysis deals with larger social concerns and demographic as-

pects of an issue, while the micro or “little picture” level of analy-
sis focuses on hormonal, anatomical, neurological, and physiolog-
ical matters.

• The case study method is an intensive study, description, and
analysis of a single individual and the life circumstances sur-
rounding that person.

• Biopsychology researches and applies information about the bi-
ological foundations of human and animal behavior, which may
involve the anatomical, physiological, and endocrine basis of
thought, emotion, and action.

• The psychosocial approach analyzes and explains human be-
havior in a context of the broader social environment in which it
occurs, dealing with the reciprocal influences between people’s ac-
tions and the surroundings in which they operate.

• The medical model views abnormal or unusual behaviors as
symptoms of an underlying disease state that can be diagnosed
and appropriately treated.





H istorical Perspectives 
and Research Methods

H istorical Perspectives 
and Research Methods

OBJECTIVES

When you finish reading

and reviewing this chapter,

you should be able to:

◆ Differentiate among various meanings of the term sexuality.

◆ Differentiate among various meanings of the terms sex, gender
role, and gender identity.

◆ Describe the four major theoretical perspectives in the study of
human sexuality: psychobiological, psychosocial, clinical, and
cross-cultural.

◆ Discuss the influence of ancient Jewish beliefs on modern
traditions in terms of male dominance, intercourse within the
marriage bond, and sexual pleasure in marital intimacy.

◆ Explain the long-lasting impact of the writings of St. Augustine
and St. Thomas Aquinas on attempts to understand and
systematize thinking about human sexual inclinations.

◆ Describe the impact of the Protestant Reformation on ideas
about sexual feeling and behavior in the context of marriage.

◆ Describe the elements of Victorian sexuality and note their
impact on contemporary thinking about male and female
gender roles.

◆ Describe the contributions of Richard von Krafft-Ebing and
Havelock Ellis and their relationship to the Victorian influences
of the 19th century.

◆ Summarize Freud’s thinking on the distinction between
“sexuality” and “sensuality,” and describe the following
concepts in his psychoanalytic theory: determinism, libido,
erogenous zones, pleasure principle, and reality principle.

◆ Describe the methods employed by Alfred Kinsey and his
colleagues and the importance of their findings.

◆ Summarize the methodologies and findings of William Masters
and Virginia Johnson and explain their contributions to
sexuality research.23
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B ecause the words we use color the way we think, we should examine the term sexuality
and explore both its obvious meanings and its less obvious connotations at the outset.

From a young age you may have recognized that whenever the word “sex” was used, it pro-
voked an assortment of reactions, some positive, others negative, and still others aversive.
Words with different shades of meaning carry quite different implications and inferences. So
just exactly what does the term sexuality mean?

Let’s begin with an objective definition. Biologists typically use the term “sexual” to refer
to the type of reproduction in which a cell from a male of the species is joined with a cell
from a female to produce a new member of the species. If our thinking about sexuality fo-
cused just on trading DNA, however, this book wouldn’t need to be very long at all. Sexual-
ity involves other terms with other sexual implications or connotations. For example, the
word carnal typically implies “crude” sexual pleasures—an “appetite” or hedonistic motiva-
tion; it is used more often in legal and historical/theological contexts. Erotic, another word
referring to sexual thinking and behaving, is commonly used to describe something that
arouses sexual desire or love with a powerful sexual component. Instead of “carnal,” we will
use erotic in this book to convey some of the subtle emotional texture surrounding that which
we find sexual.

Later on, this chapter will introduce Sigmund Freud’s theory of psychosexual develop-
ment. His term libido describes a basic, primitive “force” in the personality that seeks sexual
or aggressive expression. Freud coined the term to convey the idea that what human beings
find “lustful” is based on a deep biopsychological drive that may not be completely sexual in
nature. How Freud used the term indicates that he thought sexual feelings derive from
strongly felt pleasures, regardless of where they come from in the body. Such pleasures need
not be entirely genital in origin.

Another word commonly used in reference to sexual matters is passionate. This conveys
the spirit of intense, ecstatic feelings surrounding sexual arousal and expression. It connotes
a loss of reasoning and total absorption in the object of one’s desires. This word is also used
to refer to other desires as well, such as when someone says that they “feel passionately about
human rights.” Finally, the word sensual is often used to describe pleasures of many kinds,
one of which is sexual. For example, although a person’s back and thighs are not as sensitive
as their genitals, a slow, warm massage is for most individuals a highly sensual experience.
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From Dr. Ruth Westheimer

A s you read this chapter, which includes the history of West-
ern sexual tradition, note an important point: those who

wrote the cultural records were typically men, and the general-
izations they made about their own culture and those preceding
them often reflected a male perspective. This is not to say that
women have not held an important place in the history of sexu-
ality as we know it today. Although women do not have to en-
joy sex in order to further procreation, they are all born with
sexual feelings and the capacity to have orgasms, and their sex
drive most definitely affects their behavior, as well as the be-
havior of the men around them.

If you believed cartoonists, sexual relationships between men
and women in prehistoric times happened only after the cave
man had clubbed the woman senseless and dragged her off into
the bushes. But is that really how early humans had sex? I doubt
it, and one proof comes from our studies of some modern, un-
developed, geographically isolated societies. For example, mis-
sionaries who went to preach in the South Pacific were shocked
at the variety of sexual positions they found the natives using.
They engaged in many different sexual activities that pleased
both men and women. It was no accident that the so-called “mis-
sionary” (male superior) position advocated by those visiting

men of the cloth happens to offer women the least freedom to
control the angle, rate, and depth of penile penetration.

But even much later, women were often not full partners in
sex. I like to quote the Victorian mother who told her soon-to-be-
married daughter that sex is not something to be enjoyed but in-
stead she should “lie back and think of England.” Still, through-
out history, despite the often deadly consequences of being
branded an adulteress, women have strayed from the marital
bed in search of intimate pleasures their husbands weren’t giv-
ing them.

In the ancient Jewish tradition, sexual satisfaction is part of
the wedding contract for both men and women. Celibacy is not
a virtue—orgasms are. And certainly the Greeks and Romans cel-
ebrated their sexuality, perhaps to excess, which is what insti-
gated the sexual reserve inherent in Christian teaching for the
last 2000 years or so. Sexual satisfaction, particularly for
women, was pushed into the background. As you read this chap-
ter, you’ll see that women today seek their own sexual self-
determination, and that more than ever before they are true part-
ners in all aspects of their relationships with men. But it hasn’t
been easy to reach this point, and the story is a long and inter-
esting one.

Sexuality Sensual pleasure
that comes from the stimula-
tion of the body, often with the
anticipation of an enjoyable,
erotic feeling. Sexual behaviors
may or may not involve the de-
sire to procreate.

Carnal The sensual aspects
of physical intimacy.

Erotic Associated with sen-
sual and/or sexual pleasures.

Libido A primitive, motiva-
tional force in the personality,
usually associated with power-
ful aggressive and sexual incli-
nations.



Historical Changes in Perspectives on Sexuality

More than 2300 years ago Aristotle wrote about the importance of moderation in the pursuit
of human appetites (Fig. 2-1). “All things in moderation” is clearly an Aristotelian notion,
characteristic of his view of human nature. In The Nicomachean Ethics he writes:

The temperate man holds a mean position with regard to pleasures. He enjoys neither the
things that the licentious man enjoys most (he positively objects to them) nor wrong
pleasures in general, nor does he enjoy any pleasure violently; he is not distressed by the
absence of pleasures, nor does he desire them—or if he does, he desires them in modera-
tion, and not more than is right, or at the wrong time, or in general with any other qual-
ification.

—The Nicomachean Ethics, Book III, Chapter xi

Later he is more specific: “Now you can have an excess of bodily goods; and it is the pur-
suit of this excess, not that of the necessary pleasures, that make a man bad; because every-
one enjoys tasty food and wine and sex in some degree, but not everyone to the right degree.”
(Book VII, Chapter xiv). But what is “moderation” in sex? The following historical review
shows that with a few exceptions the rule of thumb, through much of Western history, has
been: “The less, the better.” 

Between 400 BC and 400 AD relationships between women and men in the Greco-Roman
world were characterized by an enormous asymmetry in power. Men were dominant and
women were submissive. Most women were exploited sexually by the men who owned or
controlled them—slaves, former slaves, wives, servants, and women captured in war
(Boswell, 1994). This manipulation and abuse were common and questioned by few. Unin-
hibited historical descriptions of such sexual encounters show that many sexual unions took
place without affection, respect, or comforts and protections. Marriage, which was not a ro-
mantic institution, involved the exchange and sharing of property, land, and financial assets
as a link between kinship groups. Sexual attraction was less important to the ancients as a
motive for marriage.

This sexual inequality persisted well into the Middle Ages, with one interesting develop-
ment. The wealthy upper class was more influenced by the Church’s demands for a circum-
spect sexual code (at least publicly). The peasantry, however, had sexual freedom and felt few
qualms about pursuing erotic adventures with or without the knowledge or consent of any-
one else.

While historical and religious influences have shaped thinking and behaving about sex,
philosophical and scientific factors have also had an enormous impact. Epicureanism, an
important Roman philosophy, held that the highest good is the unrestrained pursuit of pleas-
ure, including sexual adventures. In contrast, Stoicism believed that women and men should
conduct themselves with intelligence, restraint, and dignity. The Epicurean view is still a pop-
ular approach to life, emphasized by advertising slogans such as “You only go ’round once in
life.” Here is the contrast between the repressive, secretive, exploitative aspects of human sex-
uality on the one hand, and the public pursuit of pleasures on the other. Now add to this mix
the influences of science and things become more complicated. Long before the industrial
revolution of the 1840s, the Church was gradually replaced by the spirit of scientific inquiry
as the sole and final authority on morality and public conduct; we will explore this later in
the section on the Victorian Era. 

“Sex,” “Gender Role,” and “Gender Identity”

These three terms are often used interchangeably, although they have different meanings.
Their definitions should be clear, because they will appear often in this book. The word “sex”
is often used to refer to the biological designation of being either male or female. In this re-
spect, sex is the clearest and least ambiguous of these terms. Still, sex refers to both the indi-
vidual’s genetic and anatomical composition, and these are not always in perfect agreement.

Gender role is more complex. It refers to a wide assortment of expectable or “appropri-
ate” thoughts, feelings, and behaviors of males and females. Keep in mind, however, that “ex-
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FIGURE 2-1 The Greek
philosopher Aristotle taught
the basic importance of mod-
eration in all things, including
sexual expression.

Epicureanism An ancient
Roman philosophy in which the
highest human pleasures are
thought to be associated with
intellectual understanding and
mastery of the use of informa-
tion, often mistakenly associ-
ated with an uncontrolled pur-
suit of physical, sensual
pleasures.

Stoicism A Roman philoso-
phy that suggests that the high-
est good lies in living in har-
mony with nature and
accepting whatever life offers
with a sense of dignity and
poise.

Gender role The beliefs and
behaviors a person acts out in
accordance with their thoughts
about being a male or female
person.



pectable” and “appropriate” are specific to one’s sociocultural environment. Feeling that you
are required or expected to behave in a particular way because you are a man or woman oc-
curs because gender role involves what is socially acceptable. Even without knowing it we
may be influenced by these expectations. Our ideas of masculinity and femininity are based
on gender roles. Those terms can be complicated because they often represent a distillation
of everything it means to be a “real man” or a “real woman.” Our clothing, social demeanor,
and even grooming habits may be affected by traditional or contemporary notions of mas-
culinity and femininity.

Finally, gender identity refers to our self-awareness of our maleness or femaleness. This
may involve the degree to which our biological characteristics and our gender role are com-
mensurate. For many of us there is no confusion or “mismatch,” although some feel a dis-
tressing bewilderment. For example, Chapter 4 discusses transsexuality, a condition in
which a person feels “trapped” in the body of the opposite sex. Gender identity develops
gradually in a social and familial context. As all of us have some traditionally “feminine” at-
tributes, as well as traditionally “masculine” ones, forming a comfortable gender identity is
not always straightforward.

Theoretical Perspectives

The previous chapter discussed some of the disciplines involved in the study of human sex-
uality. Here we will explore in more depth four broad approaches. Virtually everything in this
book can be understood within these (sometimes overlapping) contexts. 

Psychobiological Perspective
Since the time of the Greek physician Hippocrates (c. 400 BC), thinkers have wondered about
the precise relationship between the brain and our feelings and behavior. Aristotle popular-
ized the notion that what we experience through our senses ultimately becomes our emo-
tional and cognitive picture of reality (c. 300 BC). Scientific thinkers did not have a good un-
derstanding of the brain’s structure until the Belgian anatomist Vesalius (1514–1564) created
wood-cuts illustrating the surface and structure of the brain in accurate detail. In the mid-
1600s the French philosopher/mathematician René Descartes (Fig. 2-2) introduced a mech-
anistic perspective of the brain. He approached the brain like a machine, thinking that if we
wanted to understand how the machine worked we had to learn about its parts and how they
interacted. Descartes introduced the interesting philosophical dilemma that came to be called
“dualism.” Dualism addressed this question: “How can the spiritual, substanceless, incorpo-
real ‘mind’ control and direct the physical reality that is the human body?” A clear answer to
that question has not yet emerged, even following “The Decade of the Brain” (the 1990s),
even with other great advances in the neurosciences.

This mechanistic approach to brain-behavior relationships, which has become the cor-
nerstone of contemporary psychobiological studies, suffers from the problem of reduction-
ism, which literally means “nothing but.” For example, as you’ll read later on, in reference
to deeply emotional, sexual feelings that are processed in certain brain centers, some analysts
claim that sexual feelings are “nothing but” neural activity in certain parts of the brain. The
full emotionality, meaning, and importance of sexual feelings is difficult to reduce simply to
sequences of nerve impulses in brain tissue, even though some scientists are comfortable
with this approach.

This is a simplistic but basically accurate description of the psychobiological approach.
Psychobiologists are interested in the neural basis of thinking, emotions, and behaviors, yet
generally they try to avoid being reductionistic. These investigators also call themselves
“physiological psychologists” or “behavioral neuroscientists.” The study of sexual behavior
in both animals and humans is a large part of their research.

Psychosocial Perspective
We briefly described the psychosocial perspective previously in terms of the reciprocal rela-
tionship between the behaviors of human beings and the social and cultural environments
they inhabit. This perspective pays much less attention to the neurological and biochemical
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Masculinity Thoughts, feel-
ings, and behaviors often asso-
ciated with male roles.

Femininity Thoughts, feel-
ings, and behaviors often asso-
ciated with female roles.

Gender identity One’s self-
perceptions as either a female
or male person according to
the customs and traditions of a
particular culture.

Transsexuality A phenom-
enon in which a person’s physi-
cal sexual characteristics are
different from their psychologi-
cal, gender-based characteris-
tics.

Mechanistic perspective
The belief that the human
body (and mind) are “ma-
chines” and can best be under-
stood by comprehending the
nature and interrelationships of
their parts.

Reductionism An approach
to explaining something in
which a complex idea is broken
down into simple components.

Psychobiological ap-
proach A way of analyzing
and interpreting behavior that
is based on an understanding
of the functions of the nervous
and endocrine systems.

FIGURE 2-2 The French
philosopher and mathemati-
cian René Descartes wrote
about the relationship be-
tween the mind and the body,
and maintained that the body
could be studied as if it were
a machine.



approach of the psychobiological view. The focus is on broader (macro) psychological and so-
ciological influences. Our rich inner cognitive and emotional lives are important. Further, the
social and cultural environments help shape our perceptions and motivations related to sex-
uality. The influences are numerous and diverse. Powerful psychosocial influences come from
our national, regional, and local geographic localities. National, ethnic, and racial traditions
influence our personal development of sexual norms and mores. Finally, religious, economic,
and even scientific and technological influences color our development of a personal sexual
ideology.

The psychosocial perspective can help interpret the development of an individual
throughout the life span, or understand a person at a single, discrete point in life. It can be
developmental or situational, or both. Students studying social work learn about “psychoso-
cial assessments,” in which personal or family difficulties are examined and documented in
order to formulate a plan for helping the client. The aim of such an assessment is to docu-
ment psychological and social influences that led to personal, interpersonal, or legal prob-
lems.

A few important points must be made about the psychosocial approach. First, we are not
all equally influenced by society’s expectations. While most people are keenly attuned to what
they’re “supposed to do,” others are less so, and some are utterly indifferent. Differences in
interpreting social norms contribute to both sexual variations and deviations in many peo-
ple’s lifestyles. Second, human beings do not have to experience the consequences of a be-
havior in order to learn the consequences of a behavior. We learn a lot from our psychosocial
environment by observing other people when they engage in specific behaviors. This capacity
for vicarious learning is wonderfully adaptive, and you will see later how it affects our learn-
ing about our sexuality. By observing others we learn what the probable outcomes of our own
actions will be. When we see others avoid contracting sexually transmitted diseases or pre-
vent an unanticipated pregnancy by using condoms, we learn the utility of that behavior by
observing it, not by making mistakes ourselves. Finally, a psychosocial approach is highly
synergistic: our private psychological characteristics interact with the public attributes of the
social environment to create powerful, mutually reinforcing influences on behavior. Just as we
affect our environment, our environment assuredly affects us too.

Clinical Perspective
The word clinical refers to various settings and research approaches beyond medical uses of
the term. For example, in the social and behavioral sciences, clinical typically means the in-
vestigator is using controlled observation along with an in-depth interview. After having scru-
tinized some record of human behavior, the investigator asks the subject about certain actions
under study. This leads to a personal recollection of the person’s behaviors, thoughts, emo-
tions, and motivations. The combination of the behavioral record and subjective assessment
often reveals interesting things about how humans behave. The period of observation helps
render a highly naturalistic picture of behavior.

Have you ever been told that you flirt a lot? Did you know it? Did you deny it? What if
we showed you a videotape of you having coffee with other students that revealed you as a
shameless flirt? In an interview we might learn how much you are aware of your behaviors.
We would then be able to learn about your intentions, feelings, and possible motives for your
flirting. Observing human behavior with a follow-up discussion provides a fuller under-
standing of the behavior dynamics being studied.

The clinical approach also involves an objective, analytical type of investigation. The in-
vestigator’s biases, expectations, hopes, and speculations should play no role in planning the
study, carrying it out, or analyzing the data. The individuals being studied are told enough
about the project to give their informed consent, although telling too much about the hy-
potheses and anticipated results would bias the subjects’ responses. To avoid this ticklish
problem, a double blind study is used—neither the person administering the study nor the
person participating in it knows the true nature of the study. Thus, the thoughts and emo-
tions of the experimenter and the subject are much less likely to lead to inaccurate or preju-
diced data.

The term “clinical” also involves a distinction between basic science and applied science.
Basic science involves investigations undertaken purely to gain knowledge; no immediate use
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Vicarious learning A type
of learning in which a person
can acquire information, re-
member it, and use it through
the observation of others.

Clinical study Research
method that usually combines
observation with in-depth inter-
viewing.

Naturalistic study Re-
search method in which con-
senting subjects agree to being
observed behaving in their own
settings in a comfortable, un-
selfconscious way.

Double-blind study Re-
search investigation in which
neither the researcher nor the
subject knows what treatment
(if any) is being administered to
the subject.



of the collected data is intended. In contrast, applied science is concerned with real-life hu-
man problems and their solutions. The clinical approach is one manifestation of this. In med-
icine, for example, the basic sciences include anatomy, physiology, and embryology. Infor-
mation in these areas has no immediate or direct usefulness in the treatment of illnesses.
However, when knowledge of anatomy, physiology, or embryology is used to develop a bet-
ter treatment for a disorder, then we have entered the realm of therapeutics, the applied sci-
ence of treating disease.

Cross-Cultural Perspective
In the previous chapter we introduced several disciplines that study human sexuality; one of
these is cultural anthropology. It is a rich and fascinating approach to the unique character-
istics of different cultures and environments and their distinctive customs. Words like “dif-
ferent”and “distinctive” refer to something strange, but strange in comparison with what?
The answer is simple: strange in comparison with our culture, as if ours should be the stan-
dard by which others are judged. The word ethnocentrism refers to the attitude that one’s
own group or culture is superior to others and that others can be judged in reference to one’s
own society. Ethnocentrism shows an utter lack of objectivity about cross-cultural differ-
ences, and we should always be sensitive to its biases and influences.

Many of the interpersonal and sexual customs of other cultures might seem unusual,
but they give a fascinating glimpse of the lives of people in distant and sometimes exotic
places. The same is true of some subcultures in our own society. For example, historically,
some Native American tribes believed there are three genders. In addition to male and fe-
male were diconidique or diconidiniin, thought to be remarkable types of women and men
corresponding to our contemporary designation of lesbian or gay (Day, 1995). Within the
tribe’s social structure lesbian or gay people were highly spiritual individuals who named
newborn infants, acted as tribal healers, and created art. This shows the importance of
standing outside of the traditions and standards of one’s own culture in order to understand
others.

Table 2-1 summarizes the four perspectives described above.

Brief History of Human Sexuality

It is hard to imagine experiencing the sexual norms of another era, as it is difficult to gener-
alize about changes over time in how people experience sexual feelings and express their sex-
ual tastes. Yet to gain a fuller appreciation of sexuality in the present, historical precedents
and traditions must be understood. Following is a condensed, chronological view of sexual-
ity based on historical artifacts, manuscripts, and illustrations. It is noteworthy that no mat-
ter how liberal or repressive any historical era was, sexual interest was expressed consistently
and graphically in the arts. It seems humankind has always had a sense of wonder, mystery,
curiosity, and respect for sexuality.
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TABLE 2-1

Four Theoretical Perspectives in the Study of Human Sexuality

Psychobiological Perspective Psychosocial Perspective Clinical Perspective Cross-Cultural Perspective

Mechanistic approach to
mind-body interaction

Reductionistic approach
Brain-behavior relationships

Reciprocal relationship
between human be-
havior and the social
environment

Vicarious leaning may
play an important role

Controlled observation and
in-depth interview

Naturalistic descriptions of
human behavior

Applied science orientation
to human problems and
their solutions

Description and compari-
son of different cul-
tures and their cus-
toms

Emphasis on shared hu-
man values and tradi-
tions

Anatomy The systematic
study of the structure of an or-
ganism’s body and the names
and relationships of its various
parts.

Physiology The systematic
study of the functions and in-
terrelationships of the major or-
gan systems of animals and
plants.

Embryology The scientific
study of the growth and devel-
opment of animals before birth.

Ethnocentrism The belief
that the standards, norms, and
customs of one’s own culture
are right and superior to those
of other cultures.



Early Historical Records
Before ancient Egypt recorded its technological achievements and intellectual accomplish-
ments, early European and Middle-Eastern cultures had already created artifacts revealing an
interest in sexual feelings and a sensitivity to sexual attractiveness, produced as early as 
4500 BC. Stone Age statues illustrate themes of fertility and masculine sexual potency. Female
figurines have large breasts and explicit feminine body configurations, and statues with
prominent penises seem to celebrate male sexual arousal. The people who created them may
have had a poor understanding of the cyclic nature of human fertility. Tannahill (1980) sug-
gests that as prehistoric women and men watched their livestock, they became aware that in-
tercourse leads to procreation. Anatomical exaggeration in this statuary may illustrate emo-
tionally invested human curiosity about bodies, sexual excitement, intercourse, and fertility.
Every age communicates with the symbols at its disposal. The carvings left by civilizations
more than 11,000 years ago demonstrate that preliterate bands of people wished to preserve
or celebrate some of the deepest feelings and awarenesses they had—a universal characteris-
tic of art. Figure 2-3 shows some erotic art that reveals that people in various historical peri-
ods were attuned to pleasures from stimulating the body’s most sensitive areas.

Some of the earliest signs of sexual restrictiveness emerged in Egyptian civilization. Most
notable are incest and its permissible and impermissible variations (Tannahill, 1980), al-
though these sanctions applied only to the pharaohs and their families. This custom dates
back at least to the Eighteenth Egyptian Dynasty (1570–1320 BC). This is important because,
for the first time, sexual mores were being created. Prohibitions regarding incest evolved in
the psychosocial environment, not from the existing theological climate of the day. So far, sex
was an entirely secular matter.

Ancient Hebrew Influences
Many ancient Jewish beliefs about sexuality have come through history remarkably un-
changed. These traditions originated as long ago as 3000 BC. Sexual norms and behaviors that

Chapter 2 • Historical  Perspectives and Research Methods 29

Other Countries, Cultures, and Customs
The Sambia of New Guinea

S emen conservation theory, explored later in this chapter 
in connection with Victorian sexual norms and mores,

emphasizes sexual restraint and the inappropriateness of
“wasting” semen through masturbation and too-frequent in-
tercourse. This has been an influential idea in one guise or
another in the Western world. An interesting custom in con-
trast to semen conservation theory has been called “semen
investment theory” (Money, 1992).

The anthropologist Gilbert Herdt did a field study of the
Sambia, an aboriginal tribe in eastern New Guinea. Notable
were his descriptions of customs related to the development
of masculinity and male sexual behavior during childhood
and early adulthood. The Sambia believe that semen has
powerful properties and that to embark on the path to man-
hood young boys must drink the semen of young men in
their village. These homosexual interactions are brief and do
not involve relationships of any permanence.

Sambian boys are taught the growth-promoting qualities
of semen through a ritual teaching process:

Now we teach you our customary story . . . . And soon
you must ingest semen in the culthouse. Now there are
many men here; you must sleep with them. Soon they
will return to their homes. Now they are here, and you

ought to drink their semen. In your own hamlets, there
are only a few men. When you sleep with men, you
should not be afraid of sucking their penises. You will
soon enjoy them . . . . If you try it [semen], it is just
like the milk of your mother’s breast. You can swallow
it all the time and grow quickly. If you do not start to
drink it now, you will not ingest much of it. Only oc-
casionally . . . . And later when you are grown you will
stop. If you drink a little semen now, you will not like
the penis much. So you must start now and swallow
semen. When you are bigger your own penis will be-
come bigger, and you will not want to sleep with older
men. You will then want to inseminate younger boys
yourself. So you should sleep with men now.

—Herdt, 1987, 150

Both semen conservation and semen investment theories
attribute powerful qualities to semen. This Sambian custom
is thought to be independent of heterosexual interests, which
begin in later adolescence and develop slowly and tentatively.
Indeed, young Sambian men are truly bisexual. Very rarely
do adult Sambian males adopt a homosexual orientation; the
pressures to establish and provide for a family are keenly felt
(Herdt, 1987).
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FIGURE 2-3 Throughout history, erotic
themes have been a popular artistic focus
in virtually all of the world’s cultures.

consolidated the integrity of the nuclear family were esteemed, while those detracting from
the solidarity of marriage in the community were condemned. Religiously sanctioned
monogamous marriage was the only appropriate arena for sexual intercourse. Yet, within this
private relationship, sex was considered a blessing to be enjoyed uninhibitedly as a mutually
pleasurable reflection of the all-important bond between a man and a woman, who were part
of the wider religious and civic community.

The Talmud, an ancient Jewish holy book, is a commentary of authoritative tradition, as
well as exposition and debate among great rabbis on the Old Testament. It exhorted women
and men to marry and have children and enjoy their mutual sexuality within God’s plan for
the prosperity of the Jewish people. Those who remained single or married without having
children were considered somewhat unusual, but received the community’s compassion.
Sexual intercourse was to be practiced primarily for procreation. Today’s traditions of male
dominance and sex-for-procreation originated partly in these Jewish traditions. Among the
ancient Jews, men were the undisputed masters of their homes and enjoyed the leadership
roles in the community. Moses, who lived in the thirteenth and early twelfth century BC (Fig.
2-4), is one of the well-known ancient Jews whose traditions and customs still influence our
thinking about human sexuality.

Greek and Roman Traditions
Between 500 BC and Aristotle’s time (384–322 BC), sexual attraction was an important theme
in art, philosophy, and literature. The role of sexuality in human affairs can be understood
through the early Greek distinction between eros and philia. Eros was the Greek god of erotic
love. Erotic love involved the uninhibited expression of sexual desire and full enjoyment of
passionate pleasures. Eros was not associated with a thoughtful, deliberate consideration of a



relationship. Philia, on the other hand, refers to devoted, compatible friendship. It is a less sub-
jective, but more “elevated” notion of the attachment between two people; its ascetic qualities
clearly contrast the erotic feelings. Sometimes eros and philia were two parts of the same sex-
ual relationship. Figure 2-5 reveals that the ancient Greeks were comfortable with a variety of
sexual behaviors and depicted them in their art.

Pederasty, for example, refers to the love of boys, usually involving sexual behavior, typ-
ically anal intercourse. Among the ancient Greeks, men commonly initiated a sexual rela-
tionship with adolescent boys who were their pupils. These liaisons combined eros and philia
and were considered special teacher/student attachments with physical, spiritual, and intel-
lectual aspects. Sexual exploitation of boys younger than this was forbidden. These behaviors
were not considered homosexual. The older man typically was married and had established
a large kinship group. Similarly, the young man usually went
on to heterosexual marriage and made his primary sexual af-
filiation in that relationship. Neither man’s gender role pro-
hibited this arrangement; in fact, being chosen by an impor-
tant older man enhanced the young man’s esteem and
popularity.

Homosexuality in general was an acceptable lifestyle in
ancient Greece. It carried no stigma such as sometimes oc-
curs in our own society. Same-sex unions were often
thought to involve a “purer” or “higher” form of human at-
tachment. In Same-Sex Unions in Premodern Europe, histo-
rian John Boswell reminds us that in Plato’s Symposium,
“heterosexual relationships and feelings are characterized as
‘vulgar,’ and their same-sex equivalents as ‘heavenly’”
(Boswell, 1994, p. 74). This attitude involves gender in-
equality because although male homosexual relationships
and friendship were thought to represent the highest form of
love and friendship, women were not thought to possess the
intelligence or moral integrity needed for such friendship
(Boswell, 1994).
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FIGURE 2-4 Moses (left) and
Jesus (right). Ancient Jewish
and Christian traditions have
had a powerful impact on
contemporary Western per-
spectives on human sexuality.

Pederasty Physical sexual
expression between an adult
male and male child or adoles-
cent.

FIGURE 2-5 Many Greek arti-
facts reveal frank depictions
of a wide variety of sexual be-
haviors.



Same-sex marriages in ancient Greece often involved an older male and a younger one,
similar to common age differences in marriages of men and women. These “marriages” were
not unusual. It was a hallowed tradition for Greek warriors who had fought side-by-side to
pledge their love and devotion to one another and live together for decades (Boswell, 1994).
Further, an older male Greek citizen commonly “adopted” a younger man as his “brother,”
thereby establishing a long-term same-sex union in which the adoptee inherited an enhanced
social standing, as well as joint property. These relationships were enjoyed openly. Boswell
(1994) describes elaborate wedding ceremonies in which oaths were exchanged and pledges
made.

Just as same-sex unions in Greco-Roman times might strike today’s reader as unusual,
heterosexual marriages too were not much like contemporary marriages. As noted above,
women in the ancient Mediterranean were often seen as property of their husbands; they had
virtually no sexual choices. While women and men from affluent families saw marriage as an
opportunity to consolidate land holdings and wealth, these bonds had little romantic or sex-
ual motivation. Among poorer couples, however, emotional affinity and sexual attraction had
a greater role in creating and maintaining marriages. A wealthy Greek or Roman might have
a wife to help consolidate his line of inheritance and another woman for his sexual pleasures
and companionship. “Concubines” were women kept by wealthy men for their sexual fulfill-
ment. They might be maintained in the family household or a separate dwelling. Many un-
married men had concubines too (Boswell, 1994). Yet even though relationships with
spouses and concubines were public and comfortable for all parties, extramarital sexual rela-
tions were still common. As Boswell notes, marriage in Greek society was “a union of ‘spir-
its’ or harmony of minds–but not erotic satisfaction, sexual fidelity, or romantic fulfillment”
(1994, p. 47).

As Greek power diminished in premodern Europe and Roman influence grew, sexual
norms changed little in this part of the world. Yet one important development did begin–with
far-reaching consequences. Instead of marriage being primarily for property reasons, personal
choice, affection, and attraction emerged as key factors in marriage. According to Tannahill
(1980), many of these changes did not become apparent until about 1800. Marriage became
less of an economic institution and more of a romantic partnership (Boswell, 1994). Yet this
change did not occur throughout the Roman Empire. Emperors such as Julius Caesar and
Caligula were renowned for their fluid gender preferences and uninhibited sexual orgies. Sex-
ual intercourse was not necessary in Roman conceptions of marriage, nor was marriage ex-
pected to result in children. A wedding was more of a ceremony celebrating partnership and
compatibility than sexual interest and fidelity (Boswell, 1994).

Greek and Roman writers give us insight into their beliefs about different aspects of hu-
man sexuality. The Greek physician Hippocrates (460–377 BC), perhaps the most influential
doctor of ancient times (Fig. 2-6), described his perceptions of female orgasm:

During intercourse, once a woman’s genitals are vigorously rubbed and her womb titil-
lated, a lustfulness [an itch] overwhelms her down there, and the feeling of pleasure and
warmth pools out through the rest of her body. A woman also has an ejaculation, fur-
nished by her body, occurring at the same time inside the womb, which has become wet,
as well as on the outside, because the womb is now gaping wide open.

A woman feels pleasure right from the start of intercourse, through the entire time of
it, right up until the moment when the man pulls out; if she feels an orgasm coming on,
she ejaculates with him, and then she no longer feels pleasure. But if she feels no oncom-
ing orgasm, her pleasure stops when his does. It’s like when one throws cold water onto
boiling water, the boiling ceases immediately. The same with the man’s sperm falling into
the womb, it extinguishes the warmth and pleasure of the woman.

Her pleasure and warmth, though, surge the moment the sperm descends in the womb,
then it fades. Just as when wine is poured on a flame, it gives a spurt before it goes out
for good.

—Zacks, 1994, 9–10

While Hippocrates is not physiologically accurate by contemporary standards, his re-
marks communicate his insights into a shared sexual experience.
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FIGURE 2-6 The famous
Greek physician Hippocrates
left us an interesting descrip-
tion of female orgasm.



Long after Hippocrates, the Roman philosopher Lucretius (c. 96–55 BC) had some inter-
esting and clear ideas about the appropriate positions for women to assume during inter-
course:

The sexual position is also important. For wives who imitate the manner of wild beasts
and quadrupeds—that is, breast down, haunches up—are generally thought to conceive
better, since the semen can more easily reach the proper place. . .

For a woman prevents and battles pregnancy if in her joy, she answers the man’s love-
making with her buttocks, and her soft breasts billow forward and back; for she diverts
the ploughshare out of the furrow and makes the seed miss its mark. Whores practice such
movements for their own reasons, to avoid conception and pregnancy, and also to make
the lovemaking more enjoyable for men, which obviously isn’t necessary for our wives.

—Zacks, 1994, 17–18

The Roman Stoic philosopher and statesman, Seneca (4 BC–65 AD), was a keen observer
of human nature and society. His comments on the clothing of some women are similar to
the thoughts of some in our own society:

I see silk clothes, if these qualify as ‘clothes,’ which do nothing to hide the body, not even
the genitals . . . These clothes are imported from far-off countries and cost a fortune, and
the end result? Our women have nothing left to show their lovers in the bedroom that they
haven’t already revealed on the street.

—Zacks, 1994, 16

Finally, Zacks (1994) relates an early tale of highly creative advertising: “A pair of sandals
owned by a Greek prostitute have survived, and embossed on the soles in raised letters,
which would leave an impression wherever she walked, were two words: ‘Follow me!’” It’s
hard to imagine more frank sexual advertising (Fig. 2-7).

Early Christian Teachings
Just as the ancient Hebrews encouraged conformity with a religiously based code of sexual
conduct, the early Christian thinkers and theologians did the same. While the Jews seemed
more accepting and comfortable with sexuality in life generally and marriage specifically,
early Christians created more negative injunctions for human sexuality. The reasons for this
are not hard to understand. In the first century AD, Christian thinking concerning sexuality
was based on the teaching of St. Paul. At this time, the sexual excesses of the Roman Empire
were everywhere and obvious, and adultery and orgies were often carried out in public. These
excesses had a profound effect on early church doctrines.

Jesus of Nazareth, who was celibate throughout his life, saw marriage as the only appro-
priate arena for sexual expression. Christ said virtually noth-
ing about homosexuality and taught tolerance for sexual in-
discretions, seen in the biblical description of his encounter
with a woman accused of adultery. Still, Paul believed that
the highest spiritual state derived from a celibate lifestyle. He
felt the most profound inner tranquility could only be found
apart from the excesses of the flesh. To remain without sin,
however, it was preferable to marry than to go to hell. Paul
apparently considered celibacy a personal victory over
worldly temptations. Indeed, many early Christian writings
painted a lucid picture of conflicts between desires and reli-
gious beliefs—conflicts that are still a part of the human con-
dition.

Many of Paul’s beliefs were elaborated and revised by St.
Augustine (354–430 AD). Augustine’s teachings were as strict
as Paul’s, and he passionately sought to eradicate sexual ex-
cess from the human psyche. (Augustine, it is interesting to
note, abandoned his mistress and their son after having a vi-
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FIGURE 2-7 Roman prosti-
tutes were very innovative in
finding ways to advertise their
services.



sion of God.) Because of Augustine’s writings, the Church took a firm po-
sition against sexual intercourse outside marriage. Further, the Church de-
nounced sexual intercourse unless procreation was intended, and any sex-
ual behavior in which procreation would not or could not result became
sinful. This included homosexual behavior, masturbation, and oral-genital
stimulation.

The Church’s positions on sexual concerns gained clearer focus in the
writing of St. Thomas Aquinas (1225–1274 AD), who reinforced the no-
tion that sexual behaviors, especially those not resulting in procreation,
were inherently sinful. For example, Aquinas believed that masturbation
was worse than rape because it could not result in conception, the fun-
damental objective of sexual activity. In his book, Summa Theologica,
Aquinas wrote about virtually every aspect of human sexuality, including
the nature and content of sexual fantasies, the “aberrant” nature of ho-
mosexual behaviors, and the vice of fornication. While little he wrote was
new, his work was a lucid, organized, comprehensive commentary on a
wide diversity of sexual inclinations and behaviors. Perhaps more than
anyone else, St. Paul, St. Augustine, and St. Thomas Aquinas (Fig. 2-8)
were responsible for a church philosophy that has lasted well over 1000
years.

Despite the highly negative injunctions of the church against homo-
sexuality, same-sex unions have been widely documented in Europe dur-
ing the Middle Ages, as they were in Greco-Roman times. Indeed, some
of these homosexual marriages took place within the church itself and
involved its senior functionaries. For example, the older Roman tradi-

tion of forming a same-sex bond by proclaiming him a “brother” continued well into the
Middle Ages. Boswell (1994) notes that “Basil I (867–886), the founder of the Macedonian
dynasty that ruled the Byzantine Empire from 867 to 1156, was reported to have been twice
involved in ceremonial unions with other men” (p. 231). Indeed, in one of these relation-
ships Basil was named “companion of the bedchamber” to the Emperor Michael III (Boswell,
1994, p. 237).

European Developments in the 16th, 17th, and 18th Centuries
The Protestant Reformation was a widespread, passionate challenge to the irrefutable au-
thority of the Roman Catholic Church. It was led by Martin Luther (1483–1546). Luther was
an angry, rebellious young man who struggled with his own sexuality and its involuntary,
guilt-provoking attributes (erection, nocturnal emission). He was certain that celibacy was
unnatural and that the Roman Catholic Church was wrong about it. He concluded that sex-
ual desire is a natural aspect of being human and is not sinful, though its only appropriate
arena is marriage. Luther was acutely aware that sexual motivations, once aroused, can be
quite distracting (Erikson, 1962). He left the priesthood, married a nun, and had 6 children
with her. Luther did not believe priests should not marry or have children. Perhaps most re-
markably, Luther did not believe that the only rationale for sexual intercourse was to con-
ceive. Much of the force of Luther’s thinking was based on his charismatic, powerful style of
preaching (Fig. 2-9).

Following is a passage Luther wrote in 1531; it summarizes his thoughts on marriage and
sexuality:

I find there’s nothing but godliness in marriage. To be sure, when I consider marriage,
only the flesh seems to be there. Yet my father must have slept with my mother and made
love to her and they were nevertheless godly people. All the patriarchs and prophets did
likewise. The longing of a man for a woman is God’s creation—that is to say when na-
ture’s sound, not when it is corrupted as it is among the Italians and Turks. [Luther is here
referring to the practice of homosexuality among these peoples.]

—Zacks, 1994, 148

Within this emerging tradition of self-awareness and defiance, Protestant sects began 
to emerge as alternatives to Catholicism. Similar ideologies emerged in the thinking of an-
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FIGURE 2-8 Saint Augustine
(left, dictating) and Saint
Thomas Aquinas (in black)
were among the most influen-
tial early churchmen to ad-
dress the role of sexuality in
Christian life.
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first to reject Roman 

Catholic teachings about
sexuality. Can you think of

any other notable figures who
have done so as well?
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other important 16th-century theologian, John Calvin
(1509–1564), who believed in the powerful benefits of sex-
ual expression for diminishing daily pressures. Indeed,
Calvin felt that the marital bond could only be enhanced
through the renewing intimacy of sexual intercourse. Still,
premarital and extramarital sexual expression threatened the
integrity of the family and were viewed harshly by Protestant
churches, as we will see shortly with the Puritans. Calvin
(Fig. 2-10) was a connection between the spirit of the refor-
mation in Europe and the emergence of Puritan traditions in
North America.

In France in the 18th Century, there was a significant,
abrupt drop in the birth rate in women over the age of 20.
The rural birthrate declined from 7.2 children in 1760–1769
to 6.4 children in 1780–1789 (Van De Walle & Muhsam,
1995). Limiting family size became a popular idea. The sta-
tistics did not vary much across the social classes. In a country where procreation and large
families (and church communities) were so esteemed, what led to this sudden decline? Al-
though infant mortality declined during this era, contraception was also becoming more pop-
ular in France. 

Any contraceptive measure at the time was thought to involve “homicide,” and contra-
ceptive information was often referred to as “fatal secrets”—secrets because such information
was not considered appropriate for people of nobility and good taste (although many were its
most avid practitioners!). Anything that might lower the birthrate was seen as a threat to the
integrity and growth of the French nation. Yet whatever the French were doing, it was work-
ing! What is important here is that public discourse on contraceptive techniques was entirely
new in that society, as well as in most of Europe, and discussed for the first time with an in-
tention to change behavior and offer reproductive choices where few had existed before.
These contraceptives included early versions of the condom, inserting small pieces of sponge
into the vagina (sometimes first dipped in brandy), and other agents introduced into the
vagina in suppositories, douches, and pessaries. Withdrawal became more common, along
with other nonintercourse avenues of physical intimacy such as oral and anal intercourse,
mutual masturbation, and fondling to orgasm. The falling birthrate could also partly be at-
tributed to the growing popularity of abortion, which then was not commonly performed by
physicians. A number of popular pamphlets were available that disseminated contraceptive
information. Further, condoms became known also for preventing the transmission of sexu-
ally transmitted diseases and had become more popular.

Of the contraceptive tactics then available, the one that was most obviously seen as
“cheating nature” of its procreative imperative was coitus interruptus, or withdrawal before
ejaculation. Pornographic literature of the late 1600s offered explicit descriptions:

[T]o put inside and take their fun to their heart’s content, as long as [the women] do not
receive any of their seed . . . ‘Move around as much as you want . . . but on your life, have
care not to spill anything in there . . .’ So that the other had to be careful and to watch
for the time of the tidal wave when it was coming . . .

—Brantome, 1666, as cited in Van De Walle & Muhsam, 1995

Puritan Tradition in North America
The sexual ideology of Luther and Calvin was the legacy upon which the Puritans created their
notions of sexual morality in North America. The creation and maintenance of the nuclear
family within the church-affiliated community was of central importance for this early Protes-
tant sect. Their general view of human nature was pessimistic. People were thought to have
inherited sin from the Fall. The Reverend Thomas Shepard preached that the human heart:

. . . is a foul sink of all atheism, sodomy, blasphemy, murder, whoredom, adultery, witch-
craft, buggery; so that if thou hast any good think in thee it is but a drop of rose water in
a bowl of poison.

—Tannahill, 1980
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FIGURE 2-9 Martin Luther, a
powerful, charismatic
preacher, held a more permis-
sive, practical perspective on
sexual expression than did his
Roman Catholic contempo-
raries.

FIGURE 2-10 John Calvin be-
lieved in the importance of
sexual expression in marriage
as a vehicle of intimate bond-
ing and relief from the pres-
sures of daily life.

Coitus interruptus A
highly ineffective attempt at
avoiding conception, also
called “withdrawal.” A man at-
tempts to withdraw his uncov-
ered penis from his partner be-
fore he ejaculates but usually
still leaves significant numbers
of sperm in the vagina.



Tannahill (1980, p. 329) reminds us that “13 of the 18
wives [on the Mayflower] died during the first winter,” and
that the shortage of women created a setting for the displaced
expression of sexual expression. Fornication and adultery
were punished harshly and publicly with floggings and the
stocks. Bestiality was punished by execution, as in the case of
Thomas Granger who had “. . . carnally abused a mare, a cow,
two goats, five sheep, two calves, and a turkey” (Tannahill,
1980, p. 329). Interestingly, Puritan society was apparently
somewhat open minded, if not entirely silent, about homo-
sexuality—perhaps not unusual in a culture with such
clearly defined roles of masculine dominance. Because many
immigrants to America in the 1700s were also members of
Protestant sects, Puritan perspectives on sexuality and the
nuclear family would become an important feature of the
emerging codes of sexuality in the New World. The social co-
hesiveness of the family and village were extraordinarily im-
portant to the Puritans (Fig. 2-11). In fact, attitudes regard-

ing premarital intercourse became more relaxed because a higher birth rate meant more farm
workers were available. The Puritans had an interesting custom called bundling, in which a
potential suitor from a distant village would stay the night at the home of a young lady in
whom he was interested. The two often shared a bed, although the woman would be enclosed
in a large sack closed at the neck or a wooden divider separated the couple in bed. This was
not what we now call a “barrier method” of contraception, of course, and these measures were
rarely effective in preventing intercourse before marriage. But once a conception took place,
the marriage was inevitable and the growth of the community aided.

Early Medical and Pseudoscientific Disciplines
The development and dissemination of sexual knowledge in Britain and Europe were strongly
influenced by medical practitioners. A history of this trend by Porter & Hall (1995) reveals
an interesting intertwining of medical, ancient philosophical, and moralistic influences in
popular literature beginning in the mid-1600s. Although these publications often had little
accuracy and legitimacy, anyone who could read seemed to be reading them.

An early tract titled Aristotle’s Master-Piece was one of the best-known volumes about sex
and procreation before the Victorian era. It first appeared in English in 1684. It was written
not by Aristotle but by compilers and medical popularizers of the day. Several different ver-
sions enjoyed long publication lives concurrently, and in one form or another it stayed in
print for over 200 years. An interesting aspect is that this book divorces sexuality from its
psychological and emotional aspects; it takes a clinical, objective approach to its subject. This
book (Fig. 2-12) contributed significantly to the gradual loss of the church’s authority over
sexual information and is an early example of how, to many, scientific information (even
when inaccurate) seemed more believable than church teachings. Aristotle’s Master-Piece con-
tained folk wisdom about intercourse during menstruation, a practice which had been
thought to contribute to the birth of defective, malformed children. Early urine pregnancy
tests were described, and there was commentary about some emotional aspects of infertility.
This colorful book combined inaccurate drawings and misinformation with support of prona-
talism in marriage. It was aimed at simple people with little education but a sincere curiosity
about reproduction. Another well-known sex manual of this day, called Tableau de l’amour
conjugal, was written by Nicolas Venette, a physician of some repute. Like Aristotle’s Master-
Piece, this book was reworked and revised by countless anonymous contributors. It contained
more than 400 pages and appealed to a more erudite audience; it had been translated into
Dutch in 1687, German in 1698, and English by 1703. This was an anatomy and physiology
book with an important twist. The psychological and physiological aspects of sexual inter-
course were seen as equal, complementary elements of one experience.

Venette believed that one’s sex drive was an overall indicator of that person’s general phys-
ical and psychological health. Still, he cautioned the reader to avoid excessive indulgence,
noting, like Aristotle (the real one), that moderation in eroticism is the ideal (Porter & Hall,
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FIGURE 2-11 The novel The
Scarlet Letter described the
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tion of adultery. At the same
time, the Puritans were sur-
prisingly permissive about
other forms of sexual expres-
sion, such as premarital inter-
course.
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1995). Impotence and fertility received much attention, as
did aphrodisiacs, and he wondered aloud about exactly
where conception occurred. He also proclaimed that a preg-
nant woman’s thoughts cannot affect her fetus in any obvious
way; this was (and even today remains) one of the more in-
teresting superstitions about pregnancy. 

After 1660 there was a notable increase in sexual tracts
intended for a popular readership. The two recurrent themes
in the bulk of this folk literature were the horrible conse-
quences of sexually transmitted diseases and the sins of “ex-
cessive” masturbation. One author, John Martin, believed
that it was his duty to provide information to increase the
quality and length of life by informing readers of the “facts”
about “diseases venereal” so that they could take foresightful
measures to avoid them. In his book, Treatise of All the Symp-
toms of the Venereal Diseases in Both Sexes (1708), he notes
“that no Persons therefore for the future may be drove to the
Necessity of Ship-wrecking their Bodies, Purses, and Reputa-
tions upon those Rocks of Destruction, (I mean those
wretched Ignoramus’s QUACKS, MOUNTEBANKS, and AS-
TROLOGERS that swarm in every Corner, imposing on the
too credulous World their peddling insignificant Remedies)”
(Marten, 1708, cited in Porter & Hall, 1995, p. 93).

Yet the anxiety surrounding masturbation garnered more
of the reader’s attention. By the time Tissot published
Onanism in 1760, there was practically an epidemic of ap-
prehension about “self-abuse.” Onania, published anony-
mously in 1710, was a precursor of things to come in the al-
most explosive growth of this literature. Current opinion
taught that masturbation led to the loss of rationality, inno-
cence, and the wastage of valuable human seed. Guilt sur-
rounded both purposeful self-stimulation and nocturnal
emissions.

Much quackery was involved in this publicity movement. Georgian society in England
had come to associate sexual expression with “health, happiness, beauty and fertility” (Porter
& Hall, 1995, p. 107), and medical quackery made every effort to elevate these objectives. A
conspicuous public posting advertised “An Herculean Antidote Against the POX,” while an-
other promised “A Most Infallible, and Sure Cheap Secret Safe and Speedy Cure for a Clap”
(Porter & Hall, 1995, p. 107). The best known of these colorful figures selling sex advice and
remedies was James Graham, who advertised his “Celestial Bed,” a 9 � 12 foot creation of
glass, magnets, and elegant carved figurines of cupid and psyche. Its down was packed with
spices, and a music box created orchestral sounds while messages painted in ornate calli-
graphic style exhorted to “be fruitful, multiply, and replenish the earth” (Porter & Hall, 1995,
p. 109). Yet behind such pseudoscientific ventures, the repressive spirit against masturbation
and too frequent intercourse was to remain for at least another 150 years.

Victorian Era
From our contemporary vantage point, if ever there was a time when a population was
known for its sexual phobias and straight-laced attitudes toward sexuality, the reign of Queen
Victoria was most certainly that time. Queen Victoria was crowned in 1837, and the sexual
climate of the remainder of the 19th century was profoundly influenced by the customs she
condoned. The Victorian Era intervened between the outlandish characters described above
and the twentieth century’s serious and intellectual approach to human sexuality. The influ-
ence of Queen Victoria (Fig. 2-13) was in large measure due to her extremely long reign
(1837–1901).

The impact of this era on sexual connotations in common language was enormous. Pi-
anos didn’t have “legs,” they had “limbs,” and these were discretely hidden in cloth adorn-
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FIGURE 2-12 Aristotle’s
Master-Piece (actually writ-
ten by numerous anonymous
popularizers of medical fact
and myth) was among the
first books to examine sexual
expression from an objective,
non-religious perspective.



ments (Mason, 1995) in case the symbolism became overwhelm-
ing. At the traditional Sunday dinner one didn’t ask for the “breast”
of roast chicken but rather the “white meat.” Women weren’t “se-
duced” but “betrayed.” These were not playful manipulations of
words; rather they reveal how language was a vehicle for an en-
tirely different way of thinking about the physical aspects of sex.

This spirit of sexual repression made its way to North America,
where a clergyman in New York City preached enthusiastically
against the dangerous effects of “excessive” sexual activity.
Sylvester Graham believed that men younger than 30 were not fit
enough to have sexual intercourse without exhausting physical
consequences and that married couples should avoid having sex
more than once every 3 years (Francoeur, 1991). Graham believed
that certain foods unduly stimulated the digestive tract and led to
sexual arousal. If cheeses, milk, and eggs were eliminated, along
with meats and spicy foods, and replaced with bland grain crack-
ers (which incidentally became known as “Graham crackers”),
then women and men would regain control over their sexual urges.
Interestingly, Dr. John Kellogg (founder of Kellogg’s cereals) devel-
oped corn flakes as an alternative to Graham crackers. 

Not all English social classes felt the repressive Victorian spirit
equally; in fact, the British aristocracy of the day was somewhat per-

missive of adultery, although this was not the case among rural landowners. In many instances
servants and maids upheld a more stringent moral code than the lords and ladies they worked
for. Young girls in wealthy homes often enjoyed a lack of supervision as they courted young
men and were comfortably uninhibited in their references to sexuality (Mason, 1995). Despite
the tone of sexual restraint prevalent in the culture, there was little hesitation to use, and talk
about using, contraception. Coitus interruptus was common, and in the second half of the 19th
century a condom cost only a halfpenny (Annan, 1995). Mason (1995) notes that abstinence
was plainly unpopular with British wives. Victorian society involved interesting and enigmatic
paradoxes: sexual restraint versus sexual liberality, open sensuality versus a repressive social en-
vironment, and anxiety about too frequent intercourse versus the availability of inexpensive
condoms. Perhaps most interesting of all, an enormous number of prostitutes were engaging in
a thriving trade in England’s large cities. Mason (1995) notes that citizens of London, who were
asked to estimate the number of prostitutes working in London, reported half a million! This
was in contrast to the more conservative police estimate of “only” 30,000. In public, the Victo-
rians were very concerned with formal appearances and proper behavior (Fig. 2-14).

As every period in history has sexual excesses, as well as some conservatism, the same is
true of Victorian England. A notable example of Victorian excess is found in the diary of
“Walter,” who described explicitly his sexual adventures beginning in the 1830s and span-
ning a period of 50 years. He described sexual encounters with over 1500 women. Walter was
an affluent Englishman with a penchant for lower-class women; many were prostitutes. He
believed that any woman beneath his social station had no right to decline his advances.
When the book was first published in 1869, its publisher was sentenced to 2 years in jail and
fined 20,000 pounds for obscenity (Koenig, 1995). This aggressive and exploitative memoir
is a telling supplement to the “marriage manuals” of Victorian times, described below. 

As noted above, scientific standards of inquiry began to replace sacred standards of faith
in Victorian England. An interesting manifestation of this trend is the appearance of a large
number of “marriage manuals” that appeared in shops everywhere in cities in the United
Kingdom. Most were a collection of simple biology, elementary sketches and drawings, spec-
ulation regarding conception, and advice about intercourse, sexually transmitted diseases,
and the sins of “excessive” masturbation. These books themselves are not as noteworthy as
the fact that most everyone was reading them. There was an enormous private curiosity about
virtually all aspects of human sexuality, and the new legitimacy of objective science gave fur-
ther impetus to this interest.

One of the better-selling marriage manuals is titled Elements of Social Science or Physical,
Sexual and Natural Religion, 100,000 copies of which had been purchased by 1900. It was
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FIGURE 2-13 Queen Victoria
and Prince Albert, her hus-
band. Victoria’s reign saw an
interesting conflict between
the public’s keen interest in
sexual matters and a more
aloof, proper public perspec-
tive.



written by George Drysdale (Korn, 1995), although the au-
thorship was anonymous for 50 years. This long book (more
than 600 pages) discussed the importance of regular sexual
activity for maintaining good mental health, the normality of
happiness, and the significance of coming to terms with one’s
sexual inclinations. The author disapproved of condoms
(“dulls the enjoyment and frequently produces impotence in
the man and disgust in both parties” [Korn, 1995]). He fa-
vored the sponge, primarily because he felt that contracep-
tion was fundamentally a woman’s job: “Any preventive
means, to be satisfactory, must be used by the woman, as it
spoils the passion and impulsiveness of the venereal act if the
men have to think of them” (Korn, 1995). Like others of his
time, Drysdale believed that masturbation was a misdirected
erotic desire.

Semen conservation theory, mentioned earlier, was an im-
portant folk belief that influenced Victorian thinking about
masturbation, homosexuality, and frequent intercourse. Se-
men has an almost legendary meaning in history, going back
to China and India more than 2500 years ago (Money, 1991).
It was seen as the most visible symbol of procreative poten-
tial, and semen conservation theory suggested not only that
it must never be wasted, but also that a man’s character
would be enhanced through his cautious dispensing of it.
Any waste was a sin, and horrible consequences were prom-
ised those who indulged in its nonprocreative dissipation.
Physical and mental infirmity were the consequences of mas-
turbation, according to Ellen White, the founder of the Seventh Day Adventists during the
mid-1840s (Tannahill, 1980).

A sexual relationship between a gentleman and a lady provided her with his “lifelong in-
terest and protection” even if they did not marry (McLoughlin, 1994, p. 271). A dwelling was
provided for her and any children, and she held some rights of inheritance. Such relation-
ships might be brief or last many years. “Overall there was a kind of grudging admiration of
this woman’s economic astuteness, and her ability to take care of herself and her own inter-
ests” (p. 272). Again, regardless of prudish Victorian traditions, “alternative” sexual lifestyles
often had a pragmatic quality. A different fate awaited poor women who had a child (or chil-
dren) without benefit of marriage, however. These women were openly scorned, especially in
cities where their circumstances were more apparent. If an unmarried young woman became
pregnant and the man responsible refused marriage, she had only one opportunity to avoid
public censure: an enormous dowry offered by her father to lessen her shame and help re-
build her standing in the community. By 1880, this option was seen as far less desirable than
remaining virginal.

One final aspect of Victorian sexual traditions deserves discussion: the impact of these
conventions on the gender roles of women and men. The inequalities we have discussed grew
from very different expectations of behavior for the sexes, which affected gender roles in
North America well into the 20th century. Victorian women were expected to be passive,
chaste, and focused on their children and husbands. “Independent woman” was a contradic-
tion in terms. In contrast, men were to show emotional restraint and a cold, objective ra-
tionality in their work and marriage. They were to be in control without looking like they
were trying very hard. Emotional spontaneity was unusual among both women and men.
Note, however, that this century ended on a very different note with the writings and slowly
growing popularity of Havelock Ellis and Sigmund Freud (Annan, 1995), who introduced a
decidedly more liberal intellectual climate with respect to sexual matters.

Late 19th and Early 20th Century
The following sections review the contributions of several pioneers of the objective, applied
study of human sexuality. Here we find a big change from the Victorian era. The study of sex-
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uality became respected, if not entirely acceptable. No longer was there a focus on the “dark
power” of sexuality and its titillating or bizarre aspects. The approach became systematic and
quantitative. In the infancy of any science, investigators must first determine what phenom-
ena fall into the new discipline, and then classify them according to various criteria, and 
that is what these early thinkers did. Richard Krafft-Ebing, Havlock Ellis, Sigmund Freud,
Magnus Hirschfeld, Alfred Kinsey, and William Masters and Virginia Johnson all had certain
personality attributes in common: courage, competence, curiosity, thoroughness, and keen
social insight. They were interested in not only the diverse and fascinating manifestations of
human sexual motivation, but also, more basically, the place of sex in a person’s life and its
impact on the quality of life.

Richard Krafft-Ebing and Havelock Ellis Richard von Krafft-Ebing’s (1840–1902)
Psychopathia Sexualis (1886) and Havelock Ellis’s (1859–1939) Studies in the Psychology of
Sex (1900) are milestones in the scientific study of human sexuality. Krafft-Ebing denounced
masturbation for its potentially harmful psychological effects. He believed that masturbation
blocked the development of normal erotic inclinations and made a young man impotent in
early heterosexual relations; this, in turn, would lead to homosexuality in adulthood. In con-
trast, Ellis found no harm in masturbation, but believed its capacity to reduce tension had a
beneficial effect. Both writers believed that homosexuality was a psychopathology, although
Ellis believed that a person was born homosexual and did not become that way. His perspec-
tive on the origin of homosexuality is similar to some contemporary views, as we will see in
Chapter 9. Although mental health professionals no longer believe that homosexuality is a
psychological disorder, that notion affected thinking and writing about homosexuality until
the early 1970s. Nonetheless, Krafft-Ebing and Ellis (Fig. 2-15), both trained as medical doc-
tors, were pioneers in the scientific study of human sexuality.

One of Krafft-Ebing’s contributions is the first clinical description of masochism, which
refers to erotic pleasures from being physically hurt in certain controlled circumstances. (The
counterpart concept is called sadism, which involves sexual arousal from inflicting such
pain.) Additionally, he described a number of fetishes, which involve inanimate objects used
in masturbatory rituals or intercourse itself. Krafft-Ebing’s approach to sexual variations and
deviations was systematic; he was a physician who worked for the police in Austria. Eventu-
ally, the works of both Krafft-Ebing and Ellis were banned, despite their serious psychologi-
cal intent and scholarly quality. While these two authors were writing, Sigmund Freud had
not yet undertaken his explorations regarding the nature of sexual motives.

Sigmund Freud No figure in the history of sexuality in the late 19th and early 20th cen-
turies was more productive and controversial than Freud (1856–1939). Freud’s theories are
often criticized because of the emphasis on sex. Yet one seldom hears this criticism from any-
one who has read Freud’s works in his own words. Common views of the term “sexuality”
often focus on the genitals and the feelings we have when they are stimulated erotically; how-
ever, Freud did not hold such a narrow definition. He believed that sexuality was less con-
cerned with “genitality” than with sensuality generally. According to Freud, sexual feelings
could come from stimulation of many parts of the body, not just the genitals. He called these
erogenous zones, which include the mouth and anus, as well as the genitals. These Freud
called the primary erogenous zones. (Chapter 12 explores in greater depth Freud’s psycho-
sexual theory of development.) Freud also assumed the existence of secondary erogenous
zones, which, through our personal experiences, come to be associated with sensual pleasure
when they are stimulated. Many people find a massage sexually stimulating because many
secondary erogenous zones are being touched and rubbed, such as the buttocks, back, thighs,
breasts, or chest.

Freud pioneered the study of how infantile and childhood indulgences and frustrations
are incorporated into our personalities. His controversial theories are based on his clinical
practice, and disagreements and alternative explanations have certainly emerged. At the heart
of Freudian theory is the concept of determinism. This implies that virtually all adult
thoughts, feelings, and behaviors have been determined in the personality by about age 6 and
that after that time our personalities are formed and cannot be changed. There is little con-
temporary support for this idea, although it has historical significance. In his theory, adult
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FIGURE 2-15 A. Richard
Krafft-Ebing, 19th century
writer who explored the rela-
tionship between sexual ex-
pression and psychological
disorders. B. Havelock Ellis,
author of Studies in the Psy-
chology of Sex. 
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sexuality has its roots in childhood experiences of pain, pleasure, and interpersonal control.
Freud’s beliefs were so unusual that he was often harshly criticized. During the Hamburg Psy-
chiatric Congress in 1910, someone in the audience stood up and mentioned Freud’s theo-
ries, and the chairman of the session, William Weygandt, “. . .  stopped him, saying: ‘That is
no subject for a scientific congress; it is a matter for the police’” (cited in Lewinsohn, 1958,
p. 365). Throughout most of his professional life, Freud (Fig. 2-16) was criticized for his
work on the development and manifestations of erotic motives and behaviors.

Earlier we introduced you to Freud’s term libido, which refers to a primitive motivational
force in the personality that expresses itself sexually and aggressively. Freud believed that the
libido operated on the basis of the pleasure principle, the desire to seek pleasures (mostly
physical pleasures) and to avoid pain. Further, the pleasure principle cannot accept delayed
gratification; if it could speak, it would say, “I want what I want when I want it!” The pleas-
ure principle has neither patience nor foresight. There is a characteristic of the more “ma-
ture” personality called the reality principle. The reality principle “negotiates” human mo-
tives for pleasure to act within the laws, morals, and norms of the society at large. Basic to
Freud’s approach to sexuality is the ever-present conflict between these two internal “voices.”

Freud’s theoretical system, called psychoanalysis, involves a theory of personality, a the-
ory of human growth and development, and a method of psychotherapy. The psychoanalytic
approach studies the development of emotional states and their impact on adult feeling and
behaving. Freud believed that virtually all aspects of adult sexuality are rooted in a person’s
infancy and childhood. Therefore, to understand sexual difficulties of an adult, it is necessary
to go through therapy to discover what historical events might have led to the problem. In
Freud’s view, the problem cannot be helped until its antecedents in the person’s past are un-
derstood. Although this was once a popular view, many sex researchers and therapists today
no longer accept this rigid deterministic perspective. 

In Freud’s long career (he lived from 1856 to 1939), he worked intensively with only
about 130 patients, and despite his theories about child development, he never psychoana-
lyzed a child. Yet he pioneered the early attempts to understand the power of the unconscious
mind on adult emotional and behavioral states virtually by himself. He did not perform con-
trolled experiments, but that was never his intention as a practicing psychiatrist. Further, he
was not willing to accept the normality of female sexual feelings or homosexuality. Despite
these outdated perspectives, his writings continue to have a powerful effect on our concep-
tions of human eroticism and sexual motivations. 

Magnus Hirschfeld Another noteworthy figure was Magnus Hirschfeld (1868–1935), a
Berlin physician who founded the Institute for Sex Research. Hirschfeld was a homosexual
whose professional productivity was remarkable; he became one of the best known figures in
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Germany. He organized psychological and medical associations, arranged international meet-
ings on a variety of sexual topics, and generally promoted the scholarly examination of hu-
man sexual concerns. He fought to gain acceptance of homosexuality in the wider society.
One of his most important contributions was the enormous (over 1000 pages) Homosexual-
ity in Men and Women (1918–1920). Here, Hirschfeld suggested that over 90% of the German
people would vote to repeal laws punishing homosexuality if they only knew the medical and
psychological truth about it (Plant, 1986). His confidence had little foundation in reality,
however, given the emerging Nazi regime. Like other pioneers in the study of sexuality,
Magnus Hirschfeld (Fig. 2-17) was harshly criticized for his scientific findings and beliefs, es-
pecially his assertion that homosexuals should not be persecuted.

Hirschfeld’s scholarly writings were encyclopedic. His books, pamphlets, and arguments
amounted to over 200 publications. In addition to his famous book on homosexuality, he also
wrote Natural Laws of Love (1912), Sexual Pathology in three volumes (1920), The Science of
Sexology (1920), and Sexual Knowledge in five volumes (1926–1930). He founded the Year-
book for Intersexual Variants, serving as editor until 1923 (Plant, 1986). Until 1910,
Hirschfeld believed that homosexuals comprised a third sex, a biologically separate gender.
In 1898 he published What People Should Know About the Third Sex, but there was little sup-
port for his theory. The ultimate scientific and political lot of Hirschfeld’s life’s work is de-
scribed in Richard Plant’s The Pink Triangle (1986):

On May 6, 1933, a gang of “outraged students” stormed the famous Institute for Sex Re-
search, directed by Magnus Hirschfeld, the father of the new science of sexology. For three
decades Hirschfeld and his team of legal and medical associates had assembled an in-
valuable collection of documents, photographs, treatises, and statistics about sex. For the
Nazis, Hirschfeld—a Jewish physician, a homosexual, and a liberal propagandist—was
an ideal target. The fascist press had denounced him with lavish insults for many years.
The eager fascist students rummaged through the building, throwing books, photos,
paintings, and files into the yard; around the growing fire they sang patriotic songs about
Germany’s awakening. Four days later they returned and put the ransacked building to
the flame, and with it the bust of their patron-Satan, Dr. Hirschfeld. Out of the country
on a lecture tour, Hirschfeld never returned to Germany.

—Plant, 1986, 16–17

While Magnus Hirschfeld is not often considered a major figure in histories of human
sexuality, his professional output, his involvement in the professional societies of his day, his
courageous claim that homosexuality is not a psychological disorder, and his courage in a
brutally repressive fascist political climate all reveal a personality who pioneered an unpop-
ular aspect of sexual expression with professional integrity.

Alfred Kinsey Alfred Kinsey (1894–1956) became a professor of zoology at Indiana Uni-
versity in 1929 after earning his doctorate at Harvard. He spent the early part of his career in
entomology, until an interesting thing happened to him in 1938. Because he was such a con-
genial teacher, several of his students approached him with questions about marriage and the
place of sex in marriage. He was impressed by their naiveté and at first said nothing because
he felt that he was not enough of an authority on these topics. He resolved to try to find an-
swers for them and carefully read through the existing literature on the subject. He was sur-
prised and disappointed at the poor quality of existing research and its lack of depth and
quantity. Several of his students then appealed to the university to offer a course on sexual-
ity and marriage.

What began as a matter of intellectual curiosity became Kinsey’s preoccupation for the rest
of his life. With seven other instructors, he coordinated a scholarly course on a topic not pre-
viously considered a legitimate academic interest in the United States. His wife told her
friends, “I hardly see him at night any more since he took up sex” (Halberstam, 1993). Kinsey
began by interviewing his students about their sexual experiences; these interviews were con-
fidential and their substance not associated with the students’ names. His course became more
popular; eventually 400 students took it each time (Halberstam, 1993). Soon he was traveling
on weekends to find more people to interview. He was preoccupied with categorizing and an-
alyzing data. In 1940, the president of Indiana University, Herman Wells, asked Kinsey to his
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office for a chat. Local ministers had complained about Kinsey’s marriage
and sexuality course, and the University was feeling the heat of the com-
munity’s opinion about the inappropriateness of this subject. Wells gave
Kinsey a choice: he could surrender the course or give up his research,
but he could not continue to do both. Kinsey gave up the course and de-
voted his time to research on human sexuality (Halberstam, 1993). Be-
ginning that year, he received financial support from the National Re-
search Council, the Rockefeller Foundation, and the University. In a
country still affected by Puritan traditions, Alfred Kinsey (Fig. 2-18) suc-
ceeded in helping to make the study of sex legitimate and respected.

From the beginning, Kinsey was struck by the enormous gap between
public morality and private behaviors. This insight was tantalizing. His
first book, Sexual Behavior in the Human Male, was published in 1948. It
was based on 5300 case histories collected by Kinsey and his collabora-
tors, the psychologist Wardell Pomeroy and statistician C. E. Martin. The
text was over 800 pages in length and written for a scientific audience.
Some of the findings presented in the book were surprising even to in-
formed readers. For example, Kinsey noted that approximately 95% of
males in this country were sexually active by the age of 15, that the “av-
erage” single male experienced 3 or 4 orgasms each week, that 70% of his
sample subjects said they had had sex with a prostitute by age 35, that
37% acknowledged that they had had homosexual experiences by age 21, and that about half
the married men in the sample disclosed that they had had extramarital sex by age 40 (cited
in Francoeur, 1991). The book shot up the bestseller list and eventually sold 275,000 copies
by 1954. Almost everyone who read a newspaper knew about the book and was talking about
it. (Remember the popularity of the Victorian marriage manuals and why people read them.)
His work was both praised and criticized. Some of the disapproval came from powerful, con-
servative segments of American society, and soon the Rockefeller Foundation doubted the wis-
dom of continuing its support. Kinsey was hurt by some of this criticism but maintained a pro-
fessional, objective attitude. University President Wells asked Kinsey to publish nothing more
while the state legislature was in session for fear of reduced funding levels for the university.

In 1953, Kinsey and his colleagues braced for an anticipated even harsher round of criti-
cism. When Sexual Behavior in the Human Female was published, the reaction was much
stronger because “he was, after all, discussing wives, mothers, and daughters” (Halberstam,
1993, p. 42). This book would sell more than 250,000 copies, and again the reviews were
mixed. The Rockefeller Foundation withdrew its funding in 1953.

In this study Kinsey found an enormous range of sexual appetites and behaviors in a
number of dimensions: frequency of orgasm, preferred sexual behaviors, duration of sexual
intercourse, number of sexual partners, and frequency of intercourse in marriage according
to the duration of the marriage all revealed tremendous variability. Kinsey found that higher
levels of education were associated with more open attitudes toward sexual behaviors, such
as oral-genital sex. Further, Kinsey revealed that many people had had a sexual encounter
with another person of their gender (50% of the males and 28% of the females in his sam-
ple). Masturbation did not cause psychological problems but indeed helped many people
learn about their sexual responsiveness. Extramarital sexuality was far more common for
both women and men than society acknowledged. Good sex was an important factor for
building and maintaining a good marriage.

Although much of this may seem obvious now, in the late 1940s and early 1950s many
people felt that Kinsey had taken something highly personal and subjected it to cold, objec-
tive scrutiny. His work has been criticized for focusing on measurable behaviors while ne-
glecting the psychological domain. Kinsey’s samples had inherent biases as well. Virtually all
racial minorities were excluded, and a disproportionately large percentage had high levels of
education. Aging and elderly people and those in rural areas were similarly underrepresented. 

William Masters and Virginia Johnson After Kinsey, serious interest in human sex-
uality grew in medical and academic circles. By far the most significant sex researchers since
the mid-century have been William Masters and Virginia Johnson (Fig. 2-19). They have
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FIGURE 2-18 Dr. and Mrs.
Albert Kinsey. Research car-
ried out by Kinsey at Indiana
University candidly revealed
the nature and diversity of
sexual behavior among Amer-
ican men and women in the
1940s and 1950s.



been dedicated to the scientific examination of the physiol-
ogy of sexual responsiveness, therapy for sexual dysfunc-
tions, and other basic aspects of the discipline, including the
study of homosexuality and the development and refinement
of sex research. Their names have become synonymous with
rigor and reputability in the arena of human sexuality, al-
though all of their publications have not been viewed as bal-
anced and authoritative.

William Masters was born in Cleveland, Ohio, in 1915.
While in college he became interested in research and en-
tered medical school at the University of Rochester in 1938.
Masters was more interested in a laboratory research program
in the physiology of sexual responsiveness than a career in
clinical medicine. At this time, the physiology of sexuality
was one of the last unexplored areas of sexology. His mentor,
Dr. George Washington Corner, told him that because of the

highly controversial nature of the subject, certain qualifications would be essential for a ca-
reer in this arena: “that he be a man of mature age, about forty years old, to reduce suspicion
of prurient interest; that he first establish a reputation in a different area of research; and that
he secure the backing of a university” (Current Biography, 1968, p. 247). Kinsey’s career had
set the example for these suggestions.

Over the next decade Masters trained in obstetrics and gynecology, pathology, and inter-
nal medicine, and in 1947 he joined the faculty of the medical school at Washington Uni-
versity in St. Louis. He had already established his reputation as a researcher in gynecology.
By 1954 he was ready to undertake his research agenda, beginning where Kinsey had finished.
Kinsey’s work was based on interviews and case studies without direct observation of sexual
behavior or responses. Masters thought the time was right to explore this unexamined terri-
tory with the aid of modern medical instrumentation. He asked the most basic question: how
does the body respond physiologically to erotic stimulation? In 1964, he founded the Repro-
ductive Biology Research Foundation in St. Louis to gain the funding necessary to expand his
research. It is today known as the Masters and Johnson Institute.

His study of the physiology of sex began with prostitutes, but Masters soon found out that
they were an unusual sample of subjects, and he was able to recruit subjects from the uni-
versity community. He hired Virginia E. Johnson in 1956 because he thought that as a woman
and as a person deeply interested in working with people, she was the research assistant he
was seeking. Since that time she has been his partner and collaborator on virtually all im-
portant research projects. They were married to each other for a time but are now divorced.
Their collaboration resulted in the Institute’s most important research publications, which ri-
val Kinsey’s for thoroughness and breaking new ground. Masters and Johnson had decided
that they would publish nothing until they had studied it systematically for a minimum of 10
years (Personal Communication, 1978).

Their first two books, Human Sexual Response (1966) and Human Sexual Inadequacy
(1970), were each based on 11 years of research. Their Homosexuality in Perspective (1979)
was based on 14 years of research. Through these books the public and scientific community
gained accurate information about how women’s and men’s bodies respond to erotic stimula-
tion in the sexual response cycle, how sexual dysfunctions develop and why they do not
necessarily indicate a psychological disorder, strategies for treatment of sexual dysfunctions,
and much about homosexual lifestyles and patterns of sexual expression. 

Basic to Masters and Johnson’s approach to sex therapy is a behavioral perspective on the
development of sexual dysfunctions. At the time, Freud’s deterministic perspective was the
most powerful approach. Behavioral theories, however, are theories of learning. Masters and
Johnson discovered that sexual dysfunctions frequently resulted from maladaptive learning
and could be “unlearned” in a relatively brief time compared to long-term psychoanalysis. In-
deed, if sexual dysfunctions were generally the result of emotional traumas in the distant past,
as the Freudians believed, then it would be unlikely that they could be cured in the 2- to 3-
week therapeutic program used at the Masters and Johnson Institute. Masters and Johnson be-
lieve that the persistence of sexual difficulties means these problems continue to be reinforced
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FIGURE 2-19 William
Masters and Virginia Johnson.
Masters and Johnson were the
first to carry out exhaustive
laboratory investigations of
human sexual response and
later wrote comprehensively
about sexual dysfunctions and
sex therapy.

Sexual response cycle A
sequence of physical changes
accompanying sexual arousal,
orgasm, and the return to a
pre-arousal state of excitement.

Sexual dysfunctions
Physical, psychological, and/or
interpersonal problems that
might impair sexual desire,
arousal, or response.



in some way. If this reinforcement is discontinued and new behaviors and reinforcements are
substituted, then the former maladaptive behavior will eventually be extinguished. This does
not deny the usefulness of the Freudian approach with some types of sexual problems, how-
ever. Chapter 15 discusses in depth the nature and success of their program.

Research Methods in the Study of Human Sexuality

For facts in any discipline to be useful and generalizable, they must be collected over a long
period of time in a careful way. This is true also in the scientific study of human sexuality.
Throughout this book you will read about many facts, concepts, and principles, and you need
to understand how this information was collected, tested, replicated, and shared with others.
This section, therefore, introduces some of the techniques researchers have used to discover
useful and valid facts about all aspects of human sexuality.

First, one must understand that scientific research progresses in a cautious, conservative,
step-by-step manner. Useful facts and theories in reality accumulate slowly over a long time,
in contrast to the common misconception that scientific breakthroughs happen often and crit-
ical studies frequently provide important, widely applicable data. Such breakthroughs hap-
pen very, very rarely. Most scientists are patient women and men who are comfortable with
data collection that can take many years. As mentioned earlier, Masters and Johnson followed
their rule to “publish nothing unless you have studied it and collected empirical evidence for
a minimum of 10 years.”

Second, scientific research is very different from personal observation and common sense.
While many of us trust our own eyes and the value of our own experience, we must remem-
ber that compared with potentially thousands of subjects in a research study, our observations
reflect the perspective of only one person. We, therefore, must acknowledge that our experi-
ence is highly personal and likely to be somewhat biased. These biases probably color what
we see, how we interpret it, and how we apply that information. The value of scientific re-
search is based on the fact that data collected from many subjects over a long period of time
are likely to lead to a truer understanding of what applies to most of the people most of the
time.

Many philosophers of science and historians attribute the early development of the sci-
entific method to Sir Francis Bacon (1561–1626), the famous English essayist and philoso-
pher. Bacon wanted to create a new system of knowledge that would replace Aristotle’s, and
his writings about how scientific investigations should proceed were a step in this direction.
Bacon believed that philosophical inquiry could progress objectively only when unencum-
bered by religious dogma, and he sought to create criteria for truth that did not depend on
spiritual explanations. Bacon believed that science would advance on the basis of inductive
reasoning. In other words, useful and generalizable laws could be formulated only by deter-
mining what was common in many observations. Laws were built based on what was dis-
covered from numerous individual cases. The more observations you make, the stronger the
law you create.

For Bacon, the scientific method was simple. You begin with a hypothesis or some hunch
about how the world works. A hypothesis is like an educated guess about the way things
work or a question we ask ourselves often: “I wonder what would happen if. . . .” When you
have formulated your hypothesis, the second step is to make as many objective, unemotional,
rational observations as you can—the more the better. The third step is to analyze the obser-
vations (data) you have collected to see how they differ and what they have in common. Ask
yourself what might have contributed to their variability or consistency. Finally, you return
to your original hypothesis and ask whether the data show your hunch was correct or incor-
rect or whether more data are needed to decide. Because an infinite number of observations
cannot be made, the original hypothesis is accepted only on the condition that still more ob-
servations in other circumstances will support it. Some statistical tools can tell us how sure
of our results to be.

Bacon was also a keen observer of human nature and understood that many factors might
prejudice one’s inductive search for facts. He described a number of “impediments” to unbi-
ased induction. These included the usual personal biases we all have, including loyalty to re-
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ligious or racial doctrines, a lack of clarity or care in how we define our terms, and blind be-
liefs in historical traditions or political authority. These ideas, first introduced in about 1620,
are still basic to training in the sciences today.

Important Principles in Research Methodology

Before any scientific study begins, several decisions have to be made about the nature and
scope of the investigation. Basic issues have to be decided. What sample of subjects are to be
studied, where will they be found, and how are they to be paid for participation? What meth-
ods will be used to make the observations? How will observations be recorded? How are the
findings to be categorized and statistically analyzed? (The statistics to be used are decided be-
fore your results are collected, not afterwards.) How are the results to be shared with fellow
professionals or the public? How will subjects be assured that they will be treated ethically?

Sampling Procedures
Scientists think in terms of two groups of subjects: the population, which includes every per-
son from whom you could conceivably collect data (e.g., all college students in the United
States), and the sample, a much smaller group of subjects (e.g., a few hundred students at
your community college, university, or college) who you think will give you enough infor-
mation to make inferences about the entire population. Sampling involves a huge risk. Sci-
entists do not want their claims about a population to turn out half-baked because they
weren’t careful to select a sample that was as large, feasible, randomly selected, and as repre-
sentative of the population as possible. Scientists in all disciplines undergo training in infer-
ential statistics so that their analysis can be as strong as possible. But scientists do not always
have access to the exact type of sample they would most like to study. For example, Alfred
Kinsey’s sample of subjects did not represent minorities or less well-educated individuals, and
Masters and Johnson’s subjects were often college or medical students. Certainly, such indi-
viduals do not represent the entire population of Americans or human beings in general. 

Variables
A variable is any characteristic of a subject or quantity that can change. A variable can be an
attribute of an individual, the magnitude of a stimulus presented to an individual, or the na-
ture, magnitude, or latency of an individual’s response to a stimulus. Describing, defining,
and measuring variables is central to how researchers think about their studies. In the social
and behavioral sciences, investigators typically define their research in terms of three differ-
ent variables: independent, dependent, and intervening variables. An independent variable is
some stimulus or characteristic of the subject. It is called “independent” because it can be se-
lected or varied independently of a subject’s response to it. Dependent variables are the sub-
ject’s responses to the independent variable. Scientists are interested only in independent and
dependent variables that can be measured. Measurement and quantification are the hallmarks
of scientific investigations. Yet human beings are much more than mere responders to stim-
uli. Something happens within us—within our sense organs, brain, and endocrine glands—
between the moment we receive a stimulus and our response to it. These invisible but in-
ferred events are called “intervening” variables. Intervening variables, by definition, cannot
be observed and measured, but we presume they are present because of changes in the sub-
ject’s behaviors.

Correlational Methods
Independent variables do not always cause changes in the dependent variable. An entirely dif-
ferent approach to research design explores relationships between two variables without as-
suming that changes in one cause changes in the other. Although some scientists think cor-
relational studies are less rigorous than experimental laboratory studies, there is often much
to be learned from them. A correlation coefficient is a measurement of the strength of the re-
lationship between two variables. With a positive correlation coefficient, an increase in the
magnitude of one variable is associated with an increased magnitude of the other. For exam-
ple, as an adolescent’s age increases from 13 to 19, there is also an increased likelihood that
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they have had sexual intercourse. But age in itself does not cause this increased likelihood,
because many other psychosocial factors enter the picture. An example of a negative correla-
tion you will read about later is that the more serious sex education children and teenagers
have, the less likely they are to be involved in an unanticipated pregnancy. But again, educa-
tion by itself may not cause a decline in teen pregnancy, because many other things are hap-
pening in these individuals’ lives. 

Types of Research Methods

Sex researchers have gained much information through many different research methods. No
one method is better than the others, as the type of question being explored determines the
appropriate method. Various research methods have different strengths and weaknesses that
affect how useful or generalizable the data may be.

Laboratory Investigations
With laboratory methods and controlled direct observations of sexual behaviors, scientists
have considerable control over the quantification and presentation of stimuli and precision for
measuring and recording subjects’ responses. Independent and dependent variables are ide-
ally both observable and measurable, and laboratory investigations make this feasible. Labo-
ratory methods, therefore, usually allow scientists to make strong cause-and-effect statements
about the effects of independent variables on dependent variables. 

William Masters and Virginia Johnson began their pioneering laboratory and direct ob-
servational analysis of human sexual response in 1954. For the first time, scientists, thera-
pists, and the public could learn from studies that measured sexual arousal and orgasm in
controlled conditions. Masters and Johnson electronically measured indicators of sexual ex-
citement and orgasm while observing their subjects masturbate or have sexual intercourse.
Important consistencies and differences between sexual response in women and men were
thereby discovered, and these data could be generalized to most healthy people.

Although control and precision are a major strength of these methods, they have some
drawbacks too. Laboratories are highly artificial environments and people do not always behave
normally and naturally in them. While much is gained in control and precision, something is
lost because one cannot be certain people respond sexually in the lab the same as they do at
home or elsewhere.

Before carrying out an experimental laboratory design, the investigator must also decide
either to randomly assign different groups of subjects to different levels of the independent
variable or to present different levels of the independent variable to only a single group of
subjects. The former is referred to as a between-subjects design, and the latter a within-subjects
design. Generally, data from within-subjects designs have much less variability and are often
thought to be more valid. Collecting data from many subjects receiving different levels of the
independent variable can introduce more variability and, thus, diminish the generalizability
of the results.

Longitudinal and Cross-Sectional Studies
In addition to defining the independent and dependent variables in a study, the investigator
also decides whether to study the same subjects over a long period of time or only briefly.
Longitudinal studies require the careful, frequent collection of data from the same individuals
over a prolonged period of time. Longitudinal studies can last for several months or, in some
cases, up to several decades. These studies reveal how time, age, and various life and cultural
events affect the dependent variable being measured. We will see later on, for example, how
the normal human aging process affects sexual expression, arousal, and responsiveness; of-
ten longitudinal studies are well suited for such analysis. Longitudinal studies are complex
and expensive, however. It takes considerable work and funds to follow people over long pe-
riods of time. Subjects may disappear or die, and then the researcher loses valuable data. But
these types of studies are well suited for assessing the impact of time, age, and major socio-
cultural phenomena, for example, the impact of the Great Depression on the availability of
contraceptives and subsequent changes in the birth rate. Another drawback to longitudinal
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studies, especially those that take place over many years, is that although the study may have
started with a large, randomly selected sample representative of the population, as subjects
drop out, the likelihood that the remaining subjects are similarly representative of the popu-
lation decreases. In fact, the final subjects could be quite different.

When a researcher is interested in studying a group of similar subjects at a specific point
in time, these studies are called cross-sectional. They involve the investigation of a cross sec-
tion of the population in just one period of analysis. For example, a cross-sectional study
would be well suited to examine whether women and men at mid-life really have some kind
of “crisis” and change partners, families, and sexual habits during this supposedly tumul-
tuous time. Cross-sectional investigations require less time, research assistance, and money,
but there is no way of knowing what happens to the research subjects after the study is over
or how their thoughts, feelings, and behaviors change. In a sense, a longitudinal study is like
a movie while a cross-sectional study is like a snapshot.

Surveys, Questionnaires, and Interviews
A basic premise in research in the social and behavioral sciences is that if you want to learn
something about people, just ask them! Surveys and questionnaires are not the same, how-
ever. A survey is a research strategy in which the researcher asks a large number of subjects
questions about their thoughts, feelings, and behaviors that have occurred in the past, are oc-
curring now, or are likely to occur in the future. The subjects’ answers reveal to the researcher
information about what variables might underlie behaviors. The paper-and-pencil instrument
used to carry out a survey is called a questionnaire, a collection of questions intended to elicit
the information the scientist is seeking. Designing good questionnaires is a real art, however,
and must be carried out in a careful and unbiased manner. Questions must be phrased in
ways that do not influence the responses, with alternatives unambiguously different from
each other. Surveys are used in both longitudinal and cross-sectional studies. In a longitudi-
nal study, for example, a subject’s response to a question about their feelings toward premar-
ital intercourse is likely to differ when they are 18 compared to a later time, say when they
have an 18-year-old child. In a cross-sectional study, responses from different samples at the
same point in time will likely reveal differences about how different groups think and behave
concerning sexual issues.

Interviews have long been used to learn about human sexual behaviors and how people
feel about their sexuality. Not everyone is comfortable answering intimate questions about
such personal issues, however, and there is always the chance that subjects’ responses might
not be open and honest. Often interviewees need time to “warm up” to this conversational
format, and some are never completely at ease, while others who are itching to tell you about
their sexual thoughts and activities may not be representative of the population. This research
stumbling block is called volunteer bias, and it can lead researchers to conclusions that do not
accurately describe the larger population. Many of the sex surveys commonly published in
magazines, for example, may suffer from this bias, because readers who take the time to fill
out a questionnaire may not be “normal” readers or representative of society as a whole.

There is still another concern for scientists who use sex surveys. They can never be cer-
tain that their subjects are telling them the truth. Some subjects might not want the inter-
viewer to think they have engaged in “bad” sexual behaviors and, therefore, might not be
forthcoming about their actual sexual history. Also, the gender, personality, race, or age of the
interviewer may make some subjects more or less comfortable about disclosing details of
their sex lives.

Field Studies
Sometimes it is most informative to study people’s behavior in their own home and work en-
vironment. Because most people act naturally in familiar places, researchers believe that our
“real” selves can often be studied better this way. Field studies are also carried out in other
countries or cultures. This book will share many interesting and sometimes unusual sexual
practices from other countries, often resulting from methodical field observations. One of the
most interesting challenges for social scientists is viewing the sexual behaviors of other cul-
tures without using their own as the standard for “normality.” It can be difficult to view ap-
parently odd sexual customs from the perspective of the culture in which they occur rather
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than from one’s own culture, but this is important for unbiased objectivity and a scientific ap-
proach.

In 1951, Ford and Beech published Patterns of Sexual Behavior, which employed field
study methods to study sexual behaviors and customs in dozens of world cultures. Their
findings surprised many in the United States. For example, they found that homosexual be-
haviors are acceptable in many cultures throughout the world, including many Native Amer-
ican Indian tribes during religious ceremonies. Field studies show us that the sex drive is
given form and direction by culture. 

Participant-Observer Research
In some cases, researchers decide that the best way to study something is to get into the sit-
uation and see for themselves. For example, to learn about “pick-up lines” people use when
they meet in bars and clubs, you might decide to go there yourself and listen to what people
say to each another to signal their interest or sexual receptivity. Participant-observer research
offers the researcher an authentic glimpse into an issue.

How to Interpret Data Collected by Sex Researchers

An inspection of your local bookstore will reveal that human sexuality is an active area of
publication. Many excellent (and not so excellent) books teach about human sexuality in
general, and others focus on problems in intimate relations or sexual arousal or responsive-
ness. Most of this information and that published in popular magazines, however, is quite
different from that found in scientific journals. Even in scientific journals, only when a
study’s findings are replicated by other research can one be confident of their validity. Infor-
mation presented to the public is often simplified, and such writers seldom admit any
doubts about the validity or reliability of what they report. Readers can therefore be given a
false sense of certainty about what is “right” or “wrong” in such sexual information. An im-
portant function of a textbook such as this, therefore, is to summarize and explain complex
findings published in the scientific literature, as well as to encourage you to read this “pri-
mary literature” yourself. Yet even then it is often difficult to evaluate original research
reports.

As hard as researchers try, it is extremely difficult to ensure that the sample subjects truly
represent the population as a whole. A sampling error may occur so that the sample differs
in subtle but important ways from the population. This problem, of course, makes it risky to
generalize broadly about the study’s findings. Subjects in sex research studies often have dif-
ferent levels of knowledge about sex and different sexual experiences. These factors must be
examined when considering whether a study’s findings relate to society as a whole.

How the findings can be applied is another challenge in interpreting research. To what ex-
tent can one put this information to work in one’s own life? In many instances the applica-
tion is clear, but in other cases the application requires assistance from medical, psychologi-
cal, or psychiatric professionals in human sexuality, who have highly specialized knowledge.
Finally, although having new information does not always change how a person behaves sex-
ually, it can have tremendous reassurance value for people who are doubtful, uninformed, or
fearful about some sexual issue.

Ethical Considerations in Sex Research

Before Alfred Kinsey undertook his studies of male and female sexuality, the ethical conduct
of research in this private arena did not receive much attention. Indeed, before Kinsey, most
knowledge about sexuality came from medical or clinical settings. By the late 1940s, how-
ever, the social and behavioral sciences were studying sexuality, and ethical considerations
and protections became part of sex research and therapy. As the discipline grew, more than a
simple understanding of confidentiality became necessary.

In 1953, the American Psychological Association first published Ethical Standards for
Psychologists, which, through subsequent editions, has defined the ethical issues for social

Chapter 2 • Historical  Perspectives and Research Methods 49



scientists. These guidelines ensure that research subjects enjoy basic care and security. Fol-
lowing are the most important protections:

1. Informed Consent. Any research study involving human beings must begin by first ac-
quiring the subject’s permission; this usually involves obtaining a signed statement de-
scribing the nature of the study and the subject’s awareness of what she or he will do
as a participant. Deceiving the subject as to the nature of the study should be avoided
in every way possible. In those instances in which deception is used, it must be “. . .
justified by the scientific, educational, or applied value of the research and that alter-
natives to deception are not feasible” (APA, 1992, Sections 5 and 6).

2. Confidentiality. Researchers must make every effort to keep confidential all data col-
lected. Further, a subject’s data must not be associated immediately and obviously with
the person’s name or any other identifier. Ideally, coded identifiers should be used. In
this way, both confidentiality and anonymity will be assured.

3. Discontinuance. Experimental subjects must be given every assurance that they are free
to discontinue their participation at any time without being required or expected to of-
fer any explanation.

4. Debriefing. At the conclusion of the investigation, the experimenter is required to offer
his or her participants a full and thorough debriefing as to the scope, substance, and
outcomes of the study. However, subjects can only be offered generalized group data
and must not be told how their personal responses compared with the group data.

An example of the sensitive nature of such ethical concerns is found in the work of Korn
et al (1992), who asked male and female undergraduates to evaluate the ethical acceptability
of two published studies on the use of guided imagery in recreating rape circumstances.
Guided imagery is a technique, sometimes used in counseling, in which a person imagines a
specific situation, usually one that provokes significant fear or anxiety, while being “talked
through” the scene in order to diminish the fear or anxiety through the supportive, relaxed
situation. Korn and his colleagues asked their female subjects to evaluate the ethics of an ex-
periment that asked women to imagine themselves as rape victims; the male subjects were
told to imagine themselves as rapists. Both women and men said that the research question
was important, but they found its ethics less than fully acceptable. The guided imagery of a
sexual assault was particularly stressful for the women, none of whom said they would have
chosen to participate in the evaluated studies, and none thought the research was at all
ethical.

In addition to the American Psychological Association, the Council for International Or-
ganizations of Medical Sciences (CIOMS), a branch of the World Health Organization, has as
its primary mission considering the ethics of human research. According to CIOMS, four eth-
ical principles govern all research with human subjects:

1. Respect for persons, which includes both autonomy, or the respect for the self-
determination of those who are capable of deliberating about their personal goals, and
protection of persons with impaired or diminished autonomy;

2. Beneficence, which is the ethical obligation to maximize benefits and minimize harms
or wrongs;

3. Non-maleficence, which means ‘do no harm”; and
4. Justice, which requires that subjects in studies are treated equally, and studies are de-

signed so that the subjects of study are also the beneficiaries of the study (although
clearly they may not be the only beneficiaries).

Whether research is carried out in medical or academic settings, the researchers cannot
begin without permission from the Institutional Review Board (IRB). This is true with both
human and animal research. Every organization has an IRB that evaluates the ethics of re-
search proposals. The IRB usually consists of people from different disciplines who read and
discuss every proposal before voting to grant or withhold permission to proceed. Regardless
of who is funding the research or how “important” they are, the local IRB has total control
over this determination.
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Learning Activities

1. How do you think that historical beliefs about male dominance
still affect ways in which women and men interact sexually?

2. Do you recognize the remnants of any Victorian sexual beliefs
in society now? What, specifically? Why do you think that mod-
ern movies about the Victorian period (e.g., Sense and Sensibility,
Howard’s End, The Return of the Native) have been so popular?

3. Can you think of special ethical challenges sex researchers
might face when investigating controversial issues (e.g., child sex-
ual abuse, extramarital affairs, making condoms available to high
school students)?

Key Concepts

• Epicureanism was a Roman philosophy that sought the highest
good through the pursuit of intellectual pleasure.

• Stoicism, another Roman philosophy, held that the central chal-
lenge of existence was to live in harmony with nature and conduct
ourselves with dignity, intelligence, and compassion.

• The term sex, strictly defined, refers to reproduction in which
reproductive cells from males of a species join with reproductive
cells of females to produce offspring.

• Gender role refers to society’s expectations for “appropriate”
thoughts, feelings, and behaviors of people based on their sex.

• Our self-awareness of our maleness or femaleness is our gender
identity.

• The psychobiological perspective views all cognition, emotion,
and behavior as resulting from activity of the nervous system.
Neurophysiological and neurochemical foundations of behavior
are of primary interest.

• Many psychobiologists take a mechanistic approach to behav-
ior. The brain is considered a machine, with its functions under-
stood by learning about the parts of the machine and their inter-
actions.

• The psychosocial perspective accounts for diverse human be-
havior in terms of the reciprocal relationship between individuals
and their social and cultural environments.

• Investigators attempting to understand the dynamics of human
behavior through a combination of observation and in-depth in-
terview take a clinical perspective.

• The cross-cultural approach examines characteristics of differ-
ent cultures and explores similarities and differences to under-
stand how people achieve similar social and behavioral ends in
their own environments.

• For centuries, the reproductive potential of semen has been rec-
ognized. Semen conservation theory maintains that men must

never waste their semen through masturbation or intercourse not
intended for conception. It was once thought that a man’s charac-
ter was enhanced by abstaining from such “nonproductive” ejacu-
lation.

• In Sigmund Freud’s psychosexual theory, libido is the primitive
motivational force in the personality, expressed through sexual
and aggressive behaviors.

• The libido functions on the basis of the pleasure principle, the
desire to seek pleasures and avoid pain and deprivation.

• According to Freud, as one matures, the personality acknowl-
edges that pleasure seeking must be achieved within the context
of society’s laws, morals, and norms. The personality thus func-
tions on the reality principle.

• Freud said that the libido is invested in the erogenous zones—
areas of the body that when stimulated yield sexual pleasure.

• In Freud’s theory, all adult thinking, emotion, and behaviors are
determined in infancy and early childhood.

• Psychoanalysis refers to a theory of normal human growth and
development, a theory of personality, and a method of psy-
chotherapy.

• Research involving human beings requires informed consent,
meaning that potential subjects know the nature of the investiga-
tion, what they will do as participants, and that they will be pro-
tected from harm.

• Sex researchers use the scientific method and rigorous methods
to collect data. They are cautious in making generalizations about
the population based on information from the sample subjects.

• The history of human sexuality helps us understand the origins
of our thoughts, feelings, and behaviors in relation to this complex
aspect of human nature.
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OBJECTIVES

When you finish reading

and reviewing this chapter,

you should be able to:

◆ Describe the differences between “anatomy” and “physiology,”
including the hormonal aspects of physiological processes.

◆ If you are a woman, recall and describe the anatomical
structures seen in your genital self-examination, including
color and texture, and state your thoughts about privacy in
relation to physical examinations, particularly regarding the
use of a chaperone during your examination by a physician.

◆ Describe the three layers of tissue in the vagina, their structure
and functions, and the functions of this organ at different
times. Explain why the vagina can comfortably stretch to
accommodate a penis of almost any size.

◆ Summarize the arguments and the data supporting and
refuting the presence of a G spot in the vagina, along with your
personal opinion.

◆ Review the location, structure, and functions of the fallopian
tubes. Describe their role in facilitating conception and the
implantation of a fertilized ovum.

◆ Describe the location and function of the hypothalamus and
the pituitary gland. Define “negative feedback mechanism”
and give some examples involving the hypothalamus and the
pituitary gland.

◆ Describe the events in the hypothalamus and pituitary that
initiate ovulation. Describe what happens in the ovaries during
the follicular, ovulatory, luteal, and menstrual phases.

◆ Describe the external appearance of the scrotum and the
structures inside it. What are the functions of the scrotum, and
how are these carried out?

◆ Define “meiosis” and discuss spermatogenesis as an example.
Where and how does it occur?

◆ Discuss in anatomical order the structures sperm pass through
on their way out of a man’s body. Describe the contributions of
each structure to semen and its functions. List the substances
that make up semen.

◆ Describe similarities in the female and male sexual and
reproductive systems.53
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T his chapter focuses on our bodies: how they’re built and how they work. Much is visi-
ble and can be easily observed, and much can be understood only at a microscopic or

molecular level. Anatomy concerns the physical structure of our bodies and the design of or-
gan systems (e.g., the circulatory, respiratory, nervous, genitourinary, and reproductive sys-
tems). Physiology concerns the functions of these parts and organs—how they work. En-
docrinology is the study of the glands that make and secrete hormones into the circulatory
system. This chapter will discuss the anatomy of human sexual and reproductive organs, how
those structures function, and the role of hormones in regulating fertility and sex drive. Un-
derstanding the following chapters depends on first understanding the anatomy, physiology,
and endocrinology of sexuality.

Studying the body is one thing, but understanding how we feel about our bodies is quite
another. One of the themes throughout this book is that the relationship between self-es-
teem and body-image is an important part of one’s sexuality. Someone who thoroughly un-
derstands how his or her body is built and how it works is much less likely to have inaccu-
rate beliefs about sexuality. Someone who knows his or her own body well and the basic
anatomy of a sexual partner is in a better position to talk about intimate sexual feelings and
concerns.

Thus the biological and physical aspects of human sexuality are prerequisite knowledge
for understanding other interesting and complex issues. For example, a clear grasp of sexual
arousal and orgasm depends on understanding external and internal female and male
anatomy and the changes that accompany erection in men and vaginal lubrication in women.
Similarly, understanding sexually transmitted infections involves knowing basic anatomy and
physiology. Understanding the biology of sexuality is a necessary first step for understanding
many issues in human sexuality.

This chapter necessarily uses many technical terms. We hope you will take the time to
learn these words. Your instructor also is an important guide as you learn an appropriate sex-
ual vocabulary. Remember the old saying: “style is the mirror of the mind.” If you use sexual
language carefully and correctly, your thoughts and actions will be similarly sophisticated.
Often some practice is necessary. You already know that sexual words and terms often carry
powerful meanings. Your instructor may use “desensitization exercises” to help you become
more comfortable with some of this emotional language.
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From Dr. Ruth Westheimer

I n some aboriginal tribes, nudity is the norm. In Europe, 
seeing a topless woman on the beach is no big deal since this

is so common. Even in staid old London, one of the most popu-
lar newspapers features a picture of a topless woman every day.
In the U.S., however, human anatomy is still covered up.

Having lived in many different cultures, I have learned to ac-
cept their norms, and so the puritanism that permeates our cul-
ture doesn’t bother me very much. What does bother me is that
this sense of shame also keeps us from learning how our bodies
work. If people want to hide themselves head to toe from others,
fine, but for them to hide from their own bodies is a ridiculous
and even dangerous attitude.

In this chapter we cover, or maybe I should say uncover, the
reproductive organs, including the male and female genitalia. Al-
though these are the parts of the human body that come closest
together, actually inserting one into the other, far too few people
understand how their own or their partner’s sexual equipment
really functions.

Now, I am famous for saying that the most important piece
of sexual paraphernalia lies not between your legs but between

your ears—that is, your brain. But your brain cannot function
without information, and it needs—you need—to know as much
as possible about penises and vaginas and other organs. To max-
imize good sexual functioning you need to examine your own
and to understand your partner’s. I don’t care if you want to
make love with every light on surrounded by mirrors or in the
dark under the sheets. If you feel uncomfortable parading
around in the nude, you don’t have to. But for your own health
and pleasure you need to become familiar with human sexual
anatomy.

Before you start any exploration, you need a road map. You
need to know what you are looking at and how it functions, and
that’s what you’ll get in this chapter. Read it carefully and re-
member it in your travels. Begin with your own body. Women es-
pecially need to make an effort to see their genitals. At some
point you can broaden your studies with a partner. Your knowl-
edge will not only contribute to a good grade but will help guar-
antee improved sexual functioning, and let me tell you, that’s im-
portant.

Anatomy The systematic
study of the structure of an or-
ganism’s body and the names
and relationships of its various
parts.

Physiology The systematic
study of the functions and in-
terrelationships of the major or-
gan systems of animals and
plants.

Endocrinology Study of
the glands that make and se-
crete hormones into the circula-
tory system.



A Woman’s Body

Ladies first! We’re going to explore female anatomy, physiology, and hormonal mechanisms
before we discuss the same dimensions in men. But let’s begin with the common observation
that for many people, the sight of the genitalia and a woman’s breasts evokes strong emotions.
Many societies throughout the world have developed clothing customs and even legal
statutes for “decency” to regulate what body parts are shown in public. The explanation for
such multicultural traditions is probably simple. Humans have evolved to be sensitive to cues
that motivate the perpetuation of the species. The evocative appearance of female and male
genitalia helps ensure sexual interactions that may result in conception, gestation, and the
birth of a child.

Diversity Is Normality
One overriding principle should guide any discussion of female and male external genitalia:
diversity is normality. Whether dressed or undressed, no two of us look exactly alike, and this
is true of our genitalia and breasts as well. There is a wide range of variation in virtually all
anatomical structures. Teenagers undressing together in a changing room in the school gym
or community pool are acutely aware of different rates of pubertal development and differ-
ences in the appearance of their genitals. Most adults, however, forget there is a wide varia-
tion also in adult genital appearance. Because such differences are normal, no one should be
concerned about his or her own differences (Fig. 3-1).

Self-Examination of the External Female Genitalia
Many writers have emphasized the mysteries of humankind with sayings such as “We are in-
finitely mysterious to ourselves,” or “What becomes too familiar becomes practically invisi-
ble.” These phrases have meaning too for how many of us think about our bodies. Because
of the powerful feelings associated with our genitals, many parents do not take enough time,
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FIGURE 3-1 All of these women have normal bodies. Differences in size, shape, weight, skin texture,
and the density and distribution of pubic hair are all obvious but at the same time certainly “average”
or “typical.”



care, and attention to teach children exactly about their sex-
ual anatomy and the appropriate names for those parts. This
is a very common problem. There is value, however, in com-
ing to understand your own anatomy through careful self-
examination.

When alone and assured of privacy, take the time to ex-
amine your own genitalia. Use a hand mirror or position
yourself before a full-length mirror in such a way that you
can see your external genital anatomy and vaginal opening.
A flashlight might also be helpful. Slowly look carefully at
yourself, using your fingers to open and make more visible
your genitals. Don’t hurry. When touching different parts of
your genitalia, you will notice significant differences in their
sensitivity, as well as their relative size and color shadings. If
you experience some excitement or arousal, that’s OK.

There are two good reasons for self-examination. First,
self-awareness is the first step to self-knowledge and self-
understanding. As well, taking personal responsibility for
one’s sexual and reproductive health is an important objec-
tive of this course. Knowing what you look and feel like

when you are not experiencing any problems provides a “baseline” for later comparison if
you suspect any problem. This self-knowledge will also help you communicate accurately
with health care providers. Again, take your time. You might keep this book handy and use
the sketches and photographs to learn the correct anatomical terms as you examine your own
genital structures (Figs. 3-2 and 3-3).

The Vulva

The vulva is the collective term for everything seen in an examination of the external female
genitalia. These structures are sensitive to the touch, and most become wet or moist during
sexual arousal. The vulva includes the mons veneris, labia majora, labia minora, clitoris,
vestibule, urethral opening, introitus and hymen, and perineum (Fig. 3-4).

The Mons Veneris
About 3 or 4 inches (8–10 centimeters) below the navel, right on top of the pubic bone, is a
small, dense cushion of fat called the mons veneris, which in Latin means “mountain of
Venus,” the ancient Roman goddess of love. The technical name for the pubic bone is the pu-
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FIGURE 3-3 Despite differences in the prominence of the structures of the external genitalia, all of
these photographs are of normal women.

FIGURE 3-2 A genital self-
examination allows women to
learn the location, coloration,
and texture of the structures
which comprise the external
genitalia.

Mons veneris A small com-
pact cushion of fat located on
top of a woman’s pubic bone.

Vulva Another term for a
woman’s external genitalia,
everything a woman sees when
using a mirror for a genital self-
examination.



bic symphysis. Most women have discovered that pressing on the mons produces sexual pleas-
ure, the result of being richly endowed with nerve endings, and many women press on the
mons when they masturbate to heighten the pleasure of clitoral stimulation. The mons is cov-
ered by a moderate to dense distribution of pubic hair, which appears in early adolescence.
Sex hormones determine the specific patterns of pubic hair found in women and men. The
amount of pubic hair varies considerably from woman to woman, depending also on the
woman’s age. The prominence of the mons is also somewhat variable.

The Labia Majora
In Latin, labia majora means “large lips.” These are one of two sets of skin folds flanking the
vestibule. On their outer surfaces facing the thighs is more pubic hair, while the inner sur-
faces adjacent to the labia minora have no pubic hair. These soft folds often have more skin
pigmentation (coloring) than adjacent tissues and have many free nerve endings, making
them extremely sensitive to touch.

The Labia Minora
The labia minora are the “small lips” that bound the vestibule. These delicate folds of skin
have no pubic hair and vary greatly in appearance and prominence among women. They
are extremely sensitive to touch. When women are pregnant and after a vaginal birth, the
labia minora are darker in pigmentation than in nonpregnant women and women who have
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FIGURE 3-4 A. Structures of the vulva with labia major and labia minora parted to allow observation
of the vestibule. B. Structures of the vulva in a woman who is not sexually aroused.

Labia majora Prominent
skin folds lateral to the
vestibule.

Labia minora Delicate, soft
skin folds immediately sur-
rounding the opening to the
vagina.



not given birth vaginally. These folds of skin are joined at the clitoral prepuce, or hood.
They extend from the clitoris past the external urethral meatus, or urethral opening, and
the vagina. The two vestibular bulbs extend under the labia minora. When a penis, fingers,
or a dildo penetrates a woman’s vagina, the side-to-side stretching of the labia minora
causes the clitoral hood to rub against the clitoris, which is usually perceived as erotically
exciting.

The Clitoris
The clitoris is a homologue of the penis, but of course it has no urinary functions in
women as a penis does in men. Like the penis, during arousal the clitoris becomes turgid
and sends the nervous system information about tactile stimulation, which is usually in-
terpreted as erotic. The anatomy of the clitoris is nearly identical to that of the penis. It is
a small cylindrical structure with a small shaft and a tip, called the glans. Unless you man-
ually part the labia minora and pull the tissue slightly back, you cannot see the shaft of the
clitoris, although the glans is usually visible without this maneuver. Inside the crura and
body of the clitoris are two cavernous bodies, which become engorged with blood during
sexual arousal, giving the clitoris a somewhat turgid, stiff feeling and appearance. The shaft
of the clitoris lying deep within the mons is keenly sensitive to touch, but most women re-
port that the glans is too tender for direct manual or penile stimulation, especially imme-
diately after orgasm. Actually, the clitoral prepuce covers the glans until orgasm, which is
one reason many women report that direct touching of the clitoris after intercourse is a lit-
tle uncomfortable.

It has been estimated that the glans of the clitoris has approximately as many free nerve
endings as the glans (tip) of a man’s penis, an area of skin substantially larger—this helps ex-
plain why this structure is so sensitive. Verkauf, Von Thron, and O’Brien (1992) reported that
in a large sample (200 women) of subjects receiving routine gynecologic examinations, the
average diameter of the glans was 3.4 �/� 1.0 mm. The total length of the glans was 5.1 
�/� 1.4 mm, and the total length of the exposed portion of the clitoris, including the glans,
was 16.0 �/� 4.3 mm. Clitoral dimensions were unrelated to the woman’s age, height,
weight, or current use of oral contraceptives. Generally, women who had had children had a
slightly larger clitoris than women who hadn’t. If there is any meaning or relevance to these
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The Importance of Privacy and Medical Chaperones

G ynecology is the medical specialty concerned with the
health of a woman’s genital and reproductive organs.

Women are generally encouraged to have a yearly gynecologic
examination including pelvic and breast exams and usually a
rectal exam. A yearly gynecological examination is recom-
mended for women after the age of 18 or who have started hav-
ing sexual intercourse or using birth control pills. Few women
claim to enjoy these exams. Although these diagnostic exams
are not completely comfortable physically, they are not really
painful either. Also, many women feel shy and reserved about
exposing the most private parts of their bodies to a medical pro-
fessional they see only once a year. More women today are also
aware of the medical, legal, and privacy issues involved in an ex-
amination of their genitalia by a physician who they might not
know very well. After all, one visit a year does not offer much op-
portunity for establishing a good rapport. For all these reasons, a
medical chaperone is often a good idea. A medical chaperone is
usually a nurse or member of the doctor’s office staff who is
present during gynecological examinations or other office pro-
cedures to ensure the legitimacy of what happens in the exami-
nation room.

Unhappily, reports of sexual misconduct are becoming more
common in all arenas. Many physicians and patients therefore
believe that having a third person in the examining room offers
both parties important legal protections. Doctors want to feel as-
sured that their appropriate examination is witnessed by a third
party and that they will not be accused of improper behavior.
Similarly, patients often feel that a chaperone’s presence elimi-
nates the risk of impropriety. But there are some drawbacks as
well. For example, a woman who feels uncomfortable about re-
vealing her genitalia and breasts to one professional person
might feel even more reserved with two professionals there (Grei-
der, 1995).

Many doctors speak to their patients alone and privately,
generally either before or after the pelvic, breast, or rectal exam.
Sexual and reproductive privacy is extremely important to most
people.

Every woman needs to decide on her own about using a
medical chaperone and should talk to her doctor about her ex-
pectations and wishes. In health care, as in any other business or
industry, being an informed consumer is very important and of-
ten necessary to be satisfied with the services received.

Clitoris A female homo-
logue of the penis that carries
information from erotic stimuli
into the central nervous sys-
tem. Its tip is the glans.

Glans The name for the tip
of a woman’s clitoris.

Gynecology The medical
specialty concerned with the
health of a woman’s sexual
and reproductive organs as
well as the diagnosis and treat-
ment of maladies affecting
them.



variations in size, it remains obscure. We know of no data
that show that larger or smaller clitorises or penises are any
more or less sensitive (Fig. 3-5).

Because of the dense nerve endings in the clitoris, it is
not surprising that manual stimulation of the clitoris is the
most common method of female masturbation. Rarely is an
object inserted into the vagina during masturbation;
rather, the shaft of the clitoris is stimulated, sometimes
while rubbing and pressing the mons veneris at the same
time. The clitoris is also especially sensitive to vibratory
stimulation. Chapter 8 discusses female masturbation in
more detail.

Sometimes there is an accumulation of dead skin cells
and dried urine with a white to yellowish color just under-
neath the hood of the clitoris. This pasty substance is called
smegma. It can be removed using a cotton swab and warm,
soapy water. A significant accumulation of smegma can
cause discomfort during intercourse. While small amounts
of smegma do not usually indicate poor hygiene, a woman
should check carefully just under the clitoral hood during
the self-examination.

Many African and Mideastern cultures practice a “com-
ing of age” ritual involving a form of genital mutilation in pubescent girls. Clitoridectomy is
the surgical removal of the clitoris and labia, often done with appallingly inadequate hygiene
that results in infections that often leave the woman deformed for life. This procedure is usu-
ally referred to as female circumcision, although it is not an exact counterpart to male cir-
cumcision, which removes the foreskin covering the glans of the penis. Removing a woman’s
clitoris deprives her of a primary source of sexual pleasure, and clitoridectomy is often
viewed as another way in which men impose their control over women. Women in these so-
cieties often see this ritual as an essential cultural requirement that enhances their appeal and
acceptability to young men looking for a wife, and therefore they may hesitate to resist. As
painful as this custom seems from the perspective of our own society, many well-meaning so-
cial scientists, including cultural anthropologists, have defended the right of other societies
to perpetuate traditions and customs that have evolved over thousands of years. In the case
of female circumcision, however, few informed Westerners would condone or defend this
practice.

The Vestibule
The smooth tissue inside of the labia minora surrounding the opening to the vagina and ure-
thral opening is called the vestibule, a term referring to an entranceway. While not very large,
it is very sensitive and becomes slippery during vaginal lubrication. Figures 3-3 and 3-4 can
help you locate the vestibule; pulling back the labia majora and labia minora in the self-
examination may slightly distort how this area looks.

The External Urethral Meatus
The urethra is the tube that carries urine from the bladder to outside the body. It usually is
located just below the clitoris and above the opening to the vagina. Because its location varies
somewhat, it may be difficult to see unless you know what you’re looking for. The tissues of
the vestibule and external urethral meatus are very delicate and may become irritated for a
variety of reasons.

The Hymen
The entry to the vagina, the introitus, is surrounded with a thin membrane called the
hymen, which in most women partially covers the vaginal opening. The hymen has been the
focus of much attention because of the common belief that its appearance signifies whether
a female has had her first intercourse. Because of its location, some tearing of the hymen and
bleeding are common during first intercourse, but not in all cases. The appearance of the hy-
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FIGURE 3-5 Blood and nerve
supply of the female external
genitalia. Given the extreme
sensitivity of these structures,
the rich network of blood ves-
sels and nerve endings in this
region would be expected. 

Vestibule Smooth tissue sur-
rounding a woman’s urethral
opening.

Urethra The short passage-
way that carries urine from the
bladder out of the body.

Introitus Area immediately
adjacent to the opening of the
vagina.

Hymen Thin layer of tissue
that often covers the opening
to the vagina before first inter-
course.



men also varies considerably, as shown in Figure 3-6. Although most young women have a
small opening in the hymen before intercourse, in some cases the membrane is completely
closed and obstructs the passage of menstrual discharge. In such cases a doctor usually makes
a small hole in the hymen to allow normal menstruation. One recent study involved exam-
ining the hymens of almost 150 adolescent girls without any reported history of sexual abuse.
In 53% of these young women the hymen had an annular form, in 29.2% it was shaped some-
what like a crescent, in 14.9% the hymen was shaped like a “sleeve,” in 2% it was septate, and
in less than 1% it was imperforate (completely closed) (Heger et al., 2002). 

The tearing of the hymen with first intercourse does not produce substantial discomfort
for most women (Weis, 1985). In a study of over 300 undergraduates, only 28.3% of the
women reported that their first intercourse was physically satisfying. Most of the others said
that they were a little uncomfortable physically, and many reported that a lack of emotional
satisfaction and feelings of inexperience contributed to a lack of physical enjoyment and re-
sponsiveness (Darling, Davidson, & Passarello, 1992). 
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Other Countries, Cultures, and Customs
Ritual Female Genital Surgery Is Not the Same Everywhere

R ituals involving the surgical alteration of female geni-
talia differ in severity and extent in Asia and Africa. In

some societies these are a rite of passage for females entering
adolescence, and they do not resist or challenge these prac-
tices. The procedure typically causes significant scar tissue,
which leads to painful menstruation and childbirth compli-
cations. When the woman begins having intercourse, it takes
months for the vaginal opening to become wide enough for
comfortable penile penetration. The World Health Organiza-
tion has estimated that 130 million girls and women in Africa
have had some form of genital cutting involving the clitoris.
In Somalia and Ethiopia the labia majora are cut and the re-
maining external genital tissue is sewn together (Lacey,
2003). Not all societies that practice female circumcision do
so in the same way, however. An informative example are the
Bedouin in Israel, who are caught between two different cul-
tures in the Middle East.

Asali et al. (1995) studied Bedouin women living in Israel
using controlled observation and in-depth interviews. A fe-
male social worker with a background in human sexuality in-
terviewed 21 Bedouin Arab women, who were also examined
by an experienced gynecologist. The authors knew that ritual

female genital surgery is commonly carried out in different
societies and sought to determine the nature and extent of
the procedure in these women. For example, in the most rad-
ical surgical procedure, called the “Pharaonic” operation or
“infibulation,” “. . . the clitoris is removed along with the
labia minora and at least two-thirds of the labia majora . . .”
(Asali et al., 1995, p. 572). A somewhat less invasive surgery
known as the “Sunni” type removes the clitoral prepuce. Ge-
ographically and culturally, these two procedures are not en-
tirely separate, and many groups practice both forms
(Hosken, 1978). Asali et al. (1995) sought to learn whether
one or both of these techniques were common among
Bedouin women in Israel.

Extensive interviews were conducted. Five or six women
spoke with the interviewer at one time because of the cul-
tural inappropriateness of outsiders talking to Bedouin
women alone. After some trust was established, one-on-one
interviews were conducted. Surprisingly, none of these
women could describe which part(s) of their genital anatomy
had been altered in their ritual procedure. There was signifi-
cant social pressure for young girls to undergo these rituals.
The tribes believed that girls who had the ritual circumcision
were more “clean.” In most instances, the girl’s mother pres-
sured her daughter to undergo the procedure. Razors were
typically used without anesthesia (see inset).

The physical examinations of these women were some-
what surprising. None of these women had a clitoridectomy
or removal of the labia minora or labia majora. However, vir-
tually all had small scars on the clitoral prepuce or the por-
tion of the labia minora closest to the clitoris. Some women
had a single scar, whereas others had multiple vertical and
horizontal scars on the clitoris and labia minora, ranging in
length from 0.5 to 1 cm (0.2 to 0.4 inch). Virtually all of
these subjects remembered bleeding and discomfort, and
three recalled needing medical attention.

Scarring from ritual genital surgery. Different cultural tra-
ditions involve various patterns of skin markings after these
wounds have healed.



Many women in many cultures believe it is important and desirable to be virginal before
marriage. Some cultures even have a ceremony in which the bed sheets of the newlyweds are
publically displayed to prove that the bride was a virgin on her wedding night. As well, many
females define their virginity in personal ways, and some teenage females may engage in a va-
riety of sexual behaviors, such as heavy petting, mutual masturbation, oral sex, and anal in-
tercourse, but still not have penis-in-the-vagina intercourse. Such women may consider
themselves virgins, and perhaps technically they are.

In any case, remember that the absence of a hymen does not necessarily mean that a
woman has had penis-in-the-vagina intercourse, and the presence of a hymen does not nec-
essarily mean that she has not. A girl’s hymen may be torn through a variety of physical ac-
tivities and mishaps that can occur in childhood and adolescence.

The Perineum
The perineum is the small area of smooth skin between the vaginal opening and the anus. It
is very sensitive to touch and temperature. Many women find manual stimulation of this area,
such as during foreplay, highly pleasurable. Because of its location, perineal tissue often tears
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Losing One’s Virginity

Personal decisions about having sexual intercourse for the first
time are complicated and are difficult to study. Langer,

Zimmerman, and Katz (1995) collected data from over 1300
tenth-graders in Miami, Florida. Questions were asked about
how virgins and nonvirgins felt about themselves in regard to
sexual intercourse. The way nonvirgins felt after having had sex
was not as positive as they had anticipated. The nonvirgins who
anticipated having good feelings about having sex were likely to
be male, not interested in postponing sex, influenced strongly by
friends, and African-American. Those who said that they felt very
good about having lost their virginity were likely to be male and
to have had more sex partners. These data hold meaning for
those who advise youngsters who are thinking about having sex
for the first time. Encouraging caution about unanticipated preg-
nancy, sexually transmitted diseases, and AIDS, these writers
emphasize that “feeling good” about yourself after having sex is
by no means as important as carefully considering the unwanted
consequences.

Attribution theory suggests that how people look at the world
as either actors or observers affects how they explain their be-
haviors. Schechterman and Hutchinson (1991) use this theory to

explore how different “virginity statuses” affect sexual percep-
tions and behavior. They defined four virginity statuses.
Adamant virgins have not had sexual intercourse and are un-
likely to before marriage. Potential nonvirgins have not yet had
intercourse but are likely to with the appropriate person in cer-
tain circumstances. Nonvirgins have had intercourse and antici-
pate continuing to do so. Regretful nonvirgins have had inter-
course but do not plan to continue to do so in the foreseeable
future. This study suggests that virginity status affects how peo-
ple feel about making personal sexual choices. For example, fe-
male adamant virgins were reportedly less likely to have a lot of
control over sexual decisions; apparently, female adamant vir-
gins might actually be more easily persuaded to be physically in-
timate. Perhaps adamant virgins are therefore less likely to enter
situations in which their beliefs might be tested. Interestingly, fe-
male potential nonvirgins saw their sexual decisions as exter-
nally based while male potential nonvirgins saw their sexual de-
cisions as internally based. The overriding conclusion of this
study is important: how people approach sexual decisions de-
pends heavily on their perceptions of the psychosocial environ-
ment and their place in that environment as women and men.

Perineum Small patch of
very smooth skin extending
from the vaginal opening to
the anus.



when the newborn’s head passes through the birth canal. Some obstetricians surgically cut
the perineum, using a procedure called an episiotomy before the passage of the baby’s head
to prevent this tearing. Other obstetricians do not routinely make such an incision.

Internal Sexual and Reproductive Anatomy

In addition to the ovaries, fallopian tubes, uterus, and vagina (Fig. 3-7) there are other un-
derlying internal structures not visible with self-examination.

The Crura
These spongy bodies composed of corpora cavernosa are the root of the clitoris. They at-
tach the clitoris to the pubic bone, and like the clitoris, become engorged with blood and
slightly rigid during sexual arousal. Women who manipulate the clitoris during masturba-
tion often feel this stimulation much deeper in the pelvis, not only within the clitoris itself.

The Vestibular Bulbs
The vestibular bulbs are located deep under the labia minora, alongside the vestibule. They
too become engorged with blood during sexual arousal. Their swelling can be perceived by
women and men during penile penetration of the vagina, contributing to the feeling of “penile
containment”—the feeling men have of being “held” during intercourse. As the vestibular
bulbs swell, both women and men report feeling more genital pleasure. Anatomical research
has documented that the erectile tissue in the vestibular bulbs extends into the clitoris and ter-
minates in the glans. Thus there seems to be a continuity in many of the structures that be-
come engorged with blood during sexual arousal (van Turnhout, Hage, & van Diest, 1995).

Bartholin’s Glands
Before Masters and Johnson’s first book, Human Sexual Response, was published in 1966,
many believed that Bartholin’s glands secreted much of the liquid that acts as a lubricant
during sexual intercourse. These two small glands, about the size of small beans, are located
on both sides of the opening to the vagina. Although they may produce very small amounts
of liquid during arousal and orgasm, this is almost insubstantial. Most of the lubrication that
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eases penile insertion during intercourse comes from in-
side the vagina. Some writers have suggested that this
slight secretion may contribute to a woman’s genital scent.
In reality, no one knows for certain what important func-
tions Bartholin’s glands might serve.

Muscles Underlying the Vulva
Beneath the external genitalia is a complex network of
muscles that support the vagina, give some tone to the
opening to the vagina, and provide elasticity to accommo-
date the passage of a baby’s head through the birth canal
during childbirth. They are collectively called the pelvic
floor muscles and they surround the urethral opening, the
vagina, and the anal opening. The configuration and posi-
tion of these muscles allow them to act as a “sling” to sup-
port a woman’s internal organs during pregnancy. Good
tone in these muscles gives good urinary control and helps
provide the feeling of tightness men experience during in-
tercourse. During a woman’s orgasm, the rhythmic con-
tractions of these muscles are sometimes quite strong, along with contractions of the mus-
cular tissues surrounding the clitoris, vagina, and anus. An important pelvic floor muscle is
the pubococcygeal muscle, which surrounds the vaginal opening. During childbirth, it may
become stretched and temporarily lose its tone (Fig. 3-8).

In 1952 Dr. Arnold Kegel discovered that exercising the pelvic floor muscles could im-
prove vaginal tone, enhance pleasure during intercourse, and improve urinary continence,
which diminishes with normal aging. Kegel exercises are short, rhythmic contractions and re-
laxations of the muscles along the pelvic floor; many gynecologists believe these exercises
should be life-long personal health habits for all women. These exercises may also benefit
pregnant women because the fetus’s head may press on the bladder, making urinary control
difficult. The best way to learn Kegel exercises is to release urine in small amounts while sit-
ting on the toilet, using a “start-stop” technique until the bladder is empty. After mastering
this, it is recommended that women tighten and relax the same muscles during various “ex-
ercise periods” throughout the day when not urinating. Women should do 10–20 contrac-
tions at a time, working up to 60–80 contractions a day. Ideally, one should be able to sustain
a contraction for 10 seconds without interruption.

The Vagina
The vagina is a collapsed sleeve of three different layers of tissue. Masters and Johnson re-
ferred to it as a “potential space” because it can stretch significantly, allowing most women to
comfortably accommodate a penis of almost any size. The word “vagina” in Latin means
“sheath” or “scabbard,” referring to a sheath for a sword. Its posterior surface is a little longer
than its anterior surface (Fig. 3-9). In most women who have not had a vaginal birth the
vagina is about 3 inches (7.5 cm) long, and it is about 1 inch (2.5 cm) longer in women who
have. Projecting from the roof of the back of the vagina is the cervix, the opening to the
uterus. The vagina has four important functions. It is the female organ for sexual intercourse,
although women and men, as well as women and women, enjoy many forms of physical in-
timacy other than penis-in-the-vagina intercourse. It is the passageway to the uterus for
sperm, and the route through which menstrual flow leaves a woman’s body. Finally, it is the
birth canal through which babies are born (with the obvious exception of cesarean section
births). It has a highly adaptive structure for these functions.

The innermost layer of the vagina is a mucous membrane. This is the tissue you can feel
inside the vagina with your finger. The secretions of this membrane increase during sexual
arousal, providing lubrication that makes penile penetration more comfortable. As well, this
mucus helps keep the interior of the vagina clean and maintains an acid-alkaline balance.
Tiny droplets of mucus are constantly produced within this layer. A number of ridges in this
inner membrane give the vagina a furrowed texture that allows for expansion. The next layer
of the vagina is muscular, which offers firmness to the otherwise soft tissue. The outermost
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layer is composed of elastic connective tissue, giving the vagina much flexibility. Together
these layers of tissue create an optimal organ for its functions.

When a woman is not sexually aroused or having sexual intercourse, the inner walls of
the vagina contact each other. While the opening to the vagina is very sensitive to tactile stim-
uli, most of the interior of the vagina is not very well endowed with nerves; the inner two-
thirds of the interior of the vagina has very little sensitivity. Occasionally women report feel-
ings of discomfort while having intercourse, especially rapid, deep pelvic thrusting by their
partner; in such instances it is not the interior of the vagina that causes these feelings, but
rather the stretching of ligaments that support the uterus.

The normal secretions of the vagina facilitate penile penetration and also at other times
signal periods of peak fertility in the menstrual cycle. Mucous membranes inside the vagina
and cervical tissues produce liquid secretions that vary in color, viscosity, smell, and taste
throughout the monthly cycle, as well as during sexual arousal. These secretions are more or
less obvious in different women. For example, younger women generally experience more
vaginal lubrication during sexual arousal than older women. Even in the same woman, the
amount of such liquid varies over time. Generally, the more sexual stimulation the woman
experiences before penile penetration, the more vaginal lubrication occurs.

At the time of ovulation, a woman might notice a clear-to-yellowish, odorless vaginal se-
cretion. When a potentially fertilizable egg has been released by the ovaries, the cervical mu-
cus has a decreased viscosity thought to be a biological adaptation to increase the chances of
conception. The texture of this secretion helps sperm swim more easily through the cervix,
into the uterus, and on to the fallopian tubes. It is also somewhat alkaline and offsets the nor-
mally acidic environment of the vagina, enhancing sperm motility. These issues are discussed
in greater depth in Chapter 10 in terms of factors affecting fertility and conception.

The Uterus and Cervix
When a woman is not pregnant, her uterus is about the size and shape of a pear. It is a mul-
tilayered, hollow, muscular organ located between the bladder and the rectum and, like the
vagina, it has multiple roles. The uterus is often called the “womb”—a more comfortable

64 Human Sexuality: A Psychosocial Perspective

Fimbriae

Fundus
Body
Cervix

Uterus

Rectum

Vagina

AnusVaginal orifice

Labium minus

Labium majus

Clitoris

Urethra

Urinary
bladder

Ovary

Uterine tube

FIGURE 3-9 A cross-sectional
view of the internal female re-
productive system.

Uterus A large hollow multi-
layered muscle in which the
fertilized egg implants itself
and begins to grow into an em-
bryo and then a fetus; also
known as a woman’s womb.



term for many people. It is a complex structure despite its simple appearance (Fig. 3-10). The
size of the uterus varies significantly through a woman’s life span. When a female baby is
born, her cervix is relatively large, primarily because of the influence of the large amount of
estrogens in the mother’s bloodstream. The uterus and cervix are fairly small during the
childhood years. The uterus grows significantly during pregnancy. In adult, nonpregnant
women it is about 3 inches (7.5 cm) long and about 2 inches (5 cm) wide. The uterus is made
up of three layers: the perimetrium, the myometrium, and the endometrium.

The outermost layer is the perimetrium, sometimes called the serous layer, which in-
cludes most of the uterus except the cervical canal. The primary layer of the uterus is called
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Is There Such a Thing as a G spot?

I n recent years there has been controversy about a supposed
“super-sensitive” area inside the vagina that, when stimulated,

is believed to precipitate an orgasm and even ejaculation
through the external urethral meatus. Old texts from India de-
scribe both the Grafenberg area as well as female ejaculation.
The following texts made explicit reference to these phenomena:
the Pancasayaka of the 11th century, the Jayamangala and the
Ratirahasya of the 13th century, and the Smaradipika and Anan-
garanga of the 16th century. It is interesting to note that female
ejaculation was described as long ago as the 8th century in the
work of the Indian poet Amaru.

In 1950 Dr. Ernest Grafenberg published a paper on the role
of urethral stimulation in female orgasm. Dr. Grafenberg de-
scribed an area located toward the front of the vagina along the
anterior wall about 1 inch (2.5 cm) inside the vaginal opening.
This area has no specific, consistent appearance or texture in
unaroused women but becomes larger and has more clearly de-
fined boundaries during arousal. It is about the size of a coin—
smaller than a dime in unaroused women and becoming larger
than a quarter as women become more excited. Many gynecol-
ogists claim not to have palpated the G spot (named for Grafen-
berg), perhaps because in most cases, women undergoing pelvic
examinations are not sexually aroused. When this area is
touched during arousal, many women first report a sudden urge
to urinate but then quickly discriminate the feeling as erotic.
When a woman needs to urinate, the bladder is distended, and
gently touching the inside of the vagina at this time may help a
woman localize this area.

Davidson, Darling, and Conway-Welch (1989) reported that
stimulation of the G-spot independent of clitoral stimulation will
lead to an orgasm that is qualitatively different from that at-
tained through clitoral stimulation. Responses from almost 1300
questionnaires showed that 84.3% of the respondents believed
in a sensitive focal area inside the vagina and that highly pleas-
urable feelings result from its stimulation; 72.6% reported expe-
riencing an orgasm from stimulation of this area. Many respon-
dents also reported a small fluid spurt from the urethral meatus
associated with orgasm, although some noted it was difficult to
discriminate between normal vaginal lubrication and this appar-
ent ejaculation. However, Ladas, Whipple, and Perry (1982) write

that female ejaculation is reported by approximately 10% of
women.

What is there about stimulating this specific area that elicits
a spurt of fluid from the urethral meatus? A number of tiny
glands called Skene’s glands surround the urethra just inside the
urethral opening. These glands come from the same embryolog-
ical tissues that give rise to the prostate gland in males. Presum-
ably, stimulating the Grafenberg area causes the secretions of
Skene’s glands to enter the urethra and to be expelled during
ejaculation. The data are inconsistent regarding the composition
of the female ejaculate itself. 

We should note that some investigators (Hoch, 1986) have
failed to find a localized area in the vagina that changes in shape
and prominence during erotic stimulation. However, virtually all
of the anterior wall of the vagina was found to be especially erot-
ically sensitive, whereas the remainder of the interior of the
vagina was decidedly less so or even entirely insensitive. 

Regardless of whether there is or is not a G spot, we are con-
cerned that a belief in it may motivate some people to try to find
it and neglect many other aspects of intimate sharing. Research
has found no “magic method” in lovemaking that regularly and
reliably causes a woman to have long and strong orgasms. Seek-
ing such a technique while ignoring the wide variety of other
pleasurable forms of stimulation is short-sighted. 

Urethra

Bladder

Uterus
Vagina

A cross-sectional view of the vagina, bladder, and uterus. A red
dot marks the location of the Grafenberg area—usually re-
ferred to as the “G spot.” Manual stimulation of this area,
shown here, is thought to precipitate orgasm.



the myometrium. The muscular fibers of the myometrium
are arranged in various directions and are interspersed
with blood vessels, lymphatic vessels, and nerves. These
muscles are quite powerful in order to push the newborn
out of the birth canal during childbirth. Each individual la-
bor contraction is a synchronized action of all the muscle
fibers in the myometrium. The innermost layer of the
uterus, the endometrium, adheres to the inside of the myo-
metrium. It has many blood vessels, mucous membranes,
and connective tissues. The endometrium thickens in each
menstrual cycle because hormones have prepared it to re-
ceive a fertilized egg. At the end of the menstrual cycle in
which fertilization has not occurred, it is sloughed off. This
is discussed in more detail in a later section on the men-
strual cycle.

A number of ligaments in the pelvic area support the
uterus. The position of the uterus in the body varies. In
most women the vagina and uterus are at about a 90-degree
angle to each other, affected somewhat by how full the
bladder is. The uterus in some women is tilted back toward
the lower spine; this is called a retroverted uterus. The
uterus has three parts. The top is called the fundus, its nar-
rowing middle section is the isthmus, and its opening is
the cervix.

The opening to the cervix is called the os. The cervical
canal running through the middle of the cervix is flattened,
with tissue ridges running along its length. The mucus

within it has the consistency of a gel. Cervical mucus varies in viscosity through the men-
strual cycle; this substance comes from a number of small glands inside the cervix. Estrogen
thins the mucus, and progesterone thickens it. The thickness of cervical mucus affects how
easily sperm can swim through the cervix into the uterus. When cervical mucus is clear and
stringy, sperm readily swim through it. Thickening is caused by long molecules that form a
tangled network in the mucus (Carlstedt & Sheehan, 1989). Later chapters discuss cervical
cancer and the role of the cervix in fertility.

The Fallopian Tubes
The famous Italian anatomist Gabriel Fallopius in the mid-1500s first described the appear-
ance of what later came to be called the fallopian tubes. These two passageways connect the
uterus with the area around the ovaries; they are 3 to 5 inches (7.5 to 12.5 cm) in length and
very narrow and fragile. The opening of each fallopian tube adjacent to each ovary is sur-
rounded by fimbria, which resemble the petals of a flower. These “funnel” the egg released at
ovulation into the upper portion of the fallopian tube, where fertilization may occur. The fal-
lopian tubes are also called “oviducts” or “uterine tubes.” Sperm deposited in the vagina dur-
ing intercourse swim through the cervix, up the uterus, and through the fallopian tubes to-
ward the ovaries. A fertilized ovum travels back down the fallopian tube to the uterus where
it is implanted in the uterine wall.

The lining of the fallopian tubes is a mucous membrane that is continuous with the mu-
cous membrane inside the uterus. It is covered with tiny, hair-like cells called cilia that
“sweep” the fertilized ovum down to the uterus with the currents they set up. The lining of
the fallopian tubes is covered with delicate folds of tissue that nourish the fragile fertilized
egg (Fig. 3-11). Very small muscle fibers in the walls of the fallopian tubes, thought to be
stimulated by the ovary’s release of a mature egg, create a gentle suction that draws the egg
into the fimbria of the fallopian tubes. Tiny glands in the walls of the fallopian tubes produce
nutrients that sustain the fertilized egg on its trip toward the uterus. All adaptations work to-
gether to help ensure the implantation of a fertilized egg in the lining of the uterus. It gener-
ally takes 3–7 days for a fertilized egg to reach the uterus.
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FIGURE 3-10 A microscopic
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My, myometrium; IL, inner
longitudinal muscle; 
MC, middle circular muscle;
OL, outer longitudinal
muscle.
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connecting the uterus with the
area around each ovary. They
open directly into the abdomi-
nal cavity.



Sometimes the fertilized egg gets stuck in the fallopian
tube and begins to develop there. This is called an ectopic
pregnancy. The term “ectopic” actually refers to the devel-
opment of a fertilized egg anywhere other than in the uterus,
which may also include the pelvic cavity. Such a pregnancy
cannot proceed to birth. Significant discomfort usually oc-
curs, and surgical treatment is required; the fallopian tube
and developing fertilized embryo must be removed. Without
surgery, the fallopian tube would burst and cause life-
threatening internal bleeding. Recent data (Furlong, 2002)
show that in those cases in which women using birth con-
trol pills, Depo-Provera injections, Norplant, IUDs, or who
have had bilateral tubal ligation inadvertently become preg-
nant, there is a greater likelihood of an ectopic pregnancy
than among women in the general population. The reasons
for this are unclear at this time. 

One of the negative consequences of delayed treatment
for sexually transmitted diseases is pelvic inflammatory dis-
ease, which often involves scarring inside the fallopian
tubes. Such scarring increases the risk of a fertilized egg
lodging in the fallopian tube and causing an ectopic pregnancy. Since some common STDs
(gonorrhea and chlamydia) frequently do not cause any early symptoms in women, tissue
damage may occur before medical assistance is sought.

The Ovaries
The ovaries are a woman’s gonads, the sex-cell–producing glands. The two ovaries are lo-
cated on both sides of the pelvis (Fig. 3-12). In younger women they are almond-shaped,
smooth, and white. With aging they become puckered, shriveled, and gray, the result of scars
(corpus albicans) left by each egg that leaves the ovary. The ovaries are attached to one of the
ligaments that supports the uterus.

Within each ovary are many primary follicles, each of which can mature into a fertilizable
egg. At birth, a female infant has an estimated 200,000 to 400,000 primary follicles in each
ovary; most of these deteriorate before the onset of menstruation, when only a few hundred
are left. The ovaries have two functions: to produce eggs and to produce hormones, including
the estrogens and progesterone. These hormones regulate ovulation and the menstrual cycle
and are basic to a woman’s fertility. Ovulation refers to the production of a mature, fertilizable
egg from an ovary. A woman usually ovulates from one of the ovaries each month, sometimes
from both—but not necessarily at the same time. At puberty, increased estrogen secretion by
the ovaries initiates the appearance of secondary sexual characteristics. Very small amounts of
these hormones have powerful effects on fertility and body configuration. The many roles and
effects of these hormones will be discussed at various times through this text.
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FIGURE 3-11 A cross-sec-
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The Menstrual Cycle

While the term menstruation refers to the regular sloughing off of the endometrium and the
accompanying vaginal bleeding, this is only the most obvious sign of the cyclic, monthly vari-
ation in a woman’s reproductive system. Although many women find menstruation a painful
or disagreeable time of the month, many others do not experience much inconvenience or
discomfort at all and may even feel affirmed in their femininity by this sign of their capacity
to conceive and bear a child. The psychological and social aspects of menstruation are inter-
esting and complex. But before we discuss these, we need to understand the complex hor-
monal mechanisms responsible for the menstrual cycle.

The menstrual cycle involves the preparation of the endometrium for the implantation of
an embryo after an ovum is fertilized high in the fallopian tubes and makes its way down to
the uterus. For implantation to be successful, the endometrium must become thick, spongy,
moist, and well supplied with blood vessels carrying oxygen. This is an ideal environment for
the beginning of life: soft, wet, rich in oxygen, dark, quiet, and very still. Anything that com-
promises this environment may impair or stop implantation, even though fertilization has
occurred. Conception does not always lead to implantation and pregnancy. If conception does
not occur, the endometrium gradually separates from the wall of the uterus and is expelled
through the cervix over a number of days as menstrual discharge.

Many girls and women do not know how long their menstrual cycle lasts, how long their
periods last, or when during their menstrual cycle they are most fertile. We recommend that
women keep a written record of the beginning and end of their menstrual cycles and how
long their menstrual discharge lasts. This information can be very helpful if a menstrual prob-
lem requires a visit to one’s gynecologist. For those using oral contraceptives this is a moot
point, because the length of the cycle and the number of days of menstrual discharge are de-
termined by the synthetic hormones in these pills. This discussion of menstruation concerns
cycles unregulated by oral contraceptives.

The menstrual cycle begins on the first day of the period and ends the day before the next
menstrual discharge begins. The length of a woman’s menstrual cycle can vary from as short
as 21 days to as long as 41 days in rare cases. The menstrual discharge can last from 2 to 6
days. Stress, fatigue, illness, regular strenuous exercise, and eating disorders can all affect the
length and regularity of a woman’s menstrual cycle. With a reasonably regular lifestyle, how-
ever, the menstrual cycle is generally very regular.

The Brain, Endocrine System, and Hormones
Hormones are chemical substances which are produced by endocrine glands and secreted
directly into the bloodstream. Once there, they travel to various parts of the body and affect
the activity of those “target” organs. The most important endocrine gland is the pituitary
gland (Fig. 3-13). The pituitary gland, the size of a lima bean, is located in the middle of
the head, just beneath the brain, to which it is connected through a network of blood ves-
sels and nerve fibers. The hypothalamus is the part of the brain that communicates with the
pituitary gland. The pituitary is composed of three lobes and is encased in a hard, bony cap-
sule. This capsule can be seen in x-rays of the head. The pituitary is called the master gland
because it tells the other endocrine glands what to do and when. It sends hormonal mes-
sages that cause them to start and stop their own secretion of hormones. Female sex hor-
mones are secreted by the ovaries in response to the pituitary gland’s instructions. In addi-
tion to affecting reproduction, hormones from the ovaries affect breast development, the
development in puberty of an “hour glass” feminine shape, and the density and distribution
of pubic hair. Chapter 12 discusses this in greater detail in the context of adolescent sexu-
ality and puberty.

If the pituitary gland “senses” that another endocrine gland needs to begin or increase the
secretion of its own hormones, it will send its own hormonal instructions to that gland.
When the target gland follows these directions and increases the secretion of its hormones,
the pituitary gland recognizes this and stops the stimulating message. This process is just like
the thermostat in your home, which senses cool air and sends a message to the furnace to in-
crease its production of heat. The room temperature rises, and the thermostat detects this and
sends another message to the furnace to shut off. This is called a negative feedback mecha-
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nism. The menstrual cycle depends on such negative feedback mechanisms involving the hy-
pothalamus, the pituitary gland, the ovaries, and the endometrium.

The Follicular Phase
The follicular phase begins on the first day of a woman’s menstrual cycle when a chemical
messenger secreted by the hypothalamus, gonadotropin-releasing hormone (GnRH), travels
to the pituitary gland. The term “gonadotropin” means a hormone that stimulates the gonads,
in this case the ovaries. GnRH stimulates the pituitary gland to secrete two of its own hor-
mones, follicle-stimulating hormone (FSH) and luteinizing hormone (LH). Working to-
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2: changing levels of female
hormones throughout the
menstrual cycle. Day 0 repre-
sents the occurrence of ovula-
tion, day -2 is two days before
ovulation, etc. Panel 3: the
ovary. Panel 4: various stages
of the development of the pri-
mary follicle, and (below)
changes in the lining of the
uterus and phases of the uter-
ine cycle.



gether, these two hormones cause a number of immature ova in the ovaries to begin to ma-
ture and to secrete estrogen. Of the several ova that begin to develop, usually one matures
more than the others and expands toward the surface of the ovary. This well-developed ovar-
ian follicle, sometimes called the graafian follicle, becomes an obvious swelling on the sur-
face of the ovary.

The Ovulatory Phase
The ovulatory phase begins on about the eleventh day of the menstrual cycle. As the graafian
follicle gets progressively larger, a nipple-like protuberance forms on its surface called the
stigma. Then an increased pituitary secretion of LH from the pituitary gland causes the folli-
cle to rupture. The ovum within it is released along with fluid from inside the graafian folli-
cle. This is called ovulation, and it typically occurs on the 14th day of the menstrual cycle.
The fluid escapes into the pelvic cavity and sometimes causes discomfort, which can allow
the woman to feel that she has ovulated. This discomfort is referred to as mittelschmerz,
German for “middle pain”—referring to pain in the middle of a woman’s body. It can cause
mild discomfort or, in rare cases, enough pain to mimic appendicitis.

The Luteal Phase
After the graafian follicle releases the ovum, the cells remaining in the follicle become a tem-
porary endocrine gland called the corpus luteum (“yellow body,” named for its appearance).
The corpus luteum secretes progesterone and some estrogen, and the body’s level of proges-
terone rises substantially during this phase. Progesterone sends a chemical message back to
the pituitary to stop further secretion of FSH and LH. In essence, the corpus luteum is telling
the pituitary that in case fertilization has occurred, it should not secrete any more FSH and
LH or start another menstrual cycle. If fertilization and implantation have not taken place,
the corpus luteum disintegrates, forming a small scar (corpus albicans)on the surface of the
ovary. However, if a pregnancy has begun, a hormone from the developing embryo called hu-
man chorionic gonadotropin (HCG) signals the corpus luteum to continue producing hor-
mones. This continues until the placenta forms and produces estrogen and progesterone on
its own; then the corpus luteum deteriorates.

The Menstrual Phase
If conception and implantation have not occurred, the final events in the ovaries during the
menstrual cycle lead to the shedding of the endometrium. The rapid drop in secretion of es-
trogen and progesterone from the corpus luteum sets into play the gradual separation of the
endometrium from the myometrium and its slow disintegration. As this occurs, there is a
gradual increase in the pituitary gland’s secretion of FSH to begin a new cycle with the growth
of more immature primary follicles.

The Uterine Cycle
So far we have looked at what is happening in the ovaries and in the hormonal communica-
tion between them and the hypothalamus and pituitary gland. Now let’s look at the changes
in the uterus correlated to the ovarian cycle just described. While most women are somewhat
aware of their feelings associated with changing hormone levels, virtually all women feel the
sensations accompanying changes in the uterus during their menstrual cycle.

The Menstrual Phase Like other events inside the uterus in the menstrual cycle, the
sloughing off of the endometrium is under hormonal control. The decreased secretion of es-
trogen and progesterone sets the following events into action. As soon as estrogen and pro-
gesterone levels fall, the cells of the endometrium begin to shrink substantially, by some es-
timates to as little as 65% of their premenstrual size. Following this, a day or two before the
menstrual flow begins, the blood vessels supplying the endometrium are closed off, causing
these cells to begin dying. The death of endometrial cells causes the endometrium to sepa-
rate from the myometrium. This tissue, along with blood in the hollow center of the uterus,
stimulates uterine contractions that gradually force the menstrual discharge through the
cervix into the vagina. These contractions are what are commonly called menstrual cramps.
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Blood, water, tissue fluid, and tissue debris are expelled. If the ovum was not fertilized, it is
not expelled during menstruation but gradually disintegrates on its own. Menstruation typi-
cally lasts 3 to 5 days.

The Proliferative Phase After menstruation, the growth of primary follicles and the
graafian follicle during the follicular phase in the ovary cause secretion of estrogen. This
hormone stimulates the cells of the endometrium, which thickens and becomes richly sup-
plied with blood vessels. This estrogen secretion also causes the cervical mucus to become
thinner and easier for sperm to swim through. The proliferative phase ends at the moment of
ovulation.

The Secretory Phase As long as the corpus luteum exists in the ovary, the progesterone
it is secreting stimulates tiny glands in the endometrium. The endometrium produces a form
of sugar to nourish an implanted fertilized egg. Progesterone, unlike estrogen, causes the cer-
vical mucus to become extremely thick, forming a little “plug” in the cervix (Carlstedt &
Sheehan, 1989). If fertilization has not occurred, the menstrual phase described earlier be-
gins again. These events are all summarized in Figure 3-13.

Awareness of Ovulation
Because fertility depends on producing fertilizable eggs, women often wonder when or whether
they are ovulating normally. In fact, a woman can get a good idea about ovulation from certain
body changes. The first has already been mentioned. Mittelschmerz, or lower abdominal dis-
comfort, sometimes accompanies the release of a mature ovum from the ovary because the ovar-
ian fluid may irritate the peritoneum. Women who report mittelschmerz on one side of the
pelvis one month often report a similar feeling on the other side the next month. Another clue
to ovulation involves the cervical mucus, which becomes very thin due to the action of estro-
gen. Many women notice a clear-to-yellowish, odorless vaginal discharge in their underwear
around the time of ovulation. Chapter 10 discusses how a woman can test the viscosity of her
cervical mucus to determine her peak period of fertility during her menstrual cycle.

On waking in the morning, the body temperature is the lowest of the day. This is called
the basal body temperature (BBT). Because changes in basal body temperature signal the ap-
proach and onset of ovulation, BBT charts can show a woman when she is approaching the
peak period of fertility during her menstrual cycle (see Chapter 10 for an example of a BBT
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Does Menstrual Synchrony Really Exist?

W hen women live together and interact frequently, they
sometimes develop similar menstrual cycles; this is called

“menstrual synchrony.” It is not known how this happens. Al-
though the sense of smell is often mentioned as a factor in-
volved in menstrual synchrony, its role is not yet known. The
data regarding menstrual synchrony are often inconsistent and
inconclusive.

Weller, Weller, and Avinir (1995) studied menstrual syn-
chrony among college roommates in dormitories in Israel. These
data were collected prospectively: subjects recorded their men-
struation as it happened rather than relying on memory to report
how their periods gradually reached more or less similar begin-
ning and ending times. Data were collected for an entire aca-
demic year among young women who were not using oral con-
traceptives. Menstrual synchrony was found to occur among
women who were close friends and who had social interactions.
Women who were not close friends did not show menstrual syn-
chrony. Weller and Weller (1993) also reported menstrual syn-
chrony among mothers and daughters living together in the

same house, college roommates living together in private
homes, and college roommates living in dormitories. As clear as
their results were, other studies failed to recognize menstrual
synchrony under similar circumstances. Why menstrual syn-
chrony occurs or does not occur is still unknown.

Trevathan, Burleson, and Gregory (1993) studied the exis-
tence of menstrual synchrony in lesbians living together. Sub-
jects kept careful records of their menstrual starting dates, inti-
mate interactions, and sexual behavior. None of these subjects
reported having any sexual contact with men during the study.
Interestingly, there was no indication at all of menstrual syn-
chrony. Wilson, Kiefhaber, and Gravel (1991) studied menstrual
synchrony among sorority members and roommates, as well as
a sample of 24 women living in cooperative student housing. No
indication of menstrual synchrony was found in either study.

The data seem to both support and refute the existence of
menstrual synchrony. It remains an interesting and enigmatic
phenomenon.



chart). A special basal thermometer is needed that registers lower body temperatures with
high accuracy. Following are guidelines:

1. Before going to bed, shake down the thermometer and place it within easy reach. On
waking, without getting out of bed and moving as little as possible, put the ther-
mometer under the tongue for 5 minutes while holding perfectly still.

2. Read and then record the temperature on a BBT chart (see Chapter 10). The woman
will see the basal body temperature fluctuate within a relatively narrow range for about
the first 12 days of the cycle.

3. When the temperature has dropped by one half to a degree or more, this means the
woman is getting ready to ovulate and that she is fertile at this time.

4. The next morning the woman will notice that the temperature has increased by at least
one degree or more. This means that she has ovulated and that the corpus luteum has
formed and begun to secrete progesterone. Progesterone reliably causes an increase in
body temperature. As long as the temperature remains elevated (usually 3 or 4 days),
the woman is fertile. When it begins to decline, menstruation will occur in a few days.
The ovum that has been released from the ovary is fertilizable for about 24 hours, al-
though recent data indicate that intercourse occurring before ovulation is most likely
to lead to conception. Like cervical mucus tests, the BBT chart can be used to time in-
tercourse to maximize or minimize the probability of conception.

The factors that affect the length of the menstrual cycle also can cause irregularities in the
timing of ovulation: stress, fatigue, illness, strenuous exercise, and eating disorders. Chapter
10 shows an idealized BBT chart. In reality, wide variations in body temperature often occur
for no apparent reason. A woman can make a BBT chart to learn more about her menstrual
cycle and the interesting interplay between the pituitary gland and the ovaries.

Intercourse During Menstruation
Unlike many other animals, humans are not predisposed to have intercourse only when fer-
tilization is likely. Humans are influenced by biological, social, and interpersonal stimuli to
have sex even when conception is unlikely (such as during menstruation) or very unlikely
(such as when using contraceptives appropriately). Some couples wonder or worry about
having intercourse during menstruation, when things can get a little messy. Of course, there
is no reason not to. Many women report that they desire to have intercourse during their pe-
riods, and some say that orgasms help relieve feelings of pelvic fullness that sometimes ac-
company menstruation. As with all sexual interactions, the couple should talk and share their
feelings openly to validate and affirm their desires. Still, many people prefer to avoid sexual
intercourse during menstruation.

A study involving 287 women and 206 men in Chile found that 70% of the women and
72% of the men made a point of not having intercourse during menstruation (Barnhart, Fur-
man, & Devoto, 1995). This was a large urban sample, and there is little reason to think this
culture is unique in this aversion. Women with higher education were less likely to avoid in-
tercourse during menstruation than women with only an elementary or secondary education
(57% versus 73%); the same was found among the men.

One aspect of intercourse during menstruation deserves mention in this context. En-
dometriosis is a condition in which endometrial tissue is discharged into the pelvic cavity
through the top of the fallopian tubes during menstruation rather than out through the
cervix. It can cause discomfort and infertility. A study of almost 500 women found a strong
statistical association between having intercourse frequently during menstruation and the de-
velopment of endometriosis (Filer & Wu, 1989). We are careful to say that frequent inter-
course during menstruation does not cause endometriosis—only that they may be related.
One’s personal physician can give the best advice on this issue. Studies also suggest a rela-
tionship between vaginal yeast infections, called candidiasis, and intercourse during men-
struation (Hellberg, Zdolsek, Nilsson, & Mardh, 1995), but again, this is only a statistical as-
sociation, not a clear cause-and-effect relationship.

The decision to have intercourse during menstruation usually involves the couple’s
wishes and desires, and sometimes health-related concerns. Nonetheless, some societies have
powerful beliefs about menstruation (see the box Other Countries, Cultures, and Customs).
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Summarize statements you
have heard regarding the
appropriateness of sexual

intercourse during
menstruation.
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A Woman’s Breasts

Because of where they are, how they are shaped, and what
they do, a woman’s breasts are well suited to nurture and
provide warmth to the newborn, as well as help the mother
and baby bond. In addition to the milk of breast feeding,
the act involves eye contact between the mother and new-
born, olfactory cues to the mother’s uniqueness, and inti-
mate cuddling that adds to the relationship. Breasts may
differ significantly in size and shape (Fig. 3-14).

The pituitary gland secretes hormones that stimulate
milk production and ejection in mammary glands through-
out the breast tissue. The mammary glands are surrounded
by fat and connective tissue, which give breasts, especially in
younger women, their softness. With age, connective tissues
gradually lose their elasticity, contributing to the sagging
usually seen in women’s breasts as they get older. Younger
women with large breasts who often do not use the support
of a bra may experience stretching of the ligaments that sup-
port the breasts and have an earlier loss of firm breast ap-
pearance (Fig. 3-15).

A woman’s nipples may be raised, flat, or even inverted;
all are common. As a woman becomes sexually aroused, the
nipples generally become more erect, but this varies much
among women. The area of the breast surrounding the nip-
ple, called the areola, varies much in size and pigmentation
among women. Just as “diversity is normality” in genitalia,
the same is true regarding breasts (Fig. 3-14). Reynolds and
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FIGURE 3-14 Womens’ breasts
vary in size, shape, skin tex-
ture, and the amount of fat
and glandular tissue within.
The prominence and size of
the nipples vary as well.

Other Countries, Cultures, and Customs
Women, Menstruation, and the Slaughter of Pigs in Rural Portugal

B uckley and Gottlieb’s 1988 book about the anthropol-
ogy of menstruation, Blood Magic, describes many in-

teresting studies and anecdotes about customs related to
menstruation. An interesting chapter by Denise L. Lawrence
describes the sexual politics of menstruation in rural Portu-
gal. Lawrence shows how menstruation is embedded in the
wider factional relations between women and men in this
culture. Sometimes, for example, women play upon male-
perceived menstrual-related taboos in order to achieve their
own needs in their society.

Most families in rural southern Portugal raise pigs. The
meat is used to make sausages for the family’s diet and for
gifts to other villagers in return for their help throughout the
year. Each year at a ceremony called the “matanca,” families
with the help of friends and neighbors slaughter a pig and
make the sausages. This is a very important family and vil-
lage ritual. It is thought that if menstruating women even
gaze upon the butchered pork, it will be polluted and turn
blue and rot. Even a casual glance is thought to have this
power, but the “fixed gaze” of a menstruating woman is most
destructive . Every precaution is taken to ensure that men-
struating women do not come near a butchered pig. Further-

more, if a menstruating woman has intercourse with her hus-
band at this time, he is thought to be “cross-polluted,” that
his presence also will cause the pork to spoil. Of course, this
is very serious because if the family cannot make sausages,
then they must find alternative sources of protein and cannot
repay friends and neighbors for their help.

Because no one family alone can do the butchering and
make the sausages, they seek the help of a few special friends.
This important job is the wife’s responsibility, and through
her careful choice of helpers, the family’s alliances in the vil-
lage are reinforced. The wife thus “screens” potential helpers
for the job, including asking about the menstrual status of
women. She accepts help only from women who swear that
they are not menstruating, and she must disqualify herself if
she is menstruating.

Although this custom might seem mythical and magical,
it is unique and interesting in one respect. Most rituals about
menstruation center on men’s fears and phobias about men-
struating women, but in this case menstruation becomes a
point of leverage that women use at a crucial time to solidify
political and friendship patterns in the community.

Areola The area of a
woman’s breast surrounding
the nipple.
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Chest muscle Mammary gland
and ducts

Nipple

Fat lobules

One of the Most Common Elective Surgeries in America

M ost elective surgery involves procedures people don’t 
really need, such as plastic surgery. Breast augmentation

is one of the most common elective surgeries in this country,
usually involving breast implants. (Far fewer women have breast
reduction surgery.) Implants are usually filled with silicone gel or
saline solution (see inset). Women seek breast augmentation sur-
gery for two very different reasons. The first is cosmetic: some
women desire to have a bustline that they perceive is more at-
tractive. The second is breast reconstruction after a mastectomy,
usually for a cancerous tumor.

How common is breast augmentation surgery? Manufactur-
ing numbers along with survey data suggest that about 8 in
1000 women in the United States have had breast implants
(Cook & Perkins, 1996). About 60% of these procedures were
undertaken for cosmetic reasons, and about 95% were per-
formed in Caucasian women. Younger women had more im-
plants for cosmetic reasons, while older women had more re-
construction surgery due to mastectomies. Most of the women
were between the ages of 45 and 54 years. These researchers
estimated that by 1989, over 815,000 American women had re-
ceived breast augmentation.

In recent years, anxiety and controversy have occurred over
the use of silicone gel breast implants. Some writers suggested
that silicone has a chronic, nonspecific activating effect on the
immune system (Jenkins, Friedman, & von Recum, 1996), but a
clear causal relationship has not been demonstrated. Concerns
about the risks of silicone have apparently affected how satisfied
women who have had breast augmentation are with their im-
plants. In a survey of 174 women with implants, 43% reported
that they were completely satisfied with their outcomes (Fee-
Fulkerson, Conaway, Winer, Fulkerson, Rimer, & Georgiade,
1996). Only 3% said that they were “not at all” satisfied. These
data were collected after news stories had alerted the public to
medical concerns about silicone. Women with implants reported
that they were very pleased with how their clothes fit and said
they felt they looked more “normal.” Thinner, healthier women
generally were the most satisfied with their implants. More than
a third of these women (34%), however, said that if given the

choice now, they would probably not choose to have silicone
implants.

Because of concerns that silicone breast implants may be
somehow associated with breast cancer, immune system disor-
ders, and connective tissue disease, these implants have been
banned since 1992. Implantable silicone has also been banned in
Australia as liability claims mounted (Renwick, 1996). Medical re-
searchers have been analyzing the risks of silicone implants for
many years. Handel, Jensen, Black, Waisman, and Silverstein
(1995) calculated the rate of implant ruptures as 1 per 760 im-
plant-years, and the prevalence of implant-related connective tis-
sue disorders as 1 per 3801 implant-years. Sanchez-Guerrero et al.
(1995), at Harvard Medical School, assessed the long-term health
consequences of silicone- and saline-filled breast implants in a
large study. In a sample of almost 1200 women, they found no
statistical association between silicone gel breast implants and
connective tissue disease. While recent data (Holmich et al., 2003)
reveal no statistical relationship between the use of silicone breast
implants and the development of connective tissue disease, other
research (Flassbeck et al., 2003) has demonstrated that various
components of silicone gel do indeed leak from unruptured im-
plants and accumulate in measurable amounts in surrounding
tissues.

A breast implant

FIGURE 3-15 Cross-sectional drawing of two
breasts that differ notably in overall size.
Note that despite differences in breast size,
the amount of milk-producing tissue is usu-
ally quite similar.



Wines (1948) analyzed a very large sample of young women, photographed frontally and in
profile, and concluded there are three general categories of breast shape—conical, round, and
flat—and that breasts can also be classed as small, medium, and large. In their sample, 72%
were in the small and medium categories.

We have often commented on the important relationship between self-esteem and body
image. For some reason, in American culture some men equate “bustiness with lustiness,” as
if women with large breasts were more interested in sex or more easily aroused. This is a
myth, however; no systematically collected data suggest there is any relationship among
breast size, shape, or sensitivity and erotic interest in women. Breast sensitivity may be af-
fected by experience. If a woman has learned to associate erotic arousal with breast stimula-
tion, she will probably continue to do so.

Although breasts vary much, size is mostly due to fat and not mammary glandular tissue.
Therefore, women with small breasts can breast feed an infant with no difficulty at all. Health
issues concerning a woman’s breasts are discussed in the next chapter.

A Man’s Body

The structures, functions, and hormones involved in the male reproductive system are simi-
lar to what you have just read about women. Think of these as “variations on a theme.” Al-
though a woman’s external genitalia are not as visible as a man’s, an important truth about
women’s external genitalia is no less true for men: diversity is normality (Fig. 3-16). The pe-
nis and scrotum vary considerably among different men at the same or different ages. The
same “selective perception” that makes people so attentive to women’s genitalia is also rele-
vant to men’s external genitalia. Nudity usually gets our attention—as it’s supposed to. Such
perceptions involve powerful imperatives that lead to attraction and intimate interest. In
Chapter 12, we will discuss how to make the most with your child (or grandchild) of “teach-
able moments” involving the human body.

The female form has been adored and celebrated throughout the history of art, and the
erotic appeal of a man’s body is no less compelling or diversified. Historically, there has been
little shyness about depicting male external genitalia, often in almost comically exaggerated
form (Fig. 3-17). Artistic depictions of the penis—or “phallic symbols” (“phallus” means
“erect penis”)—typically celebrate male generativity. Although the phallic symbols depicted
in Figure 3-17 might seem bizarre or humorous, in a sense they celebrate masculine power,
procreativity, and even political influence. Chapter 2 discussed some of the roots of contem-
porary traditions of male dominance in social, commercial, and family arenas. These phallic
symbols religiously or ritualistically affirm these traditions. Most interpretations of such his-
torical artifacts suggest that an especially prominent penis symbolizes male-dominant attri-
butes. Later in this chapter we examine myths of “sexual superiority” related to large penises
and consider just exactly what “large” means in this context.
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Letter to Dr. Ruth Westheimer

Question:
I am very self-conscious about my breasts because they are
much smaller than my friends’ and I am wondering whether they
will ever get any larger. I am 21 years old. Will they grow more?

Answer:
Some teenagers have late growth spurts, so there is a possibility
your breasts will grow some more, but there is no way of know-
ing whether or not that will happen. At 21 years of age, I would
say the likelihood isn’t very high that they will. If you are really
concerned, you might take this question to your doctor.

Are small breasts some sort of death sentence? You may
think so, but it really isn’t. Yes, some boys are attracted to more
visible breasts, but for more mature men choosing a mate, the
size of her breasts ranks somewhere along with the length of her
eyelashes—not very high. Your personality is really much more
important, so give your attention to traits that you can control,
like having a good sense of humor, being a good conversation-
alist or a good listener. These are the real keys to finding the
man of your dreams, and isn’t that wonderful?



Self-Examination of the External Male Genitalia
As we discussed with women, genital self-examination for men is just as important. As is the
case among women, men’s self-esteem is often based in part on their body image, and a can-
did self-examination helps assure us of our normality (see Fig. 5-17). A mirror may be help-
ful but is not necessary, and examination is easier when the genitalia are warm, such as after
a warm bath or shower when the weather is cool. Consulting the illustrations in this chapter
will be helpful for learning the names of the different parts of the genitalia, which is impor-
tant for communicating accurately with health care professionals when needed.

Take your time to note the softness of the tip of the penis (the glans). Men who have not
been circumcised need to retract the foreskin a little to see all of the glans. Note the appear-
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FIGURE 3-16 All of these men have normal bodies. Differences in size, shape, weight, skin texture,
and the density and distribution of pubic hair are all obvious but at the same time certainly “average”
or “typical.”

FIGURE 3-17 Historical arti-
facts frequently represent
penises in an unusual or ex-
aggerated form. The penis is
sometimes a symbol of domi-
nance, power, or authority in
works of art.

Glans The name for the tip
of a man’s penis.



ance of blood vessels along the shaft of the penis (Fig. 3-18) and the little “notch,” called the
coronal ridge, that separates the shaft from the glans. The external urethral meatus, as in the
female, is the little hole through which urine leaves the male’s body. Note the very smooth
mucous membrane just inside this opening. The underside of the glans, called the frenum or
frenulum, is one of the most sensitive parts of the penis. Take a moment to feel the oval
shape of your testicles inside the scrotum; note the soft, fibrous tissues and how sensitive to
touch the testicles are. The next chapter describes testicular self-examination as a screening
test for testicular cancer in more detail.

As gynecology is the medical specialty dealing with a woman’s sexual and reproductive
health, urology is the specialty for men’s sexual and reproductive health. Urologists also di-
agnose and treat disorders of the urinary system in both women and men. Some urologists
specialize in andrology, which focuses on men’s fertility problems. Your primary care physi-
cian can refer you to such a specialist.

Men in our society are more likely than women to see one another nude, in keeping with
the general (though incorrect) assumption that men do not need or desire as much privacy
as women. For example, in high school, males are likely to use an open group shower room
after physical education or athletic activities, while females often have individual shower
stalls. Males are therefore more likely to observe differences in the shape and size of the pe-
nis and scrotum, as well as the different rates of development through puberty. As we begin
to discuss in detail the male’s anatomy, remember that diversity is normality.

External Sexual and Reproductive Anatomy

The Penis
Although the penis looks simple at first glance, its interior is actually complex. The penis is
composed of three, independent “cylinders” of tissue bound together by connective mem-
branes. The cross-sectional view of the penis shows these three elongated structures (Fig. 
3-19). The most prominent are the paired corpora cavernosa. Like the spongy tissue within
the clitoris, these fill with blood during sexual arousal; this swelling is called tumescence,
which is obvious in both the shaft and glans of the penis. The third cylinder is called the cor-
pus spongiosum; within it is the urethra, which carries both urine and semen out of the
body. The corpus spongiosum extends into the glans as the tip of the penis. The glans is
keenly sensitive to touch and, as we noted above, the underside of the glans is especially re-
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Frenulum The part of the
penis connecting the ventral
portion of the glans with the
underside of the shaft. One of
the most sensitive parts of the
penis.

Urologist A medical special-
ist in the diagnosis and treat-
ment of disorders of the excre-
tory system and urinary tract in
both women and men.

Andrologist A medical spe-
cialist who evaluates and treats
men’s fertility problems.

Penis The male organ for
sexual intercourse; also an ex-
cretory structure facilitating uri-
nation.

Corpora cavernosa Two
expandable spongy cylindrical
bodies composing the interior
of the penis. These become en-
gorged with blood during erec-
tion.

Corpus spongiosum An
expandable spongy cylindrical
body inside the penis that sur-
rounds the urethra.

Deep dorsal vein of penis

Dorsal artery 
of penis

Dorsal nerve 
of penis

FIGURE 3-18 Blood and nerve supply of
the penis.



78 Human Sexuality: A Psychosocial Perspective

Dorsal vessels

Foreskin

Glans penis

Scrotum

Urethra

Corpus
spongiosum
penis

Corpus
cavernosum
penis

Deep arteries

FIGURE 3-19 Illustration of the
penis (uncircumcised) and scro-
tum. A cross-sectional illustration
of the penis reveals the three inde-
pendent cylinders of tissue within.

The Debate Over Circumcision

B etween 1875 and 1950 there was little public disagreement
about the desirability of circumcision in the United States,

even though during this time period no other country or culture
(with the exception of Jews) embraced circumcision as a routine
procedure for male newborns. Muslims and Africans sometimes
practiced it at adolescence. Despite its acceptance in the United
States, there was little scientific rationale for circumcision. In
1971 and again in 1975 the American Academy of Pediatrics is-
sued a policy statement announcing there were no convincing
medical data for routine circumcision. In 1978 the American Col-
lege of Obstetrics and Gynecology endorsed this position as
well. In 1983 both of these professional organizations reasserted
their policies. All these pronouncements did not, however, lead
to a notable decrease in the number of circumcisions performed
in the United States. Circumcision continues to be common in
the United States because of confusion and misinformation con-
cerning pain, sexually transmitted diseases, cancer, and personal
hygiene (Wallerstein, 1985). In addition, very often young boys
are sensitive about the different appearances of circumcised and
uncircumcised penises and wonder what a penis is “supposed” to
look like. Adult men too often wonder whether circumcised men
experience more pleasure during intercourse than uncircumcised
men because the glans of the penis is exposed. Fink et al. (2002)
studied about 50 males who, for one health-related reason or
another, had been circumcised as adults (average age 42 years).
Based on survey data, these investigators found that adult cir-
cumcision contributes to diminished erectile ability and lessened
sensitivity of the penis but no overall change in the frequency of
sexual activity and generally improved satisfaction. In light of the
fact that health problems contributed to the need for circumci-
sion in the first place, this last finding is not surprising.

For some reason, folk myths have associated circumcision
with sexually transmitted diseases. There are virtually no good
systematic studies that show conclusively that circumcised males
are any more or less likely to acquire a sexually transmitted dis-
ease of any type if they are not wearing a condom.

It was also once thought that circumcision prevented penile
cancer, but this has been shown incorrect. While cancer of the
penis is rare (about 1000 cases are diagnosed in the United
States each year [Rosenberg, 1992]), cases do occur in circum-
cised men. The American Cancer Society has flatly stated, “Cir-
cumcision is not of value in preventing cancer of the penis.” Pe-
nile cancer occurs primarily in older men and seems related
more to such factors as cigarette smoking, genital warts, and
having had 30 or more sexual partners, than to whether a man
has been circumcised (Cold, Storms, & Van Howe, 1997).  

Wallerstein notes that mothers who agree to or request their
son’s circumcision say that they are mostly concerned with hy-
giene. Because the foreskin does not separate from the glans of
the penis until a few months or even years after birth, mothers
are advised not to try to retract the foreskin during bathing. In
adolescence and adulthood, the foreskin is easily retracted for
cleaning the glans beneath it in a matter of seconds. 

Although the debate over circumcision might seem just an-
other “great big issue over a little bit of tissue,” a new facet has
emerged with the HIV epidemic in Africa. In 1996 Caldwell and
Caldwell published an article in Scientific American titled “The
African AIDS Epidemic” in which they discussed a positive corre-
lation between lack of circumcision and the transmission of HIV
in heterosexual intercourse, implying the lack of circumcision
may be a causative factor in the spread of AIDS in some parts of
Africa. However, Falk (1996) argued with this assertion and
points out that existing published data fail to demonstrate a sta-
tistically significant increase in HIV among uncircumcised men
(de Vicenzi & Mertens, 1994). Nonetheless, the belief that lack of
circumcision might play a role in the transmission of HIV
alarmed many men in Africa. The Caldwells note that in Tanza-
nia men, often with their sons, are coming to hospitals asking to
be circumcised. Additionally, private medical facilities specializ-
ing in adult circumcision began appearing and advertising in
Tanzanian newspapers.



sponsive. The frenum connects the ventral portion of the glans with the foreskin on the un-
derside of the shaft. The coronal ridge, which divides the glans from the shaft, has the high-
est concentration of nerve endings in the male body. The base of the penis, called the root,
connects the penis with the pelvic bony structures. While pubic hair surrounds the base of
the penis, there is virtually no hair growth on the penis beyond this point.

As the penis becomes larger during sexual arousal, it may also shrink somewhat when the
man is very cold or immersed in cold water, such as at the pool or beach.

In males who have not been circumcised, a small length of the skin of the shaft covers
some of the glans; this loose fold of skin is called the foreskin and, as in women, is also called
the prepuce. Just as smegma may accumulate beneath a woman’s clitoral prepuce, it may also
gather under a man’s foreskin. Pulling back the foreskin regularly and washing beneath it
helps keep this area clean. Circumcision is the surgical removal of the foreskin. Circumci-
sion is common generally only in North America and Israel. Although this procedure was
once thought to enhance male genital hygiene, regular washing under the foreskin is more
than adequate to ensure cleanliness. The tradition of circumcision among the ancient Jews
began as a symbol of God’s “special relationship” with the peoples of the tribes of Israel.
Much controversy surrounds circumcision and whether it is advantageous in any way to men
and their sexual partners (Fig. 3-20).

The Scrotum
The scrotum is composed of thin, delicate skin well endowed with hair follicles and sweat
glands. The scrotum’s functions are to contain the testes and help regulate their temperature.
“Scrotum” comes from the Latin “scutum,” meaning “shield,” although the scrotum is so del-
icate that it doesn’t shield the testes very well from injury. Much of its surface is covered with
pubic hair in an amount that varies significantly among men; it becomes more sparse in mid-
dle and older age. The size of the scrotum also varies among men. Beneath the soft skin of
the outside of the scrotum is a second layer of smooth muscle fibers and connective tissue,
called the tunica dartos (Fig. 3-21). One of the functions of the dartos is to raise the testes
toward the body when it is cold and to allow the testes to hang further away from the body
at warmer temperatures—this is to maintain the testes at the ideal temperature for their func-
tioning. When immersed in cold water, for example, the testes are pulled up toward the body
as the scrotum becomes hard and puckered. The same thing happens to the scrotum during
sexual arousal.

Early in prenatal development, around 7 or 8 weeks after conception, the testes begin to
form in the embryo’s abdominal cavity, near the kidneys. Through prenatal development they
gradually descend through two inguinal canals, which eventually close, leaving them in the
scrotum. In a condition called cryptorchidism one or both testes may not fully descend be-
fore birth. In many instances this condition corrects itself shortly after birth; if not, then sur-
gery is performed to put the testes in their appropriate place.

The position of the testes is important because they produce sperm at an optimal rate only
if they are about 6 degrees (Fahrenheit) cooler than the core body temperature. Anything that
causes a consistent warming of the testes may temporarily reduce a man’s fertility—but this
is not an immediate or dependable effect that can be used for contraception! For example,
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FIGURE 3-20 Photographs of two penises in the flaccid, or nonerect, state (A and C), and in the erect
state (B and D). Note the angle of the erection with reference to the body, as well as the slight upward
retraction of the glans. 

Coronal ridge The crease
separating the glans from the
shaft of the penis.

Circumcision Surgical re-
moval of the foreskin of the pe-
nis covering the glans.

Scrotum The soft skin sac
containing the testes.

Foreskin In uncircumsized
males, a loose fold of skin that
covers part of the glans.



frequent long hot baths can have this effect, and a man who has
had a prolonged high fever may have reduced sperm production
for a few months. Men who have sedentary jobs in which they
are literally “sitting on their testes,” such as long-distance truck
drivers, cab drivers, or even many sedentary office workers,
may have measurable reductions in sperm count. When steel
workers work close to blast furnaces for prolonged periods they
often have somewhat diminished fertility. When a couple is ex-
periencing a fertility problem, the urologist may recommend
that the man switch from “jockey” shorts to looser fitting un-
derwear to allow his testes to hang more freely rather than more
warmly against the body.

Prolonged, severe stress also influences sperm production.
In World War II, airmen flying nighttime bombing missions
over central Europe for months became infertile, and this con-
dition reversed itself when their flights ended. As well, pro-
longed exposure to high altitudes may also impair male fertility.
Peruvian shepherds who spend months with their flocks high
in the Andes Mountains often are not fertile until they have
been back at sea level for a few months. Finally, exposure to
high doses of radiation may inhibit or completely stop the pro-
duction of sperm, although such exposures are very unusual.

The Testes
The testicles produce male sex hormones and sperm. They are
suspended in the scrotum by two tubular membranes called
spermatic cords, which contain the vas deferens along with
blood vessels, nerve fibers, and cremasteric muscles. The size of

the testes varies much among men, but they are between the size of a hazelnut and a walnut.
A man’s sex drive and fertility have little to do with the size of his testes in most cases. The
testes have a dense nerve and blood supply. As a woman’s ovaries produce her sex cells (ova),
a man’s testes produce his (sperm). Similarly, as meiosis is the type of cell division that cre-
ates the ova, it is similarly involved in the creation of sperm. The most important structures
for sperm and hormone production are the seminiferous tubules (Fig. 3-22). Sperm are pro-
duced in more than 800 sections of these tubules which, if they were uncoiled, would com-
bine to a length over a mile. These tubules are very narrow, with a diameter of 0.12 to 0.3
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FIGURE 3-21 The structures
within the scrotum. Structures
adjacent to the testes are il-
lustrated: the epididymis and
vas deferens. The tunica dar-
tos is a layer of smooth mus-
cle and connective tissue. Cre-
masteric muscles retract the
testes.

FIGURE 3-22 Scanning electron
micrograph of a seminiferous
tubule. Immature sperm forms be-
gin their development at the pe-
riphery of the tubule, while ma-
ture sperm forms (with tails) are
adjacent to the hollow center of
the tubule.

Seminiferous tubules A
long, fine network of tubules in
the testes. Spermatogenesis oc-
curs in the walls of these
tubules.



millimeters. Interstitial cells of Leydig between the tubules manufacture testosterone, per-
haps the most important male sex hormone. The male sex hormones are collectively known
as androgens.

Testosterone and Other Male Sex Hormones
As in women, negative feedback mechanisms in men involving the hypothalamus, the pitu-
itary gland, and the testes maintain adequate levels of the sex hormones needed for sperm
production. Levels of testosterone and other hormones in a man’s bloodstream are strongly
related to his “sex drive.” Although in women the relationship between sex hormones and
sexual motivation is powerfully affected by psychosocial variables, the relationship in men is
more direct and depends less on psychosocial factors. Interestingly, the testosterone levels of
a male newborn are similar to those in teenage boys, but in infancy these levels fall rapidly
and remain low until puberty. Once these adolescent changes begin, there is much hormonal
communication among the testes, adrenal glands (two adrenal glands in all people), and the
pituitary and hypothalamus. Testosterone has many functions beyond those of sexual inter-
est and performance; it is involved in other so-called masculine attributes, such as aggres-
siveness, general body configuration, bulk and weight, hair pattern and hair loss, and the
gradual build-up of abdominal fat. In most but not all men, testosterone levels decline as they
get older (Flieger, 1995). Even normal levels of testosterone seem associated with some
health risks, such as prostate enlargement. (Chapter 5 discusses this further.)
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Other Countries, Cultures, and Customs
Men’s Anxieties About Their Penis

H ow men feel about their bodies—and their penises—is
influenced by their psychosocial environment. This is

well illustrated by an unusual psychological disorder that has
been documented in Asia. Koro is an emotional problem that
has been recognized for hundreds of years in Asian cultures
but known to Westerners only since 1895. Investigators have
debated whether to include this disorder in the DSM (Diag-
nostic and Statistical Manual of Mental Disorders). This book
is important because it identifies accepted psychological
problems, their distinguishing symptoms, and their preva-
lence in the general population and in at-risk groups. Cases
of koro have been reported in Southeast Asia, India, the
Caribbean, China, and North America. Koro is a condition 
in which the man believes his penis is shrinking and will
disappear, resulting in his death. In fact, his penis is not
shrinking—he only believes it is (see inset).

Early reports of koro from Malaysia included, in addition
to men’s perceptions of penile shrinkage, women’s percep-
tions of labial and breast shrinkage. An epidemic of koro was
described in 1963, and more than 1000 cases were reported
in Thailand just after the Vietnam War. Some men afflicted
with koro said they saw ghosts of the dead without penises,
who were conspiring to steal penises from the living. Because
koro tends to appear in epidemics, psychosocial factors
would seem important as possible causes. Men suffering
from koro usually experience panic as they believe their pe-

nis is retracting into the abdomen. They often fear imminent
death and have a constant desire to hold the penis to prevent
its retraction. There is, however, no physical disorder that re-
sults in penile retraction. Koro can be treated successfully
with the drug haloperidol, a powerful anti-psychotic agent.

Koro is a psychological disorder in which a man believes his
penis is shrinking into his body. This man has attached a
long jeweler’s clip in an effort to prevent this retraction. Of
course, the penis is not actually shrinking.

Testosterone Male sex hor-
mone. Testosterone is a form of
androgen.



Because of the connection between testosterone levels and sex drive, some men have tried
to enhance their performance by using synthetic testosterone obtained illicitly. The suppos-
edly powerful effects of testosterone were first described in what today seems a bizarre ex-
periment. The respected French physiologist Charles Edouard Brown-Sequard was 72 in
1889 when he reported to his scientific colleagues that he had injected himself with a liquid
derived from the testicles of dogs and guinea pigs. He reported enhanced mental alertness,
physical strength, and improved urinary force but said little about enhanced sexual arousal.
In another unusual experiment in 1918, Dr. Leo Stanley, a physician at San Quentin prison,
removed the testicles from executed inmates and transplanted them into prisoners who were
suffering from various maladies, including impotence. His patients noted an increased sex
drive and had erections more frequently. When testicles from executed inmates were un-
available, Stanley used the testes of deer and boars and claimed to observe similar effects. In-
vestigators today attribute these findings to a placebo effect (Karlen, 1996).

In 1939, Adolf F. J. Butenandt from Germany was a co-recipient of the Nobel prize in chem-
istry for his work in synthesizing sex hormones. For the first time testosterone could be man-
ufactured from chemicals, and scientists no longer had to rely on a meager supply from agri-
cultural sources. After synthetic testosterone became widely available, some of its abuses began.
Testosterone is an especially potent anabolic, or “tissue building” steroid. Athletes in many
sports learned of the muscle building properties of synthetic testosterone, and abuses became
common. As well, aggressiveness and endurance were apparently enhanced. An enormous
black market grew up around these practices, so that now athletic competitions routinely
screen competitors for performance-enhancing agents. Serious side-effects often accompany
medically unsupervised consumption of high doses of anabolic steroids, including a significant
shrinkage of the testes, loss of libido, loss of sperm production, dizziness, muscular pain, and
liver tumors and damage. Male breast enlargement, clotting abnormalities, anxiety, depression,
and elevated cholesterol levels are also common. Anabolic steroids shut down the normal func-
tioning of the male reproductive system and change the body’s metabolism in often dangerous
ways. Although some athletes have said such effects might be worth it for their career, we dis-
agree completely. Overdosing with testosterone is a form of substance abuse.

Sometimes there are, however, medically appropriate reasons for using testosterone to
treat certain problems in men. Testosterone enhances fertility in men whose pituitary gland
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Why Do Some People Make Such a Big Deal About Penis Size?

A lmost everyone has heard some interesting ideas about the
supposed importance of penis size. Because this is a serious

textbook about human sexuality, it’s appropriate to address this
issue and correct misconceptions. There are several false beliefs
people have about penis size. During the 1950s and 1960s, a
cigarette brand was advertised with the slogan “It’s not how long
you make it, it’s how you make it long.” That advertising raised
some eyebrows and led to a lot of jokes. Much could be said
about psychosocial elements in that message, but there is a sig-
nificant message there too. It isn’t penis size alone that deter-
mines the pleasure of a sexual experience, but the whole physi-
cal interaction of the couple, as well as the caring and sharing
and communication involved in their relationship. In addition, a
focus on penis size implies that penis-in-the-vagina intercourse is
the only way to make love, and this is certainly not the case.
Many kinds of erotic touching are keenly arousing and for many
are more enjoyable than intercourse.

As well, one should note that the size of a man’s penis when
it is flaccid (not erect) is not an accurate predictor of its size when
erect. When a man’s penis is small when flaccid, it usually in-
creases in size substantially when he becomes aroused and
erect. Similarly, when a man’s penis is large when flaccid, it does

not increase much more when erect. In other words, when
aroused, men’s penis size does not vary all that much. Virtually
all biological structures vary along a normal distribution, or “bell
curve.” Although a few cases can be found at the two extremes
of the distribution, the vast majority are fairly close to the mean
or average. While men are sometimes concerned about penis
size, one recent study addressed the importance women attrib-
ute to this issue (Francken et al., 2002).  A sample of 170 women
from the Netherlands who had recently given birth filled out
questionnaires dealing with various aspects of sexual function-
ing and the importance they attributed to the size of their part-
ner’s penis. Of this sample, 20% found the length of the penis
“important” and 1% reported that it was “very important.” Inter-
estingly, 55% reported that the length of the penis was “unim-
portant” and 22% indicated that it was “totally unimportant”
(when rounded, these figures sum to 100%). 

Finally, remember that the inner two-thirds of the vagina
have virtually no nerve supply and that only the outer one-third
has much sensitivity. For this reason, during full penile penetra-
tion or containment, most of the length of the penis is not accu-
rately perceived or related to felt stimulation by the woman.

Many adolescent males abuse
anabolic steroids in

connection with athletic
training. Examine different
educational strategies for
discouraging this practice.

FOR DISCUSSION . . . 



has stopped stimulating their testes or whose testes do not produce testosterone. Finally, in
aging or elderly men testosterone is sometimes used to treat decreased sex drive and sexual
functioning, although other drugs are more frequently used for this problem today.

The same pituitary hormones that contribute to the production of ova in women stimu-
late the testes of men to produce sperm. FSH regulates sperm production, and LH stimulates
the interstitial cells of Leydig’s cells, increasing testosterone secretion. Also, as in women, the
pituitary is directed by the hypothalamus, which monitors testosterone levels in the blood-
stream. Low levels of testosterone stimulate the hypothalamus to stimulate the pituitary,
which, in turn, increases its output of interstitial-cell-stimulating-hormone that causes
testosterone increase.

Spermatogenesis
As shown in Figure 3-23, each testicle has several compartments, or septa, that contain the
seminiferous tubules. Spermatogenesis is the production of sperm through meiosis. This
process begins in boys by about the age of 12, and by 13 or 14 most boys have mature sperm
in their ejaculate (the term for everything that leaves the penis during ejaculation). The pro-
duction of mature sperm takes about 72 days, occurring in the linings of the seminiferous
tubules. The process occurs along the length of the seminiferous tubules and is unaffected by
behavioral variables or the frequency of sexual intercourse. Early sperm cells begin their mat-
uration at the outer periphery of the tubules, and as they grow they slowly migrate inward
toward the hollow center of the tubule, from which they may then begin the journey out of
the body. Figure 3-23 shows relatively mature sperm as they approach the interior of the sem-
iniferous tubules. Although sperm production is initiated by FSH, testosterone is also in-
volved in their maturation. Spermatogenesis is a constant process, different from how a
woman’s body produces ova in 28-day cycles.

Developing sperm go through several meiotic stages as they mature in the linings of the
seminiferous tubules. The earliest form is the spermatogonium, which begins in the outer wall
of the tubules. It grows into a primary spermatocyte, which eventually divides into two sec-
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FIGURE 3-23 Enlarged cross-sectional drawing of a testicle and its adjacent epididymis. At right is a
light-microscopic cross-section of a seminiferous tubule. Copyright by Dr. R. G. Kessel and Dr. R. H.
Kardon. Tissues and Organs: A Text-Atlas of Scanning Electron Microscopy, 1979, W.H. Freeman, all
rights reserved.

Spermatogenesis The
process of cellular division by
which sperm are produced in
the testes.



ondary spermatocytes. Each secondary spermatocyte divides into
two spermatids. The spermatids develop a highly compact head,
and each of these spermatids finally becomes a spermatozoon.
Thus, each spermatogonium eventually becomes four mature
sperm. Cells lining the seminiferous tubules, called sustentacular
cells, or Sertoli cells, provide nutrition for the developing sperm.
Each sperm contains 23 chromosomes. Half of the sperm have the
X sex chromosome and the other half have the Y sex chromosome.
Figure 3-24 shows a sperm and its most conspicuous parts.

A sperm has a head, neck, body, and tail. The head contains a
dense accumulation of genetic material that enters an ovum dur-
ing fertilization; the whole sperm does not. The surrounding cel-
lular membrane compacts the head into an efficient vehicle for
the man’s genetic contribution. On top of the head of a sperm is
a small capsule called an acrosome within which is hyaluronidase
and other protein-dissolving enzymes. These substances help
gradually break down the egg’s surrounding substances and
membranes so that the head of the sperm can enter. The body of
the sperm is well supplied with mitochondria, the subcellular or-

ganelles that provide energy for the sperm’s swimming.
Sperm swim with side-to-side lashing movements of their tails (Fig. 3-25). They travel in

a fairly straight path at the rate of 1–4 millimeters per minute (Guyton, 1992). Considering
how tiny sperm actually are (1/5000 of an inch in length, or about 1/200 of a mm) and how
far they have to swim through the vagina, through the cervix, up the uterus, and then to the
ends of the fallopian tubes (a trip of 6 to 8 inches), this is a long journey. Not surprisingly,
most sperm die somewhere along the way. Even before sperm leave a man’s body, they have
already made a long and complex journey involving stops along the way that better prepare
them for the trip through a woman’s reproductive system.

After their production in the testes, sperm pass into the epididymis, a comma-shaped
structure on the posterior surface of each testicle (Fig. 3-26). The upper end of the epi-
didymis surrounds the top of each testicle, and its tail extends toward the lower portion. A
small amount of sperm is stored here. The epididymis is important for the further maturation
of sperm. When sperm pass out of the seminiferous tubules they are not yet motile (cannot
yet swim). Sperm begin to develop the potential for swimming after being in the epididymis
about 24 hours, but the surrounding fluid inhibits movement. Sperm are not fully capable of
swimming until ejaculation (Guyton, 1992), but the amount of time they spend in the epi-
didymis is essential for maturation. Current research (Elzanaty et al., 2002) reveals that the
epididymis produces a number of substances that have conclusively been shown to con-
tribute to the developing motility of sperm.

The Vas Deferens
The vas deferens is a long passageway (18 inches, or about 45 cm) that emerges from the tail
of each epididymis. Sperm can be stored here for at least a month without loss of function,
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FIGURE 3-25 Scanning electron
micrograph of a sperm. Note the
long tail, which whips back-and-
forth to propel the sperm forward.
Copyright by Dr. R. G. Kessel and
Dr. R. H. Kardon. Tissues and Or-
gans: A Text-Atlas of Scanning
Electron Micropscopy, 1979, W.H.
Freeman, all rights reserved.

FIGURE 3-24 A mature
sperm. Note the internal
structures illustrated along
the length of the cell, as well
as in cross-section.

Epididymis A comma-
shaped structure located along
the posterior surface of each
testis. Sperm are temporarily
stored here.

Vas deferens The tubule
that carries mature sperm from
the testes to the ejaculatory
ducts.
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although with regular sexual activity they keep moving through the system. Sperm that do
not leave the body during ejaculation are reabsorbed back into the body through the walls of
the vas deferens or epididymis. The vas deferens from each testicle exits the scrotum and fol-
lows a twisting pathway behind the bladder where it joins with the seminal vesicles. Cutting
or tying off the vas deferens in the surgical procedure called a vasectomy ends this passage
of sperm and renders the man sterile. This common contraceptive surgery is performed on
an out-patient basis, as discussed more in Chapter 11. Interestingly, one vasectomy in 800
spontaneously reverses itself when the two ends of the severed vas deferens reconnect, and
the man regains fertility without knowing it.

Vasectomy does not affect a man’s sexual arousal or response. Of the teaspoon of semen
that leaves the penis during ejaculation, only about 1% is made up of sperm cells. There is
no significant decrease in the amount of ejaculate from men who have had vasectomies.

The Seminal Vesicles
The seminal vesicles are two pouches of glandular tissue about 2 inches (5 cm) long. They do
not hold sperm but produce important secretions essential for sperm’s motility, including signif-
icant amounts of the simple sugar fructose. Additionally, the seminal vesicles secrete
prostaglandins, which are essential for normal male fertility. Fructose provides energy for swim-
ming sperm, and prostaglandins make the cervical mucus easier for sperm to swim through.
Prostaglandins are also believed to stimulate a gentle, rhythmic sequence of muscle contractions
that “nudge” swimming sperm up the uterus and fallopian tubes more quickly than their own
swimming could get them there. The base of the seminal vesicles joins the vas deferens at the
ejaculatory ducts, where sperm and the secretions that support the sperm are mixed together.
These ejaculatory ducts pass through the prostate gland, where more secretions are added.
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FIGURE 3-26 A cross-sectional view of the male reproductive system.



The Prostate Gland
The prostate gland (not “prostrate” gland) is located below the bladder and surrounds the
urethra. It is about 1.5 inches (4 cm) by 0.75 inches (2 cm) and is composed of muscle fibers
and glandular tissues that make prostatic fluid. Prostatic fluid is white, viscous, and alkaline
and contains citric acid and calcium. The inside of the vagina normally is acidic and, there-
fore, potentially very hostile to the delicate sperm. The alkalinity of prostatic fluid neutral-
izes some of the vagina’s acidity and, therefore, enhances the motility and survival of sperm
deposited there.

The prostate gland is the place where sperm and secretions enter the urethra to be con-
veyed out of the body through the penis. Semen is held in the prostate, seminal vesicles, and
upper portion of the vas deferens just before ejaculation. Twelve to 20 prostatic ducts empty
their secretions into the urethra. Prostate health issues are described in Chapter 5 on sexual
and reproductive health.

Cowper’s Glands or Bulbourethral Glands
Cowper’s glands or bulbourethral glands are two tiny glands located beneath the prostate
gland that secrete directly into the urethra. When the penis becomes erect during arousal, a
clear droplet of liquid is usually released through the urethral meatus. Although this liquid
isn’t as milky as semen, there may be substantial numbers of sperm in it. Although the man
may not feel that ejaculation is about to occur soon, as long as he is penetrating his partner,
significant numbers of sperm are being released. Withdrawing the penis before ejaculation,
therefore, is not a foolproof means of contraception, as we’ll discuss further in Chapter 11 on
contraception. While the precise functions of the secretions from the Cowper’s glands are not
fully understood, they likely help lubricate the inside of a man’s urethra for a smooth passage
of sperm during ejaculation.

Virtually every structure sperm pass through from the testes where they are produced to
their release into the urethra contributes something to help these tiny, fragile cells survive
and reach their destination (Fig. 3-26). The intricate adaptations of all these organs in the
male and female reproductive systems are astonishing and beautiful in their complexity.

Semen
Earlier we noted that everything that leaves the penis during ejaculation is called the ejacu-
late. In addition to sperm are the secretions of the epididymis, seminal vesicles, prostate
gland, and Cowper’s glands (see Fig. 3-26). Of the total volume of ejaculate, about 1% is
sperm. Several characteristics of the ejaculate significantly affect a man’s fertility. Most urol-
ogists can perform a fairly straightforward semen analysis that provides significant informa-
tion related to fertility.

An important characteristic of semen is its volume. Ejaculate normally contains 3–5 cc of
fluid. Sperm count is a second crucial characteristic. Normally, there are 40–100 million
sperm per cc of ejaculate, meaning that up to 500 million sperm may be deposited in the
vagina through intercourse. If the sperm count is below 20 million sperm per cc of ejaculate,
the man’s fertility is seriously compromised. A third important characteristic is sperm motil-
ity. Ideally, all the sperm are swimming and moving in the same direction. If substantial num-
bers of sperm are nonmotile, fertility is diminished. Finally, sperm form affects fertility. There
is some normal variation in the size and shape of sperm; for example, sperm carrying the fe-
male chromosome are smaller and swim more quickly than those carrying the male chromo-
some. If many grossly abnormal sperm forms are present, however, the progress of normal
sperm may be blocked. 

Similarities in Female and Male Anatomy

Because all too often people see the two sexes as very different, it is helpful and interesting
to review the similarities between the female and male sexual and reproductive systems.

Common Genetic Issues
Gametes in both women and men are very small cells, and like virtually all animal and plant
forms, we produce far more than needed to reproduce and perpetuate the species. Another
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Cowper’s glands Located
on the underside of the
prostate, these glands secrete a
substance into the urethra dur-
ing sexual arousal and are
thought to lubricate the inside
of the urethra.

Prostate gland A gland at
the base of a man’s bladder,
surrounding the urethra. It se-
cretes fluids that combined
with sperm help neutralize the
acidic environment inside the
vagina. It is composed of both
glandular and muscular tissues.



basic similarity is that both eggs and sperm each have 23 chromosomes, not 23 pairs of chro-
mosomes, as in all other human somatic cells. As well, eggs and sperm are the only body cells
that divide through meiosis rather than mitosis.

Common Embryological Developmental Issues
Both males and females begin embryological development with an undifferentiated “bipo-
tential” gonad, a sex gland that can take on female or male form and function depending on
the genetic instructions. Not until 7 to 8 weeks after conception do these ambiguous early
genitalia begin to differentiate, with different internal male or female duct systems then be-
ginning to develop: the müllerian duct system in genetic females and the wolffian duct sys-
tem in genetic males. As Chapter 4 describes, many internal and external sexual and genital
structures are homologous. For example, a woman’s clitoris is the counterpart of the man’s
penis; the prepuce or hood of the clitoris is the parallel to the foreskin of the penis. Further,
the female labia majora correspond to the male scrotum, and the labia minora and vestibular
bulbs are the counterpart to the corpus spongiosum of the penis. The corpora cavernosa, as
well as the glans of the penis and clitoris, are comparable as well.

Common Steroid Biochemistry of Sex Hormones
As shown in Figure 3-27, molecules of steroid hormones have a similar common “core.”
Shown are the molecular structural diagrams for the three most common estrogens along
with two forms of testosterone. While there are important differences in some of the side
chains of these molecules, there is an obvious uniformity at the core of these molecules.

Another significant hormonal similarity between women and men is that the adrenal
glands in both women and men secrete both androgens and estrogens. We all have the sex
hormones of both sexes in our bodies, albeit in very different amounts. One of the factors
thought to contribute strongly to a woman’s sex drive is the amount of androgens her adre-
nal glands are secreting. Chapter 13 discusses this more in
terms of hormone replacement therapy for women in later
adulthood.

Common Genital and Internal Adaptations 
for Conception
Because both eggs and sperm are incredibly delicate cells eas-
ily killed by even tiny adverse changes in their chemical en-
vironments, special protections for these special cells have
evolved. Small changes in moisture, temperature, acidity or
alkalinity, and even light affect the reproductive system, and,
therefore, both women and men have evolved internal and
external genital structures to protect gametes from these po-
tential threats.

For example, one of the reasons for the shape of the pe-
nis is that it facilitates inserting semen far into the woman’s
body. Similarly, the vagina’s depth helps isolate sperm well
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Letter to Dr. Ruth Westheimer

Question:
I have a question about ejaculation. When ejaculating, should
my sperm shoot out of my penis? I mean, how far? It does come
out but does not shoot any distance. It more or less just flows
out. Is this a problem—can I still fertilize the egg if it does not
shoot out? What should I do?

Answer:
Don’t confuse your penis with a gun. Sperm are not bullets that
fly up into the woman, but instead they swim up through the
cervix. Since your penis penetrates into the vagina, the speed at
which the sperm are deposited doesn’t matter because they’re in
the right place to get where they have to go. It is true that some
men can’t produce babies if they don’t make enough sperm, but
that has nothing to do with how vigorously the semen comes
out.

FIGURE 3-27 Note the com-
mon steroid core to both male
(left) and female (right) sex
hormones. At left are the hor-
mones testosterone (top) and
dyhydrotestosterone (bottom).
At right are estradiol-17�
(top), estrone (middle), and
estriol (bottom).



away from the outside environment’s potential hazards. Although the interior of the vagina is
acidic, secretions from the prostate gland neutralize this acidity without impairing sperm
motility. Secretions from the cervix, uterus, fallopian tubes, prostate gland, seminal vesicles,
and Cowper’s glands all act to preserve the viability of eggs and sperm and to facilitate their
getting together. Despite obvious differences, both women’s and men’s bodies are well suited
to manufacture and nurture gametes and ensure that they eventually get together.

Common Hormonal and Behavioral Adaptations
Women and men have many of the same sex hormones, particularly those secreted by the pi-
tuitary. The pituitary gland in both sexes secretes FSH and LH. Although these are chemically
the same in both sexes, their actions on the ovaries and testes are very different. In other
words, the production of eggs in women and spermatogenesis in men are both stimulated and
regulated by the same pituitary hormones. In both sexes, the hypothalamus secretes the same
substance, gonadotrophic releasing hormone (GnRH), which stimulates the pituitary.

Finally, the combined actions of pituitary and sex hormones on the behavior of women and
men involve activities that serve to prepare for, provide for, and protect the newborn. For ex-
ample, in females, several hormones regulate pregnancy precisely, stimulate milk production
at the right time, and foster the mother-baby bonding that is so important for the survival of
the infant and the development of a nurturing relationship. Similarly, in men, androgens that
build body bulk and increase aggressiveness had an important historical role for hunting, gath-
ering, and defending behaviors that helped ensure the survival of the newborn and the mother.
Although these structures look different, their basic developmental and biological similarities
are important. They are variations on a theme rather than entirely different melodies.
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Conclusion

This chapter emphasizes the important relationship between a
healthy self-concept and a healthy body image. We feel the most
successful sexual communication can take place only when peo-
ple understand the structures and functions of their bodies and
appreciate that diverse sexual anatomy is the rule. Despite many
people’s idealized notions about physical attractiveness, the hu-
man body has many different forms and configurations, and one
needs to be comfortable with this fact. Genital self-examination is
a simple exercise in self-discovery. The more you know about
yourself and the more of yourself you have seen, the more com-
fortable you will feel.

Although the anatomical issues in this chapter are fairly
straightforward, one gains a real sense of the beauty and wonder
of the human body from close examination. While women have

always been aware of some of the ways their bodies change
through the menstrual cycle, learning about the intricate commu-
nication among the hypothalamus, pituitary gland, ovaries, and
uterus often inspires a new sense of wonder. Similarly, while most
men know the appearance of their ejaculate, a fuller understand-
ing often leads to an appreciation of just how many things have to
go right for mature, motile sperm to arrive in the penis and then
to reach the ovum.

This chapter focuses on the “normal” state of affairs in healthy
individuals in adolescence, young adulthood, and adulthood. We
have not yet looked at many of the predictable changes that ac-
company the aging process or any of the problems that can occur
in sexual or reproductive health or wellness. 

Learning Activities

1. Describe when an adolescent female should have her first gy-
necologic examination. Do you think a chaperone should be pres-
ent during this examination? In some states, the person paying for
medical services is entitled to learn the outcome of the medical ex-
amination or laboratory tests—do you think such laws are fair and
appropriate?

2. Advertisements often depict menstruation as inconvenient,
painful, or unclean, sometimes also implying temporary personal-
ity changes. Women with normal, menstruation-related mood
changes are offered many over-the-counter products of question-
able effectiveness. Consider that the word “medicine” itself im-
plies the person has some sickness and potential incapacity. Do
you think these medications and products are necessary? If you
have ever used one, does it work?

3. This chapter discusses the anxieties of some men about penis
size and myths of how size relates to masculinity and female re-
sponsiveness during intercourse. Some “men’s magazines” have
advertisements of products that supposedly address these con-
cerns. These magazines, while depicting nude women in provoca-
tive poses, advertise various sex “aids” and devices. The claimed
benefits are stated clearly, but the validity of these claims is highly
dubious. For example, here is an advertisement for an elaborate
suction pump that is applied over the penis:

Have you ever wanted an 8-inch penis? Or even 10 or 12 inches?

Let’s face it, all men are not created equal. If you have ever been

jealous of men with a huge, thick penis, the MONGO is the an-

swer for the man with a small penis. The MONGO prosthesis de-

sign must add a minimum of 4 inches to your penis and add 30



percent to the diameter of your penis or your money will be re-

funded.

a. Consider whether this product might be potentially harmful
or painful.

b. Speculate on a woman’s reaction to being involved in a sex-
ual interaction using this device.

c. Describe the emotional and intellectual characteristics of a
man who would purchase this device.
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Key Concepts

• Anatomy is the study of the physical structures of the body and
organ systems. Physiology deals with the functions of these parts
and organs. Endocrinology is the study of the body’s ductless
glands that manufacture hormones and secrete them into our cir-
culatory system.

• Self-esteem and body image affect each other throughout the
life span.

• Hormones usually work on the basis of negative feedback sys-
tems, in which shortages or excesses of hormones in the blood
stimulate the secretion of more or less of that hormone.

• Cultural and subcultural customs and rituals often influence
the meaning of menstruation within a society.

• It is important for both women and men to be thoroughly fa-
miliar with the structures and functions of their bodies. A genital

self-examination can teach a person much about his or her genital
anatomy and allows both women and men to become more “at
home” with their bodies.

• Common or sometimes unusual anxieties surround the impor-
tance of penis size. Most of these concerns are unnecessary and
without foundation.

• The female and male sexual and reproductive systems have sev-
eral interesting and important similarities. There are common ge-
netic, embryological, biochemical, anatomical, and hormonal as-
pects of these two systems. These commonalities reveal that
women and men are more alike than many people realize.

• The female and male sexual and reproductive systems both
function in intricate ways to ensure the best conditions for the de-
velopment of ova and sperm and their union for reproduction.





Gender, Sexual Identity, 
Self-Concept, and the

Psychosocial Environment

Gender, Sexual Identity, 
Self-Concept, and the

Psychosocial Environment

OBJECTIVES

When you finish reading

and reviewing this chapter,

you should be able to:

� Explain how the concept of gender can be considered from
three different but related perspectives: biological,
psychological, and social.

� Explain attribution theory, discuss the distinction between
internal and external attributions, and describe the
fundamental attributional error.

� Describe the role of sex chromosomes and genes in
influencing the sex of human offspring.

� Define what a hormone is, and discuss hormones that affect
male and female prenatal sexual differentiation.

� Describe the internal and external male and female sexual
differentiation in the human embryo and fetus.

� Summarize the relationship among sex hormones, sexual
feelings, and sex drive in women and men.

� Describe the psychosocial aspects of how children learn
traditional gender roles, and discuss the impact of this learning
on self-concept and self-esteem.

� Describe androgynous ways of thinking, feeling, and behaving.

� Define transsexuality and transgenderism, and explain the
general medical and psychosocial approaches to the treatment
of gender dysphoria.

� Summarize some male responses to feminism and reasons for
these reactions.

� Describe how gender differences influence male/female
relationships and sexual communication between men and
women.

� Summarize the relationship between sexuality and advertising,
and describe societal responses to such advertising.

� Explain how children, adolescents, and adults interpret and
evaluate sexual messages in the media.
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T he term sex is usually used to describe the biological or genetic designation of male-
ness or femaleness. In most cases, this designation is clear, based primarily on chro-

mosomal, anatomical, physiological, and endocrine considerations. This is perhaps the most
basic and obvious way that most of us began learning and thinking about sexual matters and
questions, but this is only part of the story. The term gender role is a more complicated no-
tion. This term refers to a variety of societal expectations about “appropriate” or “expected”
ways we are supposed to behave as females or males. In addition to overt behaviors, gender
roles concern how we think and feel about being women or men. Not everyone in our cul-
ture, or people throughout the world in diverse cultures, thinks of gender roles in exactly
the same ways. Our perceptions influence how sensitive we are to such psychosocial “de-
mands” in the environments in which we live. For example, sometimes we do not even no-
tice the traditional role expectations for masculinity and femininity, but at other times we
might genuinely feel stifled by a perceived need to act in a way expected because of our
maleness or femaleness. Finally, gender identity refers to how comfortable we are in our
gender roles. Gender identity is influenced by society’s expectations. Sometimes we are at-
tuned to the congruence of our biological attributes as women and men with our interpre-
tations of our gender roles. At other times we are entirely unselfconscious about this subtle
internal comparison.

Although you may not have thought in these terms before, you have probably thought
about things related to these concepts. For example, if you’ve ever looked in a mirror and
wondered whether you were an attractive man or woman, then you have been analyzing the
implications of biologically based conceptions of sexuality for you personally. Similarly, if you
have wondered whether you think like a “typical” or “real” man or woman, you are wonder-
ing about your own gender identity. The question concerns the fit between your biological
sex and how you think you are supposed to think, feel, or act as a woman or a man. Behind
these private personal questions lies another important question: “Which is more important
for my physical and psychological sexuality—my own opinions or those of others or society
as a whole?” Much of this chapter deals with this question.

A Note on Chapter Organization

As you have already noted, gender issues can be quite complex. We believe that they are best
approached from three complementary perspectives: biological, psychological, and social. We
begin by viewing gender as a biological construct. An incredible number of complex hormonal
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From Dr. Ruth Westheimer

I ’m sure you’ve heard the phrase “the battle of the sexes.” Not
that long ago I co-hosted a comedy special with George

Hamilton with just that title. In it, we poked fun at American
stereotypes of differences between the sexes. But as we enter the
new millennium, that battle has de-escalated into just minor skir-
mishes for many couples. As more women have entered busi-
ness, industry, medicine, law, and education, men and women
haven’t had the time or energy to fight, but have pooled their
abilities and resources to survive these stress-filled times.

Of course, this change has occurred mostly in Western cul-
tures. Many other parts of the world haven’t even reached the
“battle of the sexes” stage because women are so completely
dominated by men that they don’t dare disobey. I know what
one kind of that discrimination is like: when I was a young girl
in an orphanage in Switzerland, only the boys were allowed to

study academic subjects. The only training girls got was how to
be a housekeeper. (Thanks to my boyfriend at the time, I got
some schooling from reading his books at night.) Of course,
many men and women in the United States today still have not
been fully enlightened. I believe that the pace of rapprochement
is speeding up, however, so it won’t be long before some of the
prime battlefields of old will have been totally forgotten.

Still, differences between the sexes do exist, and one of the
aims of this chapter is to describe them and discuss how and
why they develop as they do. Although there are obvious bio-
logical differences between men and women, those don’t ex-
plain very much about the stereotypes of being a man or being
a woman. Our goal in discussing gender differences is not to see
them as good or bad, but only different and certainly interesting.

Sex An individual’s biological
designation as either female or
male.

Gender role The beliefs and
behaviors a person acts out in
accordance with their thoughts
about being a male or female
person.

Gender identity One’s self-
perceptions as either a female
or male person according to
the customs and traditions of a
particular culture.



events trigger the differentiation of male and female internal and external sexual anatomy be-
fore birth. Sometimes this process does not go smoothly, and “mismatches” occur between a
developing embryo’s genetic sex and the appearance of the body. Another issue concerns the
impact of sex hormones on feelings of well-being and on what is sometimes called the “sex
drive.” We will explore whether stereotypical differences between women and men are in-
deed based on real hormonal differences.

Our approach then switches to consider gender as a psychological construct, including
what happens inside our own minds in relation to gender issues. We will explore why and
how and to what extent we are comfortable with our masculinity or femininity. We will ex-
amine how gender roles develop throughout childhood and adolescence in a process some
scientists call “gender-role typing.” Learning to be a boy or girl is by no means a simple or
brief process but one that takes many years and involves many kinds of messages from the
family and the social environment. We will also look at some noteworthy racial differences
in gender-role typing in this country.

Last, we will examine gender as a social construct. This approach concerns interpersonal
aspects of gender, behavior, and the wider social setting. Gender and role expectations are re-
lated to where and how we grow up and live our lives, as well as our thinking about male-
ness and femaleness. Sometimes these concerns are not easy to predict or understand. For ex-
ample, many men have highly negative reactions to militant feminism and express their
feelings freely. There are also scientific data to support some of the aspects of the old sexual
stereotypes about men and women. Another important issue involves the media. Sex sells.
Television has an immense influence on many people, especially the young. Finally, there is
something to be learned from other societies and how they view their women and men and
their respective roles.

Attribution Theory

Psychologists use the term attribution for how people try to explain what they see in the be-
havior of other people. As we observe women and men in our day-to-day activities, we can
ask whether observed behaviors are due to gender-based attributes or the circumstances. For
example, let’s say that someone of unspecified gender has a flat tire on an isolated road late
at night. If a male stopped to help, it is likely that we would make an attribution based on
the particular situation. After all, in circumstances involving cars, flat
tires, lonely roads, and the need for help, we would expect a man to stop
and offer aid. If you think that this attribution is based on a stereotype
about men, you are correct. Consider, however, a lone woman stopping
and offering help in the same situation. This is not something women
usually do, and it may take an unusual woman to do it. Here, the attri-
bution is based on the individual’s strong altruistic tendencies. In all,
stereotypes, personality, and situation should all be considered when we
try to understand reasons for what we observe. 

An important aspect of attribution theory is the fundamental attribu-
tion error. This refers to the bias in how we try to explain behaviors we
observe: generally, we tend to attribute too much importance to person-
ality factors and discount social factors. For example, Dave has promised
his wife Nan that he will clean out the garage Sunday afternoon. But
when Sunday arrives, Dave backs out of his promise. The fundamental
attribution error might lead some to say: “Isn’t that just like a man!”
when actually Dave has obtained a rare ticket to a Rembrandt exhibit.
The error is to de-emphasize the personal qualities that led Dave to
break his promise and dwell on a stereotype of how men behave when
faced with an unpleasant domestic task. This theory can be useful for ex-
plaining the behaviors of women and men based on gender stereotypes
(Fig. 4-1). Wouldn’t it be nice if we just saw people as they are rather
than as what we expect them to be as women or men?
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Attribution theory A psy-
chological theory that attempts
to explain why people behave
as they do. Some attributions
emphasize the importance of
environmental expectations
while others focus on the indi-
vidual’s own characteristics.

FIGURE 4-1 Historically, most
librarians were women, but
today this profession has
many men working at all lev-
els of responsibility. The
stereotype of the “spinster” li-
brarian is no longer supported
by our common observations.



Gender as a Biological Construct

Genes and Chromosomes
Beginning at conception, there is a complex sequence of events involving chromosomes and
the genes on them. These formulate the directions for normal female or male development to
begin. Later, the embryo’s early sex glands and the tiny amounts of hormones they produce
become very important.

Sex cells are called gametes. Female gametes are called ova (singular, ovum) or some-
times “eggs”; male gametes are sperm. Other body cells are called somatic cells. Somatic cells
have 46 chromosomes grouped in 23 pairs (Fig. 4-2). Twenty-two of these are matched pairs,
meaning that both chromosomes of the pair are similar. Each matched set is called an auto-
some. Autosomes are the same for genetic males and females and have little to do with the
creation of maleness or femaleness. The twenty-third pair has two chromosomes that are dif-
ferent in males and females; these are called sex chromosomes. Females have two of the
same sex chromosomes, both called X chromosomes, giving genetic females an XX sex chro-
mosome designation. In contrast, males have one X and one Y sex chromosome, or an XY sex
chromosome designation.

Gametes are not like somatic cells; they do not have twenty-three pairs of chromosomes,
but twenty-three chromosomes, period. Twenty-two are autosomes, and one is a sex chro-
mosome. An ovum has 22 autosomes and an X sex chromosome, and a sperm has 22 auto-
somes and an X or Y sex chromosome. At the moment of fertilization, 22 of the mother’s au-
tosomes are joined with 22 of the father’s autosomes. The ovum contributes an X sex
chromosome and the sperm contributes either an X sex chromosome or a Y sex chromosome.
If the fertilized ovum has an XX sex chromosome composition, the embryo and later the fe-
tus will be female. If the fertilized ovum has an XY sex chromosome composition, it will be
male. These sex chromosomes guide the development of the internal, external, and hormonal
characteristics of the offspring.

The process of sexual differentiation in the developing fetus is quite complicated. Let’s be-
gin with the gonads (the sex glands)—ovaries in females and testes in males. A gene on the
Y sex chromosome directs the formation of the male’s testes; if there is no Y sex chromosome,
there are no instructions for the creation of testes, and ovaries will instead develop. There is
apparently also a gene, or perhaps several, on the X chromosome with a role in the develop-
ment of ovaries (Eicher, 1994; Bardoni et al., 1994).

Hormones
Until 6 weeks after conception, the gonadal sex of the embryo is not apparent; sexual differ-
entiation has not yet occurred. In the genital region of this early embryo there is virtually no
difference between genetic males and genetic females. As soon as the gonads become func-
tional, however, this situation changes dramatically and quickly. Hormonal sex now be-
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Gamete A sex cell; sperm
and ova are gametes.

Somatic cells Body cells, as
distinguished from gametes.

Autosome A chromosome
that is not a sex chromosome.

Sex chromosomes The
twenty-third pair of human
chromosomes, which determine
one’s genetic sex as either fe-
male or male.

Gonads Sex glands: a
woman’s gonads are her
ovaries; a man’s gonads are his
testes.

Hormonal sex An individ-
ual’s sexual characteristics re-
sulting from the predominant
secretion of testosterone from
the testes or estrogens from the
ovaries.

FIGURE 4-2 A scanning electron
micrograph of human chromo-
somes.



comes obvious. A hormone is a chemical substance produced in one of the body’s endocrine
glands secreted directly into the bloodstream. (There are many different endocrine glands,
e.g., pituitary, thyroid, thymus, pancreas, adrenal, testes, and ovaries.) Sex hormones are ex-
amples of a larger family of chemical compounds called steroids. Once in the circulatory sys-
tem, hormones travel to their destination (usually another endocrine gland) and affect the ac-
tivity of that “target organ.” As the ovaries of a genetic female begin to develop, they secrete
hormones called estrogens and a hormone called progesterone. There is actually no single
hormone called “estrogen”; this term refers to a family of eight different hormones that dif-
fer in chemical structure and potency. The testes of a genetic male begin to secrete andro-
gens; the best known of these is testosterone. While these hormones have several functions
in the developing and mature individual after birth, their prenatal action contributes to nor-
mal sexual differentiation. In tiny amounts, these agents direct the development of internal
and external sexual anatomical structures in females and males. Our biological sexual char-
acteristics thus begin only a few weeks after conception.

Internal Sexual Anatomy
The internal and external sexual anatomy of the embryo begins to develop very early. At 7 or
8 weeks after fertilization, one of two different internal systems of ducts and tubes begins to
develop, depending on the genetic sex. Both were present before differentiation began. In ge-
netic males, the Wolffian ducts begin to develop; in genetic females, the Müllerian ducts ma-
ture. These in turn will further differentiate into all of the internal male and female sexual
anatomical structures. In genetic males, androgens stimulate the Wolffian ducts to differenti-
ate into many internal anatomical structures: epididymis, the seminal vesicles, the vas defer-
ens, and the ejaculatory ducts. In addition to androgens, the embryonic testes also secrete a
substance called Müllerian-inhibiting substance, which acts to cause the Müllerian ducts to
regress and disappear. A 1994 study (Hack et al.) demonstrated that a gene on the Y chro-
mosome is responsible for the secretion of Müllerian-inhibiting substance. The male hor-
mone that directs this remodeling process, testosterone, is converted into dihydrotestos-
terone (DHT), which stimulates the development of the prostate gland.

Because no androgens are present in the female, the fetus begins to develop female inter-
nal and external sexual structures. The Müllerian ducts develop into fallopian tubes, the
uterus, and the upper part of the vagina, while the Wolffian duct system regresses and disap-
pears. This occurs mainly because the fetus’ ovaries do not secrete testosterone or Müllerian-
inhibiting substance, which leads to sexual differentiation in genetic males. While these
changes are occurring internally, sex-specific external anatomical structures are also devel-
oping (Fig. 4-3).

External Sexual Anatomy of the Fetus
Hormones have a major role in directing the development of external sexual anatomy. If DHT
is not present, as in genetic females, the genital tubercle (Fig. 4-4) develops into the clitoris
and the genital folds become the labia minora and outer portion of the vagina. The labio-
scrotal swelling, in turn, differentiates into the labia majora. If DHT is present, however, as
in genetic males, the genital tubercle develops into the tip of the penis (glans) and the geni-
tal folds become the shaft of the penis. The labioscrotal swelling differentiates into the scro-
tum, although at this prenatal stage of development the scrotum does not yet contain the
testes (Eicher, 1994). The development of internal and external sexual anatomy is complete
by the end of the third month of pregnancy. Table 4-1 lists some homologous sexual struc-
tures in males and female.

Although most people know the anatomical differences between women and men, not
everyone is aware of the significant similarities. Often people are surprised to learn how
much alike the two sexes really are. As in other aspects of sexuality discussed elsewhere in
this text, the similarities between women and men are more interesting than the differences.

Anomalies in Sexual Differentiation
Sometimes development, as described previously, does not go smoothly, resulting in some
very unusual outcomes. Examples of abnormal sexual differentiation are described here not
to shock you with bizarre tales of genetic and hormonal mishaps but in order to clarify some
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Hormone A chemical sub-
stance secreted by an en-
docrine gland into the blood-
stream that travels to some
distant target organ in the
body and changes its activity.

Endocrine glands Glands
that secrete hormones directly
into the bloodstream. En-
docrine glands are discrete
bundles of tissue closely linked
to the circulatory system.

Steroids A class of chemical
compounds sharing the same
general molecular structure.
Sex hormones are steroids.

Estrogens A family of eight
different female hormones that
are responsible for a woman’s
secondary sexual characteris-
tics, menstrual cycle, and
fertility.

Progesterone A hormone
secreted by the corpus luteum
that prepares the endometrium
for the implantation of a fertil-
ized ovum. Along with estro-
gen, it coordinates the regula-
tion of the menstrual cycle and
the maintenance of pregnancy.

Androgens A family of male
sex hormones secreted by the
testes in men and the adrenal
glands in both women and
men.

Testosterone Male sex hor-
mone. Testosterone is a form of
androgen.



basic concepts. First, anything unusual in early embryonic sexual differentiation will have ef-
fects that accumulate and are magnified as tissues develop and the organism matures. Second,
sometimes discrepancies occur that are not always apparent in physical appearances; in many
cases these abnormalities cannot be detected by only looking. Although the conditions de-
scribed here involve biological aspects of gender, how individuals cope with them and the
gender identity challenges they pose involve psychological and social issues as well.

Congenital Adrenogenital Syndrome In some cases, female embryos are inadver-
tently exposed to male hormone (androgen). This can happen in a number of ways. For ex-

ample, if the adrenal glands of the developing female embryo
produce too much androgen, this has the effect of masculiniz-
ing the female embryo’s genitalia. (Male and female adrenal
glands secrete both estrogens and androgens in both sexes.)
An excessive amount of androgen causes the congenital
adrenogenital syndrome, sometimes referred to as congenital
virilizing adrenal hyperplasia (Fig. 4-5). “Virilizing” means
to make masculine or male-like (virile); “hyperplasia” refers to
an abnormal or unusual increase in the number of cells com-
prising the adrenal gland.

Normal genetic female embryos have been exposed to ex-
cessive androgen in another way as well. From the late 1940s
into the late 1950s, some obstetricians used androgen as a
progestational drug—an agent intended to reduce the risk of
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miscarriage. Androgen was an effective progestational agent;
however, androgen also masculinizes female embryos. Al-
though these female infants have an XX chromosome desig-
nation, they are born with an enlarged clitoris that looks very
much like a penis. The labia are joined together in such a way
that they look almost exactly like a male infant’s scrotum. In
some instances, a tiny vaginal opening is apparent. Despite
these external masculine traits, the internal sexual anatomy
is clearly female: ovaries, fallopian tubes, a uterus, and a
vagina are present.

Careful diagnostic assessment typically reveals this ab-
normality. Plastic surgery is usually performed and/or hor-
mones administered so that genital appearance conforms
with the female’s genetic sex. This individual has normal fer-
tility in later life. Obviously it is important to diagnose this
problem as early as possible and correct the situation so there
is a match of chromosomal and genital sexual attributes
through normal childhood development.

Congenital Insensitivity to Androgen Syndrome An inherited X-sex chromosome-
linked trait called androgen insensitivity syndrome or “testicular feminization” occurs
rarely. A genetic male with appropriate X and Y sex chromosomes has a body in which so-
matic cells are not sensitive to and do not respond to androgens. In androgen insensitivity
syndrome the gonads (testes) and internal sexual ducts are male though they have not de-
scended, as the testes usually do, by birth. There is no scrotum for them to descend into. The
external genitalia are female, with the vagina ending in a kind of dead-end pouch. The inter-
nal sexual anatomy, however, is not female, because the testes of the fetus secreted the
Müllerian-inhibiting substance causing the lack of a uterus or fallopian tubes; the individual
is therefore sterile. By the appearance of the external genitalia, the new baby seems a female
and is therefore raised as a girl. Often nothing seems unusual until adolescence, when the
young “woman” and perhaps her parent(s) become concerned that she has not started hav-
ing periods. Interestingly, breast development progresses “normally” as the process is nor-
mally affected by the secretion of estrogens. Adjustment to traditional female gender role ex-
pectations is generally uncomplicated in these individuals.

DHT Deficiency As described above, dihydrotestosterone (DHT) is one of the metabolic
by-products of testosterone. Testosterone passes easily through the cell membranes of genetic
males and is then converted to DHT. DHT is far more potent than testosterone itself. A rare
abnormality of prenatal sexual differentiation involves a mutant gene that inhibits the con-
version of testosterone into DHT. The testes do not descend into the scrotum before birth,
and the external genitalia have an ambiguous, somewhat female
appearance. Internal sexual anatomy is male.

The first clinical assessment of DHT deficiency was reported
in the Dominican Republic in the 1970s (Imperato-McGinley,
1976; Money, 1976). Reports revealed that 38 villagers had a most
unusual puberty. Because of their apparently female external gen-
italia, these youngsters were raised as girls. As commonly occurs
with other problems of prenatal sexual differentiation, develop-
ment seemed to proceed normally until puberty, when the ex-
pected appearance of secondary sexual characteristics did not
happen. Yet in the case of DHT deficiency, these adolescent “girls”
began to develop male secondary sexual characteristics. Their cli-
torises enlarged significantly and turned into penises. This condi-
tion was referred to in the Dominican Republic as guevedoce,
which literally means “penis at 12.” They were also referred to as
machi-hembra, “first woman, then man.” Apparently at puberty
the increased secretion of testosterone from the newly descended
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TABLE 4-1

Homologous Sexual Structures in Males 
and Females

Male Female

Testes Ovaries
Prostate gland Skene’s glands
Cowper’s glands Bartholin’s glands
Shaft of penis Labia minora
Scrotal sac Labia majora
Foreskin of penis Hood of clitoris
Glans of penis Clitoris

enlarged clitoris

fusion of labia majora

FIGURE 4-5 In congenital vir-
ilizing adrenal hyperplasia,
masculinized genitalia are
common. The labia majora
are fused. Here, a highly en-
larged clitoris is obvious.

Androgen insensitivity
syndrome A chromosomal
abnormality in which the body
cells of a genetic male are in-
sensitive to androgens, testos-
terone in particular, and as a
consequence the male devel-
ops normal-appearing female
sexual characteristics; also
called testicular feminization.



testes is sufficient to trigger an external masculine appearance. An interesting aspect of this
study is that these individuals reported that they had never felt fully comfortable with their
“assigned” feminine sex and had experienced ambivalence about the female gender roles in
which they were raised. A recently published report (Imperato-McGinley & Zhu, 2002) notes
that when these young men reach adulthood the prostate gland is small and immature. Fa-
cial and body hair is either missing or sparse. If the testes descended at puberty, sperm pro-
duction is normal. The seminal vesicles, vas deferens, and epididymides are normal in struc-
ture and function.

A Case of Genital Mutilation in Infancy Some highly convincing data support the
idea that one can learn a gender identity different from one’s biological sex and that in some
cases the adjustment is very successful. An interesting example of this occurred in 1965.

Money and Tucker (1975) relate the story of a couple who took their healthy seven-
month-old twin sons to their doctor to be circumcised, resulting in an unfortunate accident:

The physician elected to use an electric cauterizing needle instead of a scalpel to remove
the foreskin of the twin who chanced to be brought to the operating room first. When the
baby’s foreskin didn’t give on the first try, or on the second, the doctor stepped up the cur-
rent. On the third try, the surge of heat from the electricity literally cooked the baby’s pe-
nis. Unable to heal, the penis dried up, and in a few days sloughed off completely, like the
stub of an umbilical cord. (91-92)

The parents were, of course, devastated. A local plastic surgeon referred them to the Johns
Hopkins University Medical Center at about the same time that the couple saw a television
program about transsexuality (a topic considered later) and the counseling and surgery for
such a gender transition at Johns Hopkins. By the time of their initial consultation, the infant
was already 15 months old. Was it too late for this baby to begin anew as a girl? The medical
psychologist involved, Dr. John Money, thought it definitely was not too late and said that the
parents had until the child was 30 months old to make this difficult decision.

The mother and father decided to proceed. Several operations were required. The boy’s
testicles were removed, his urethra repositioned, and his scrotum was fashioned into an
anatomical structure resembling a vagina. Female external genitalia could be created surgi-
cally, and later hormone supplements would feminize “her” body into a feminine form. Of
course, conception and pregnancy were out of the question, but she could become a fully ad-
equate and supportive mother to an adopted child.

In 1997 (Colapinto, 1997) the case was reported thoroughly. It became known as the case
of “John/Joan,” and it turned out that this individual never felt comfortable in the feminine
role he was given for the first 15 years of his life. Colapinto depicts Dr. Money as an assertive
and somewhat dogmatic researcher who was not always kind, open, and honest with John
and his family. Apparently, John knew from his earliest memories that he was not a girl, and
he did not have any of the traditional interests of girls. He felt odd and was abusively taunted
by his male playmates while growing up.

As puberty approached, a decision had to be made about giving John estrogen supple-
ments and surgery to create a vaginal “pouch” inside his “vagina.” John took the estrogen
pills (irregularly) and developed small, rudimentary breasts, but he and his parents refused
the genital surgery. At the age of 14, “Joan” stopped living as a girl and began to dress like a
boy. In 1980 “Joan” had her slightly developed breasts removed, and plastic surgeons fash-
ioned a penis; since that time “Joan” has been “John.” But the terrible psychological problems
of his past continue to haunt him well into adulthood.

We share this story with you to demonstrate that while chromosomal, anatomical, and
physiological aspects of sex and gender identity are powerful factors in how we grow up as
boys and girls, the process also strongly depends on the psychosocial environment and the
nature of support or reinforcement one receives for gender-related behaviors. “John/Joan’s”
story is a compelling example of the importance of an interaction among biological, psycho-
logical, and social ways of thinking about gender.

Klinefelter’s Syndrome and Turner’s Syndrome So far we have examined instances
of abnormal sexual differentiation and some of the problems associated with having physical
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characteristics that do not correspond to XX and XY sex chromosomal
designations. In other types of chromosomal disorders a different
problem occurs. In Klinefelter’s syndrome, a genetic male has an ex-
tra X sex chromosome, creating 47 chromosomes instead of 46, with
an XXY sex chromosome configuration. This syndrome is the most
common chromosomal abnormality in humans (Visootsak, Aylstock,
& Graham, 2001), and the primary care physician faces a special chal-
lenge in coordinating medical support which may involve the assis-
tance of an endocrinologist and a developmental psychologist. Its
prevalence is approximately 1 in every 500 live male births, but this
condition is typically not diagnosed until adulthood. This male has
testes and all normal internal and external sexual anatomy. However,
testosterone production is significantly reduced and the testes pro-
duce no sperm; the man is sterile and often impotent. Testosterone in-
jections can often increase sexual interest and restore potency, but not fertility (Kolodny,
Masters, & Johnson, 1979).

In Turner’s syndrome, the Y sex chromosome is missing; the affected individual has 45
chromosomes and only one sex chromosome (the X). This female’s ovaries do not form prop-
erly, but her external genitalia are normal. She has a uterus and fallopian tubes. A character-
istic constellation of signs accompany Turner’s syndrome: infertility, absence of menstruation,
shortness of stature, unusual facial appearance, and heart and kidney anomalies. Often the
condition is not diagnosed until adolescence when the girl does not start to menstruate or ex-
perience the normal adolescence growth spurt. Turner’s syndrome has an incidence of 1 in
2500 live female births. Recent evidence shows that adolescents with Turner’s syndrome are
more likely to be diagnosed with attention-deficit hyperactivity disorder (McCauley, Feuillan,
Kushner, & Ross, 2001), while adults with this chromosomal abnormality have normal ver-
bal abilities, but measurable deficits in spatial and perceptual skills, eye-hand coordination,
visual memory, and attention span (Ross, Stefanatos, Kushner, Zinn, Bondy, & Roeltgen,
2002).

Hermaphroditism and Pseudohermaphroditism Hermaphrodites are extraordinar-
ily rare; the exact prevalence of this highly unusual abnormality in sexual differentiation is
not known. They are born with both ovarian and testicular tissue (Fig. 4-6). Some have one
gonad of each type, and others have gonads that combine the two types of tissues. The in-
ternal sexual anatomy of hermaphrodites is confused: most have a uterus, and some have a
fallopian tube on one side of the body with a vas deferens and/or epididymis on the other
side. In some instances male and female internal anatomical structures develop on both sides
(Parker, 1998).

Pseudohermaphroditism, an abnormality in sexual differentiation, refers to a mismatch
between an individual’s genetic sex and the development and appearance of external
genitalia, such as in the fetally androgenized female discussed above. The prevalence of 
this anomaly is estimated to be one in every 1000 live births (Green & Green, 1965) 
(Fig. 4-7).

Differences in Male and Female Human Brains
In recent years much research has investigated whether the brains of women and men are
identical or perhaps different in some ways. This can be a complicated subject. If there are
differences, are they consistent and significant? If there are consistent, significant anatomical
differences, are they reflected functionally in the ways men and women think, emote, or be-
have? Another crucial issue would be the meaning of any observed anatomical and/or phys-
iological differences in male and female brains. Such information would have to be assessed
within the context of the psychosocial environments in which brains function. According to
Kolb and Whishaw (1996), there are important sex-related differences in how the cerebral
cortex is organized in women and men.

Since the 19th century we have been aware of consistent, measurable differences in the
size and weight of the brains of adult human men and women. But when we correct for dif-
ferences in body size, the sex differences are much less obvious (Peters, 1991; Ankney, 1992)
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FIGURE 4-6 Hermaphro-
ditism. Both internal and ex-
ternal sexual and reproductive
structures of women and men
are present to some degree.
External genitalia are an
anatomical “blend” of female
and male structures.

FIGURE 4-7 Female born with
pseudohermaphroditism. 



or not even worth mentioning (Gould, 1981). Brain size differences have not been found to
be very large or important.

Neuroanatomists have examined several specific areas in the brain to look for any meas-
urable, consistent differences between men and women. They have examined the cerebral
hemispheres, the hypothalamus, and the corpus callosum (the thick band of nerve fibers con-
necting the left and right cerebral hemispheres). No large, consistent differences have been
found in the gross anatomical structures of the brains of women and men. It remains to be
seen whether there are functional differences in these areas, however. For example, verbal
abilities seem to be localized primarily in the left hemisphere, and women tend to perform
better on tests of these skills. Spatial abilities seem to be localized primarily in the right hemi-
sphere, and men tend to perform better on tests of these abilities. While such performance
differences might seem clear, any anatomical differences are not. Kolb and Whishaw suggest
that six possible factors account for sex differences in neurological functioning: “(1) differ-
ential brain organization, (2) hormonal effects on cerebral function, (3) genetic sex-linkage,
(4) maturation rate, (5) environment, and (6) preferred cognitive mode” (p. 227). Clearly it’s
risky to attribute behavioral differences between women and men to differences in brain
structure.

Sex Hormones, Sexual Feelings, and Sex Drive
A final issue of gender as a biological construct concerns the extent to which sex drive, sex-
ual inclinations, and sexual feelings are associated with sex hormone levels in women and
men. This question directly confronts stereotyped differences in sex drive between women
and men. One stereotype regards men as “ever-ready” sexually—that men are always think-
ing about sex, exploring sexual opportunities, enjoying sexual interactions, and planning the
next encounter. This stereotype may be entirely inaccurate, but one should ask if there is any-
thing behind it.

In contrast, the stereotypes about the sex drive of women are different. Folk beliefs sug-
gest women are not as erotically motivated, nor are their world views supposed to be quite
so geared toward frequent intercourse and orgasm. Different attitudes are present at different
times, however, such as the Victorian notion that women were a threat to a man’s self-control,
as we saw in Chapter 2. Whether these stereotypes have any truth behind them cannot be de-
termined conclusively. The estrogen levels in a woman’s bloodstream and the testosterone
levels in a man’s bloodstream clearly are important. 

While we recognize the importance of biological and hormonal factors, we must at the
same time remember that even as biological beings we function in a psychosocial environ-
ment. Does the presence of testosterone in men create a “predisposition” to perceive sexually
“eroticized” environments, while psychosocial factors influence whether such perceptions ac-
tually occur? Although there are no simple answers to these questions, we do know much
about the impact of sex hormones in men and women. Note, however, that much of this re-
search was done with animals. Indeed, virtually every biological aspect of human sexuality
has been explored in other species as well, and what we have learned shows there is a com-
mon heritage among many animals in the evolutionary process.

Sexual desire in men is clearly related to levels of testosterone, but, interestingly, arousal
is not (Wallen, 1995). For example, males with very low levels of testosterone become sexu-
ally aroused promptly when shown erotic materials (Kwan et al., 1976; Bancroft et al., 1974).
These men do not say that their erections are especially enjoyable, however, nor do they seem
motivated after arousal to pursue sexual activity (masturbatory or with someone else). In
other words, arousal seems unrelated to hormone levels, while motivation is. The same phe-
nomenon occurs in women. Sexual arousal in women is independent of the amount of cir-
culating estrogen in the bloodstream, and the capacity to become sexually aroused seems un-
related to where a woman is in her menstrual cycle (Slob, Erneste, & van der Werff ten Bosch,
1990). Nonetheless, a woman’s desire to act on her sexual feelings clearly fluctuates through-
out the menstrual cycle. Becoming sexually aroused and desiring to act on that arousal are
not the same thing.

In other words, there is a very real and important difference in the cyclicity with which
sex hormones are secreted in women and men, and this difference has a measurable effect on
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what is commonly called “sex drive” (Fig. 4-8). That term is
usually used to refer to a person’s inclinations to behave in a
sexual way. Males have a fairly constant level of testosterone
that leads to a fairly constant sensitivity to erotic cues and
desire to act on them. The words “compulsive” and “driven”
are often used for this aspect of male endocrine function
(Wallen, 1995, p. 75). Something very different happens in
women, whose cycles of fluctuating estrogen levels relate to
a changing sex drive. In general for women, through less of
their cycle does the idea of having sex seem especially pleas-
urable, and they may, therefore, seek intercourse less often.
Wallen (1995) makes this point clearly: “. . . peak sexual de-
sire does not differ between men and women; what differs is
how consistently they experience intense sexual desire”
(Wallen, 1995, p. 75).

Gender as a Psychological Construct

Just as basic to our maleness and femaleness as our anatomy is how we interpret the mean-
ing of our sex in the psychosocial arena. What does it mean to be a man or a woman? How
do we learn gender roles? Who or what reinforces our behavior for acting in a “gender ap-
propriate” manner? How and why are we stigmatized for not acting in a “gender appropri-
ate” manner? All of these psychological issues are affected by our social environment, as we
will see later on. These psychological questions involve our self-concept and the feelings of
adequacy and self-esteem that arise from our self-concept. This complicated process, often
called gender role typing, is the developmental process of how we come to think about our-
selves as one sex or the other and the congruence or incongruity we feel between our bio-
logical sex and our gender identity.

How and When Do Children Learn Gender Roles?
Children begin to learn gender roles between the ages of 3 and 6 years. The process is grad-
ual and involves becoming aware of how the social environment regards the actions of men
and women. Generally, the more intelligent the child, the more rapid the gender role learn-
ing (Papalia & Olds, 1995). It can be surprising to see how quickly and uncritically chil-
dren at this age make conventional generalizations about what men and women are “sup-
posed” to act like. According to Haugh, Hoffman, & Cowan (1980), 3-year-old children
used the words “big,” “mad,” and “strong” to describe boy babies and “little,” “scared,” and
“weak” to describe girl babies. Unfortunately, gender stereotypes can foster beliefs about
the restricted aptitudes and abilities of boys and girls. Bem (1976) emphasizes that the
process of learning gender roles in early childhood may
foster the development of adults who are unsure of them-
selves in tasks supposedly done better by the other gender.
The effects of early gender-role learning can be far-
reaching.

The educational environment seems especially important
in gender role learning. Fagot et al. (1992), Fagot & Hagen
(1991), and Huston (1983) reported that even in preschool
(typically ages 3 to 5), children are rewarded for behaving in
a way congruent with their sex and may be punished for be-
having in ways associated with the opposite sex. The same is
often true in daily interactions between parents and their
children. 

The family and psychosocial environment are apparently
more important than biological factors in the development of
gender roles (Fig. 4-9). Even though our society now sup-

Chapter 4 • Gender, Sexual Identity, Self-Concept, and the Psychosocial Environment 101

FIGURE 4-8 Erotic stimuli are
reliably effective in increasing
sexual motivation among
men. In women, however, fluc-
tuating hormone levels are
more clearly related to feel-
ings of sexual interest and in-
clination.

FIGURE 4-9 Until the last few
decades, female gender roles
did not generally allow or
condone observing sexually
provocative male dancing.



posedly is more flexible in its expectations of males and females than in the past, old stereo-
types die hard. Lytton and Romney (1991) analyzed almost 200 studies of the socialization
of boys and girls between 1952 and 1987. Their findings are surprising to some. Most par-
ents still try to influence their sons to act in independent, assertive ways, while they encour-
age their daughters very differently, though girls are not observed or monitored as closely as
their brothers. Parents didn’t seem as concerned about who their daughters played with, the
games they played, or their clothing. Aggressive behavior was viewed as more appropriate for
boys, and expressions of warmth were more acceptable for girls. This leads us to wonder
whether the personal, educational, and occupational gains women have made in the last gen-
eration are reflected in child-rearing practices. Has there been any diluting of the old stereo-
types?

Bronstein (1988) found clear differences in how fathers related to their sons and daugh-
ters. Their interactions with their daughters had more “social” flavor; they were also more en-
couraging, loving, and accepting. In contrast, fathers’ interactions with their sons involved
more regulating and supervising of their behavior; fathers focused more on their sons’ intel-
lectual achievements than on their daughters’ cognitive abilities.

One American family in four now is a single-parent female-headed household, and re-
searchers have studied how this affects the learning of gender roles. Katz (1987) found that
these children are far less influenced by conventional gender stereotypes than children reared
in two-parent households, presumably because a single female parent often tries to act as
both mother and father. Children modeling this maternal behavior, therefore, are less likely
to associate specific tasks, achievements, or emotional styles with either men or women, and
their behavior and feelings reflect both traditional masculine and feminine traits. The term
androgyny refers to this compatible blend of male and female traits, a topic we consider 
later on.

With more single-parent families and more two-paycheck families today, children are
more likely than children only a generation ago to see their parent(s) doing more and differ-
ent things in maintaining the home and caring for the family. Older ways of thinking about
what men and women do and how they participate in child rearing are changing, but only
very slowly. Children of both genders see parents of both genders doing many tasks that
would probably puzzle their grandparents. Men cook and clean and nurture little boys with
scraped knees. Mothers shout at soccer matches and lubricate the chain on the trail bike.
Generally, by adolescence most children have been exposed to traditional gender roles, as
well as unique family circumstances and expectations.

As children grow up, they observe same- and other-sex adults behaving in ways that of-
ten confirm traditional gender-role expectations. These observations happen constantly and
exert powerful influence as children begin to behave in ways they interpret as expected of
them. This process of observational learning (Bandura, 1965) seems to play a major role in
the process of learning to think of ourselves, behave, and monitor our behavior in accordance
with what we think our society expects. In other words, we learn not only by doing but also
by watching as well.

Simply stated, adults are important models in gender-role typing. According to Albert
Bandura, the developer of social learning theory, much of children learning about behaving
in social situations is vicarious. Much of gender-role learning thus takes place quietly and
covertly, based on long-term observations in many different social settings.

There is one other interesting aspect of male gender role development in traditional nu-
clear families. Although, as Bandura suggests, little boys are aware of and sensitive to the be-
haviors of their fathers or other men, often the father is away from the home a great deal and
the mother or other women do most of the childrearing in the child’s early years. In this sce-
nario, is there enough time and meaningful contact between the young boy and his father and
other males for male roles to be learned vicariously (Craib, 1987)? In terms of social learn-
ing theory, it is even more interesting to ponder the impact of a long-term, close, constant
contact with only the mother. These questions may be tangential to sexuality issues, but they
are significant for human growth and development issues. The family situation described
above tends to create another distinction between traditional masculine and feminine roles,
so that even young children may gradually come to think the man’s life and work are outside
of the home, while the woman’s life and world are inside of the home. Even though more
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women work full-time outside the home now than at any time in history, most housekeeping
and child rearing is still done by women.

Gender Roles, Self-Concept, and Self-Esteem
Gender and self-concept are closely related. Just as we gradually develop a sense of maleness
and femaleness, part of this development affects how we think of ourselves more globally. The
sum of all our thoughts and feelings about ourselves is called our self-concept. When a per-
son thinks of “I” or “me,” he or she is actually referring to his or her self-concept, and gen-
der is a large part of this. Because we have observed role models and become sensitive to how
society expects us to act as males and females, our self-evaluations in these terms are an im-
portant part of the self-concept. This situation can become rather complicated. For example,
our self-concept is in some ways based on a personal comparison between the person we are
and the person we would like to see ourselves becoming. Our most honest, here-and-now
view of ourselves, including both abilities and inabilities, is called the perceived self; it is our
personal awareness of all that we are physically, intellectually, socially and, perhaps, spiritu-
ally. On the other hand, most of us also have a private mental picture of who we would like
to be when we are older, more mature, more developed, or perhaps more at peace with our-
selves—in other words, our future best self. This is usually called the ideal self. When we
feel we are making progress from the perceived self toward the ideal self, we usually experi-
ence feelings of self-esteem or self-respect. Sometimes, however, we do not see ourselves
making progress towards our ideal selves, and this may lower our self-esteem. 
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Research Highlight
Gender Identity Concerns in a 6-Year-Old Boy

P sychologists, social workers, and allied health care pro-
fessionals are sometimes asked questions about children

who occasionally dress like members of the opposite sex and
persistently engage in other-sex play activities. Whether
these behaviors are “normal” is often a pressing concern.
Stein (2001) reports a case study of a 6-year-old boy named
“Sammy” who asks his mother if he can wear some of her
clothing. In a few instances she found Sammy in one of her
dresses. Sammy also preferred playing with his sister’s girl-
friends rather than with other little boys. On one occasion
Sammy’s mother found him using her makeup. His mother
called him “effeminate, with manners and body movements
more like a girl than a boy his age” (p. S43). Three profes-
sionals wrote commentaries in this case study.

These authors believe it is essential to determine whether
Sammy’s behavior was the result of some transient, stressful
circumstance or some more basic issue regarding his gender
identity development. These behaviors began at about the
same time his parents were going through a difficult marital
separation, lending support to the first suggestion. However,
because of the persistence and consistency of Sammy’s cross-
dressing and cross-sex toys and games, it was suggested that
a diagnosis of gender identity disorder (GID) might be ap-
propriate. GID is described in the Diagnostic and Statistical
Manual of Psychological Disorders (4th ed., 1994) and in-
cludes the following symptoms:

1. Statements of a desire to be a member of the other sex
2. In boys, cross-dressing as a female, and in females, in-

sistence on wearing only masculine clothes

3. Persistent preference for cross-sex behaviors
4. A strong desire to engage in play activities usually seen

in members of the other sex
5. A strong preference for playmates of the other sex

The authors of this case study note that retrospective
analyses of homosexual and transsexual individuals fre-
quently reveal GID in childhood, and that when children re-
ceive therapy because of a gender identity conflict this may
resolve their difficulties. Unlike homosexuals who have
“come out,” children and adolescents diagnosed with GID
have a persistent discomfort with their socially “assigned”
gender. We are aware of no clinical literature which demon-
strates that effective clinical treatment of GID eliminates the
probability of an individual ultimately identifying themselves
as homosexual. Similarly, we are aware of no clinical litera-
ture which suggests that GID “causes” homosexuality. These
authors believe it is important to understand that GID does
not generally “go away” on its own and that it may be pro-
fessionally unwise to simply suggest that the child is “nor-
mal” and will soon adopt the appropriate gender role iden-
tity. Clinical assistance is thought to be necessary to help the
individual feel congruence between his/her biological sex
and the emerging gender identity.

Self-concept People’s view
of themselves based on the de-
gree to which their perceived
self approximates their ideal
self.

Perceived self People’s cur-
rent, honest, undistorted per-
ception of themselves.

Ideal self People’s image of
themselves when they have de-
veloped into the individual
they would like to become.



In addition to Bandura’s social learning theory, there are other ways of thinking about how
children learn gender roles. For example, cognitive-developmental theory asserts that as
children grow up and interact with their peers, they receive affirmation of their roles as little
girls or little boys after having come to understand their gender at about 4 years of age. These
self-reinforcing contacts with other children help create a mental “model” of maleness and fe-
maleness, and the child then consciously behaves in a way congruent with her or his gender.
At the same time, in Freud’s theory, children at this age identify with their same-sex parent.
This identification and the selective validation of the peer group are at the heart of cognitive-
developmental theory.

Still another theoretical approach to how children learn to behave as males or females is
called gender-schema theory. The word “schema” refers to a set of beliefs about something
that is generally accepted in a society. Gender schemas are common, sometimes stereotypical
ways of thinking about the characteristics, abilities, and interests of women and men. A gen-
der schema acts like a lens through which children observe and interpret how women and
men behave and interact. In this way, children monitor the degree to which their own actions
fit with what they observe and perhaps change their behaviors to become more in line with
what they have learned is common and “normal.”

The Emergence of Masculine Roles
Because biological, psychological, and social factors all interact as little boys learn about
maleness and traditional ideas of masculinity, their development has many influences, many
of which center on gender stereotypes. One of the more persistent of these influences con-
cerns supposed differences between males and females with respect to interest and excellence
in sports. Sports are commonly considered a metaphor or model for life in general—a way of
thinking about our daily activities according to the rules of games. The development of male
roles has been explored within the context of organized sports activities, although it is now
incorrect to say that only boys engage in highly physical, competitive sports.

For many, masculine identity is profoundly affected by participation in organized athlet-
ics in childhood and adolescence. Why does this experience seem to perpetuate the physical,
competitive aspects of developing male identity? First, family influences often “push” young
boys in the direction of organized athletics, while they give girls less encouragement to par-
ticipate in sports. Traditional male stereotypes seem to foster the belief that a young boy’s
opinion of himself can be helped or hurt by success or failure in early sports activities. They

can have good or bad effects. On the one hand, it might seem
that sport isn’t the best way to establish enduring self-worth.
On the other hand, it seems beneficial that more females now
can participate in the same games that fostered the masculine
stereotype in the past: soccer, baseball, and even football
(Messner, 1990) (Fig. 4-10). Note too that only a minority of
youngsters in high school participate on organized athletic
teams. 

Another aspect of masculinity and the development of
masculine roles is not discussed often: the relationship
among self-esteem, masculinity, and body image in men. In-
terestingly, much attention has been given the equivalent
subject in women, by both scholars and the popular press,
but little has been written about the supposed physical man-
ifestations of masculinity. Mishkind, Rodin, Silberstein, and
Striegel-Moore (1986), who studied how body image may be
related to self-esteem and a sense of masculinity in men, re-
port that 95% of the college men they surveyed expressed ex-
plicit feelings of dissatisfaction with some part of their bod-
ies; most often they were dissatisfied with their chests,
waists, and overall weight. Many men surveyed said that
they thought a well-defined musculature was attractive and
desirable (Tucker, 1982). This type of physique is sometimes
called “mesomorphic.” While women express ambivalence
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FIGURE 4-10 Sex roles for lit-
tle girls and boys are more
likely today to involve partic-
ipation in a variety of com-
petitive athletic activities. In
the past, girls were rarely en-
couraged to participate in
sports.

Cognitive-developmental
theory A theory concerning
the way children learn tradi-
tional sex roles. This theory
emphasizes the importance of
the feedback children receive
from their peers for acting like
females or males and how this
information guides their social
interactions in the future.

Gender-schema theory A
theory of gender role develop-
ment in which children think
and act upon a culture’s no-
tions of how females and
males should behave. The
feedback they get from their
peers and/or adults may con-
firm or deny the degree to
which their behavior conforms
to these norms.



about the attractiveness of this body type, both women and men tend to describe muscular
males in positive terms and to use negative terms for skinny or overweight men (Wells &
Siegel, 1961).

Traditionally masculinity is characterized as “strong,” “powerful,” or “effective.” Other
terms sometimes used are “aggressive,” “independent,” “dominant,” “self-confident,” and
“unemotional” (Rosenkrantz, Vogel, Bee, Broverman, & Broverman, 1968). Such traditional
notions are thus based on common stereotypes of physical appearance and behavior. The sig-
nificant correlation between men’s self-esteem and the way they evaluate their bodies has
been known for years (Lerner, Karabenick, & Stuart, 1973). Men generally focus on two as-
pects of physical appearance when considering their attractiveness: the face and the general
muscular physique (Franzoi & Shields, 1984). The desire to become more attractive, there-
fore, involves a range of different strategies. A man can change his haircut, grow or remove
facial hair, choose different eyeglass frames or change to contact lenses, or even undergo plas-
tic surgery. Changes in general physique usually involve exercise and dieting or both. Note
that most of the research on masculinity has used college-age subjects, and it is not as well
known how older and perhaps more mature men think about these issues.

Another issue involved in masculinity is varying ways in which different subcultures per-
ceive the appearance of a man’s body. Kleinberg (1980, cited in Mishkind, Rodin, Silberstein,
& Striegel-Moore, 1986) notes that the gay male subculture puts a premium on a highly at-
tractive physical appearance that includes physique, clothing, grooming and hygiene, and
specific facial features that are considered attractive. Miskind, Rodin, Siberstein, & Striegel-
Moore (1986) found that this population of men, because of this premium, were more likely
to report dissatisfaction with their bodies. The gay men in their sample of collegiate respon-
dents reported significantly more dissatisfaction with their general body build, waist, biceps,
arms, and stomach (p. 555). Gay men also reported a greater gap than the heterosexual men
in this sample between their actual body shape and their ideal body shape.

With so many subcultural and racial groups in our society and throughout the world, re-
searchers have wondered whether the development of masculine traits is similar or different
in different groups. An important example of a different conceptualization of masculinity in
American society occurs among many African American young men. Harris (1995) believes
that European American masculine norms emphasize the roles of provider, protector, and dis-
ciplinarian (p. 279). African American males who feel such roles are less relevant in their cir-
cumstances may develop a different set of masculine values and roles. For example, in some
cases where limited educational opportunities have blocked full enfranchisement in a pro-
fessional workforce, other ways of developing a sense of manhood are commonly pursued
(Harris, 1995). A low-income, alienated social status often fosters a concept of masculinity
emphasizing sexual promiscuity, toughness, thrill seeking, and violent interactions and con-
frontations with others (Harris, 1995, p. 280). Psychological attributes of this concept of
masculinity include suppressing the expression of emotions, a suspicion of organized bu-
reaucracies and authority figures, a need for peer acceptance, disrespect for feminine traits,
overcompensatory masculinity, and the false belief that one is invulnerable.

Other problems occur with traditional masculine roles. For example, about half as many
male college students as females seek counseling for personal problems, a relative difference
about the same as in the adult population (Wills & DePaulo, 1991). Eisler & Blalock (1991)
point out that the personal qualities necessary to seek help are incompatible with traditional
notions of masculinity: being able to acknowledge having a personal problem and the desire
to do something about it, a desire to “open up” to someone else, being able to admit personal
vulnerabilities, and sensitivity to one’s feelings and an ability to express them. Many men,
however, do not have problems doing these things. These men, interestingly enough, often
have a different difficulty: gender role conflict. This term refers to conflicting feelings about
behaving in a way that does not conform to traditional gender stereotypes. This is a “damned
if you do, damned if you don’t” situation: there are problems with males not being able to ask
for help, but a gender role conflict can occur for those who do. Indeed, Good & Mintz (1990)
demonstrated that men who experience high levels of male gender role conflict are more
likely to feel depressed and less likely to seek counseling services.

Some social observers claim there is a subtle, persistent desire among men to more
clearly define their masculinity. Books have been published that address this uncertainty
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Gender role conflict The
feeling or belief that one’s gen-
der identity does not conform
to the expectations of one’s
culture.



and ambivalence (i.e., Bly, 1990), and an almost adversarial dialogue has emerged between
contemporary feminists and men who feel they have been occupationally displaced by
women. Lashmar (1996) notes that in Britain there are more women than men in the work
force, and that in many areas women are surpassing the academic achievements of men. In-
equality in pay between women and men in Britain and the United States is diminishing,
and many of the traditional roles that once solidified a man’s sense of himself are now of-
ten shared with women or undertaken exclusively by them: breadwinner, craftsman, par-
ent, and soldier (p. 33). 

Sociologists use the term sociality to refer to interpersonal attraction of a nonsexual na-
ture, and this concept helps clarify other ways of thinking about masculinity. Developmen-
tally, little boys usually first think about maleness as simply not being female, and they often
actively suppress female qualities when more traditional male roles begin to emerge. Bird
(1996) has shown that in same-sex interactions, men see emotional detachment as not only
desirable but necessary, and reinforce one another accordingly. Even the most personal,
meaningful, and emotional subjects are explored without much overt feeling. Although
contemporary attitudes often tout more emotional men and suggest that modern women wel-
come this change, powerful peer pressures still influence men to maintain a traditional emo-
tional reserve among themselves. Another male “virtue” prized by many men is competitive-
ness, and as emotional detachment is discouraged, competitiveness is encouraged and
rewarded. The male respondents in Bird’s (1996) interview study stated that a competitive
outlook on work and play is a basic part of “non-femaleness.” A final traditional masculine
value according to Bird is sexual objectification, which refers to how men brag about gain-
ing women’s affections, usually sexual. Men often refer to women with words like “them,”
“other,” or “girls” (Bird, 1996, p. 128)—like sex objects. Men also exhibit their competitive-
ness when seeking the attention or sexual favors of women who meet their peer group’s no-
tions of attractiveness. According to Connell (1992), these two male values comprise the ba-
sic attributes of maleness in our society today, at least among the college students who are
usually the subjects in this research.

What happens if a man doesn’t go along with his buddies in emotional detachment, com-
petitiveness, or sexual objectification? Bird (1996) believes that he will be “pecked” to a
lower status among his male friends. She maintains that most men comply with peer pres-
sures to avoid this loss of masculine esteem. One of the respondents in Bird’s study explained

clearly:

there’s always an assessment going on in the group. Always ...
some guys will go along but wouldn’t make a degrading comment
about women themselves. But when some guy says something, be-
cause you want to be a member of the group, it becomes “Yeah.”
You follow the lead.

—Bird, 1996, 130

Because the men in this investigation were between 23 and 50
years of age and most in an academic community, these findings
may not generalize fully to other segments of society.

As there are negative sanctions against men departing from
those norms described above, males may also be viewed negatively
for engaging in nurturant behaviors toward children, especially
holding and caressing. Rane and Draper (1995) studied a large
sample of mostly unmarried male and female undergraduates who
were read stories depicting women and men engaging in loving,
nurturant touching of young children. Interestingly, both male and
female respondents rated males behaving in this way negatively
and as unmasculine, while the women in the stories behaving in
this way were rated very highly in terms of “goodness” and “social
acceptance.” At a time when men are trying to become more com-
fortable with their feelings, a large random sample of young peo-
ple still viewed nurturant touching of young children by males as
something they find uncomfortable (Fig. 4-11).
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Sociality Interpersonal at-
traction of a nonsexual nature.

Sexual objectification
The impersonal focusing of
sexual thoughts, feelings, and
actions on an individual, disre-
garding their individual, unique
attributes as a woman or a
man.

Figure 4-11 Many men to-
day find it comfortable and
enjoyable to spontaneously
express their love and nurtu-
rance, although traditional
masculine emotional control
is still seen by many as very
important.



The Emergence of Feminine Roles
Feminine roles develop according to different rules involving very different variables. Re-
member that one of the interesting things about learning male roles is that young boys typi-
cally spend much of their time with women and therefore have limited time to observe male
models and identify with them. The same generally cannot be said about young girls. Because
they spend much time at home and school with primarily female role models, their gender-
role typing is easier to understand. Carol Gilligan (1982) analyzes this situation and points
out an important difference between males and females. Because boys begin to achieve a male
identity through separation from their mothers, they are often intimidated by intimacy. In
contrast, because girls begin to develop their female sex role through attachment to their
mothers, they come to feel threatened by separation from those they love.

The psychosocial environment influences females just as it does males. We mentioned
earlier that as children grow up, they often see the “outside world” as a male arena and the
“inside [the home] world” as a feminine arena, although this way of looking at things has
changed much in recent years. When women explore (and excel in) the outside world, this
involvement and success can involve some ambivalence.

Rosenzweig and Dailey (1991), who have studied women’s gender roles outside and in-
side the home, report that it doesn’t make much difference whether a woman sees herself as
a masculine, a feminine, or an androgynous individual; the social contexts of work and home
exert powerful pressures to conform to a traditional picture of femininity. Women in differ-
ent jobs at a large Midwestern university answered a questionnaire that assessed their con-
formity with traditional gender role stereotypes for women. This sample scored relatively
high in the masculine index (traits related to autonomy, assertiveness, and competitiveness),
which was not surprising since these traits are often helpful for succeeding in employment
outside of the home. At the same time these women felt keen pressures from their male coun-
terparts to “behave like women” in occupational, social, and sexual situations despite their
apparent masculine traits. 

The message of the research of Rosenzweig and Dailey (1991) is that women might ex-
perience special stresses when they perceive a need to behave in a traditional feminine gen-
der role but don’t feel inclined to do so. Indeed, anyone who feels compelled to behave in-
consistently with conventional sex role stereotypes might feel uncomfortable about the need
to conform to the norm. For example, we explored above how many men feel a need to be
emotionally detached. It might therefore be stressful for a man to feel he should comfort an
upset male friend. This situation would probably not be as troubling for
a woman because nurturance is commonly attributed to femininity.

Gillespie and Eisler (1992) developed a “Feminine Gender Role
Stress scale” to quantify and better understand those stresses women
feel. This paper-and-pencil test assesses how women appraise the mag-
nitude of various stressful situations, some of which conform to gender
stereotypical expectations of women. These investigators identified five
areas of stress in the responses to the questionnaire. Each is a focus of
stress for women as they experience their female roles in their daily lives,
and each can lead to feelings incompatible with what it stereotypically
means to “be a woman” (Fig. 4-12):

1. Fear of being involved in unemotional (unrewarding) relation-
ships

2. Fear of being/feeling physically unattractive
3. Fear of victimization (personal safety)
4. Fear of behaving assertively
5. Fear of not being nurturant

Although this list does not include all potential stressors in a
woman’s life, it shows common arenas of distress causing feelings of anx-
iety, fear, or inadequacy. In addition, there were significant differences in
how women and men sized up these fears. These writers conclude, “For
women who strongly adhere to feminine gender role imperatives, situa-
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FIGURE 4-12 The traditional
feminine gender role does not
usually include such activities
as motorcycle riding, and
some women find it difficult to
enjoy participating in such
activities.



tions that signify interpersonal inadequacy may be particularly relevant to the self-concept
and threatening to self-esteem” (Gillespie & Eisler, 1992, p. 435).

Women who appraise situations as threatening to their traditional feminine gender role
frequently experience considerable stress, which can impact their health. Martz, Handley, and
Eisler (1995) demonstrated that women with eating disorders report much more stress about
conforming to conventional feminine gender roles than other women who do not, as meas-
ured on the Feminine Gender Role Stress scale. Such studies help clarify the relationship be-
tween common cultural values about femininity and body form and the development of eat-
ing disorders.

For women, feelings of psychological well-being and participation in full-time em-
ployment may interact in ways that lead to feelings of role overload. Many women who
both work outside the home while still doing most of the domestic work in the home sim-
ply have too much to do, and sometimes they feel they cannot be both “good” mothers
and wives. One study (Dennerstein, 1995) shows that there are positive effects for women
who work outside the home while still feeling effective in their many different family
roles. The drawbacks in this situation, however, may diminish the positive outcomes. If a
woman’s husband or significant other does not emotionally support her work outside the
home and does not take his fair share of child care and home responsibilities, the woman
is much less likely to feel a sense of personal adequacy and enjoyment in her work out-
side the home. 

We will conclude this section by noting some interesting differences in how white men
and African American men view traditional female roles, especially related to work outside
the home. Blee and Tickamyer (1995) analyzed with a sociological perspective the longitu-
dinal data collected between 1967 and 1981 in the National Longitudinal Surveys. Their
analysis reveals clear differences between white and African American men in attitudes about
women’s traditional gender roles. Interestingly, there is no evidence that differences in the be-
haviors of these men’s mothers might have led to these differences. They note, “While African
American young men clearly grow up in different home environments than white young men,
there is little in our analysis to suggest that these differences influence adult role attitudes”
(Blee & Tickamyer, 1995, p. 29). They note that African American men are much more lib-
eral in their thinking about working wives, possibly because they are more likely to have
grown up in a household with a working wife/mother and, therefore, may better understand
the practical nature of this situation. In contrast, young white men were more traditional in
wanting their wives to stay home engaged in domestic tasks. 

Androgyny
Our discussion of gender as a psychological construct has so far dwelt primarily on differences
between women and men and how they experience their gender roles. Some people, however,
seem to possess a blend of traditional masculine and feminine traits called “androgyny”—a
word referring to both “male and female.” Is it really possible to have the conventional traits
of both sexes? What are the emotional, cognitive, and behavioral manifestations of androg-
yny? What do supposedly androgynous people say about it? Finally, can a person try to be or
become androgynous; is it something that develops over time, or is it just there?

Sandra Bem (1974, 1976) believes that the healthiest adult personalities hold in equilib-
rium the best traditional gender traits of both women and men. Someone like this would be
independent, in control, and assertive, while at the same time nurturant, empathetic, and car-
ing. Bem suggests that androgynous individuals can evaluate their day-to-day social situa-
tions and interactions based on the fundamental attributes of those circumstances, instead of
being bound by their masculine or feminine socialization experiences or the expectations of
others because they are women and men. Several different concepts about androgyny have
been explored. For example, Bem (1975) believes that androgynous individuals can evaluate
some situations from a masculine perspective and other situations from a feminine perspec-
tive; this is called situational flexibility. Another approach to androgyny emphasizes the indi-
vidual’s ability to combine masculine and feminine perspectives in social situations; the term
integration is used to describe this approach (Sedney, 1989). Finally, androgyny can also be
thought of as a transcendence of the requirements and expectations of male and female gen-
der roles (Sedney, 1989).
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A validity test of these three ways of thinking about androgyny
was undertaken by Vonk & Ashmore (1993). These investigators
used questionnaires to examine whether subjects identified as an-
drogynous would describe themselves in ways that supported one
of these ways of conceptualizing androgyny. They found support
only for the first view, that of situational flexibility. According to
Vonk and Ashmore, integration and/or transcendence were not
very apparent in the self-descriptive statements of these subjects.
Perhaps, these writers suggest, androgyny is a more general capac-
ity for role flexibility in daily life that many people possess in vary-
ing degrees (Fig. 4-13).

Writers have suggested that androgyny is a desirable personal-
ity attribute because androgynous people do not feel confined by a
need to “act like men” or “act like women.” Although this gender
role flexibility may seem highly desirable, androgyny may not be
an attainable or desirable attribute in all cultures. It is difficult to
generalize about how androgynous individuals fit in our culture.
Bem (1984) has softened her earlier enthusiasm for androgyny,
suggesting that a fuller understanding of how gender differences
might affect perceptions of the world is more important. For ex-
ample, in societies with rigidly defined male and female roles
(Saudi Arabia, Turkey, India, and parts of the United Kingdom),
androgynous individuals might have problems “fitting in” with conventions for male and fe-
male behavior. Assertive, emotionally detached, independent women do not receive as much
social support in a culture such as Iran. Similarly, emotional, empathetic, and submissive men
do not meet expectations of male gender roles in a country like Jordan.

Transsexuality
I was three or perhaps four years old when I realized that I had been born
into the wrong body, and should really be a girl. I remember the moment
well, and it is the earliest memory of my life.

—Jan Morris, Conundrum, 1974, 15

Jan Morris was born James Humphry Morris, who at an early age became aware that, in
his case, traditional male and female biological, psychological, and social attributes had
somehow become confused. As we grow up, we all try to find out “who we are,” but an
awareness like Morris’s is unusual. Because much of our socialization is based on learning to
recognize our gender roles, circumstances like this would be problematic for someone like
James Morris. Eventually, Morris had a “sex change operation,” more accurately termed sex
reassignment surgery.

Morris was not the first to feel a major mismatch between physical sex and psychological
awareness of gender. Tennis player Renee Richards, who competed first as a man and later,
following sex reassignment surgery, as a woman, is perhaps more widely known (Fig. 4-14).
However, Morris was among the first to write with candor and self-awareness about what is
called transsexuality. Just as conventional gender-role typing takes place early in life and
rarely changes thereafter, the same is true of transsexuality. Once an individual is certain of a
fundamental incompatibility between his or her gender identity and biological sex, the feel-
ing won’t go away. No one knows exactly how transsexuality develops or even when it de-
velops, although Morris’s story suggests that it takes place early in life.

Transsexuals want sex change operations and usually desire intimate sexual behavior. Peo-
ple do not become transsexuals by having gender reassignment surgery. Long before surgery or
living as a member of the other sex, the individual is certain about how he or she feels and wants
to look. Such individuals are constantly aware that their external sexual anatomy and physical
appearance are not congruent with how they think of themselves and how they experience their
psychosocial environment. Transsexual individuals do not think of themselves as homosexuals.

Transsexuality is also called “gender dysphoria,” which means something like “having
bad feelings about one’s gender.” Usually, transsexuals go through a long period of counsel-
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FIGURE 4-13 Androgynous in-
dividuals enjoy a happy blend
of both traditional feminine
and masculine characteristics
and interests.

FIGURE 4-14 Dr. Richard
Raskin at a dinner party in
1975. Dr. Raskin later became
Dr. Renee Richards.



ing before gender reassignment surgery, which is irreversible. This
medical treatment may last several years (Cole, Emory, Huang, &
Meyer, 1994), during which time psychological and psychiatric as-
sessments are made and “real life” simulations take place and are
evaluated. Hormone therapy helps create some of the desired sec-
ondary sexual characteristics. Finally, surgery is done after this pe-
riod of usually mandatory evaluation.

To aid individuals in gender reassignment counseling and sur-
gery, a document was drafted at the Sixth International Gender
Dysphoria Symposium in 1979, which has been revised since. Be-
cause many people are considering this surgery, a statement was
formalized for professional standards of care for those seeking hor-
monal and surgical treatment. In 1979 it was estimated that 3000
to 6000 people had been hormonally and surgically sex-reassigned
and that as many as 30,000 to 60,000 American citizens thought of
themselves as candidates for the procedure. A recently published
review of the literature demonstrates that the overwhelming ma-
jority of transsexuals who have had sexual surgical reassignment

are extremely satisfied with the outcome. In fact, less than 1% report any serious regrets that
they had had the procedure (Michel, Ansseau, Legros, Pitchot, & Mormont, 2002).

History of the Study of Transsexualism The physician Harry Benjamin, one of the
six founding members of The Society for the Scientific Study of Sex (Fig. 4-15), made signif-
icant contributions in this area of study. Benjamin is best known for his pioneering studies
on gender dysphoria, which initiated the careful study of transsexuality. He studied his first
ten cases between 1938 and 1953 (Schaefer & Wheeler, 1995). Benjamin’s patients used the
same words to describe themselves as transsexuals use today, speaking of being “trapped” in
a body of the other gender. Virtually all of his transsexuals came to him self-diagnosed; in the
1930s and 1940s virtually nothing had been written about this subject, and these patients
couldn’t have read descriptions matching their own feelings and inclinations. Alfred Kinsey
referred three individuals he had interviewed to Benjamin in the late 1940s; he had never en-
countered anything like what they had told him and was truly perplexed. Benjamin was
among the first to administer hormonal treatments and make referrals for surgery, which was
not performed in the United States early in his career. Benjamin was a perceptive, sensitive,
caring physician (Schaefer & Wheeler, 1995).

Sex Reassignment Surgery Sex reassignment surgery is complicated and requires a
highly experienced medical team. Historically, more men than women sought this surgery,
but in recent years the numbers of women and men having it have become more equal. The
male-to-female procedure is usually a one-stage operation, while the female-to-male proce-
dure requires at least two surgeries.

In the male-to-female operation (Fig. 4-16), the penis and testes are removed. The tissues
of the penis are used to construct a vaginal canal, and the scrotal tissue is fashioned into labia.
Sensory nerves from the penis are moved inside the new vagina, and many transsexuals re-
port that they experience sexual arousal and orgasm. Removing the testes eliminates the pri-
mary source of male hormones, aiding in the eventual development of a more female body
when estrogen is also given.

In the female-to-male operation (Fig. 4-17), the internal female reproductive organs are
removed, including the ovaries, uterus, and fallopian tubes. Breast reduction surgery may be
necessary. Because the woman has already been using male hormones, the clitoris is enlarged;
the urethra is now channeled through it. With tissues from the inner surface of the arm, a
penis-like organ and scrotum are created. This new penis has no nerve or blood supply and
therefore cannot become erect; penile implants are used, and sometimes artificial testicles are
placed in the new scrotum. Tissue from the clitoris is moved to the base of the new penis, al-
lowing feelings of arousal and, in some cases, orgasm. Most transsexuals who have had the
surgery feel gratified that finally their biology matches their feelings and perceptions of their
“real” gender.

110 Human Sexuality: A Psychosocial Perspective

FIGURE 4-15 Dr. Harry Ben-
jamin on his 80th birthday
with Dr. Renee Richards.



What happens to transsexuals who have had sex change operations? Abramowitz (1986)
notes that about two-thirds of those who undergo the surgery are either improved or highly
satisfied. Some estimates are as high as about 75% (Pauly, 1981). Most transsexuals think the
tremendous changes brought about by this program of diagnosis, evaluation, counseling,
hormone therapy, and surgery were “worth it.” Still, some individuals had negative results.
Abramowitz reports that 7% of those polled reported “unsatisfactory” or even “tragic” out-
comes; many of these patients requested a surgical reversal of the sex change operation, had
serious psychotic episodes, were hospitalized for psychiatric reasons, or even committed sui-
cide. The long period of evaluation and counseling obviously seems warranted, although
there may not be an accurate way to predict who is likely to have an adverse psychological
result.

Snaith, Tarsh, and Reid (1993) reported that based on the subjective assessments of 36
female-to-male and 105 male-to-female transsexuals who had sex reassignment surgery in the
Netherlands, the course of treatment and surgery had highly therapeutic effects on these sub-
jects. Both groups had comparably beneficial outcomes, and the combination of psychosocial
and medical components of the treatment program was considered essential for the favorable
outcomes. Another study in the Netherlands (Hage, 1995) addressed the adequacy of the tra-
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FIGURE 4-16 Surgical procedure
and outcome of male-to-female
gender reassignment surgery.



ditional course of counseling and treatment and found that it is especially important to in-
form transsexuals fully about the surgical procedures used.

Kockott & Fahrner (1987) studied what happens to transsexuals who do not undergo sex
reassignment surgery even when it has been offered to them. Patients who considered the
surgery but declined it were often older and usually married; they frequently had children
and had lived for many years with a spouse of the opposite sex. These patients who decided
not to have the operation continued to have the adjustment problems and social difficulties
as when they were first evaluated by the medical/psychological team.

Possible Causes of Transsexualism A variety of explanations have been offered about
the causes of transsexualism, although none is entirely satisfactory. Some believe that expo-
sure of an embryo or fetus to excessive amounts of hormones that differ from those of its ge-
netic sex may later contribute to the emergence of transsexualism (Pauly, 1974). Other in-
vestigators believe that social learning theory is involved (Green, 1974). For example, if a
child is selectively and consistently reinforced for behaving in a way congruent with stereo-
types of the other sex, it could be a challenge to develop a gender identity congruent with his
or her genetic sex. At this time the factors and conditions likely to lead to a transsexual ori-
entation are unknown.

Transgenderism
Gender roles tend to create gender norms—expected ways in which females and males
should look, dress, and perhaps behave. The term “transgenderism” has been used to de-
scribe those individuals who knowingly decide to resist, defy, or disregard gender norms. For
these individuals, gender display does not always conform to what others might expect. This
discussion of transgenderism follows our analysis of gender roles, androgyny, and transsexu-
alism because you will soon see that they overlap somewhat.

Transgenderism describes genetic males who see themselves as somewhat female, genetic
females who see themselves as somewhat male, as well as hermaphrodites and pseudoher-
maphrodites who normally and naturally accept their dual gender characteristics. But the
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term can also apply to transsexuals who are distressed by the disparity between their biolog-
ical sex and gender identity as well as women and men who accept both their gender roles
and genitalia which do not conform to those gender roles. Children born with ambiguous
genitalia because of chromosomal variations may also be included. This lack of clarity of def-
inition has created some problems in studying transgenderism. At the same time, it is be-
coming clear that the notion of “gender” is affected by many variables that exert their effects
developmentally and in sequence—and that many social, behavioral, and medical disciplines
are all involved (Bullough, 2000).

Transvestites (a sexual variation in which heterosexual males derive feelings of excite-
ment and/or contentment from dressing as women) also enter any discussion of transgen-
derism. Implicit in all of these varieties of this phenomenon is the often unquestioned social
notion that the world is full of either women or men, but not “intermediate types.” Interest-
ingly, it was Magnus Hirschfeld (1868-1935) [see Chapter 2] who long ago studied transves-
tites systematically and developed the notion of these “intermediate types.” Yet to consider
transgendered individuals as having entirely refused to acknowledge the dichotomous world
of women and men is hard to do, if not, according to some theorists, impossible (Kessler &
McKenna, 2000). Whether any of us can really live “beyond gender” is a provocative and de-
batable question (Elkins & King, 1997).

Elkins and King (1997) suggest that there are four aspects involved in coming to terms
with one’s transgendered identity. The first of these involves the realization of an authentic,
central identity—a “real self,” if you will. This real self is usually known only privately or by
a small number of trusted others. Secondly, this identity is completely pervasive in a person’s
life—often affecting their choice of occupation, dress, housing, and extended friendship pat-
terns. Thirdly, those with a transgendered identity are plainly and explicitly aware of its per-
manence and unalterability. And finally, these individuals are certain that their transgendered
identity is something over which they have no control. These authors emphasize that during
the 1990s there has been a public emergence of a variety of transgendered individuals who
cannot be readily classified as either transvestites or transsexuals. Still, there are no apparent
common attributes that characterize those who would identify themselves as transgendered.
These issues considered collectively account for the current interest in a “third sex.” Finally,
it is important to acknowledge that while many transgendered individuals find ways to live
with the ambiguous tensions of their gender identity and gender roles, others are more
adamant about the mismatch between their gender identity and biological sex and assertively
pursue gender reassignment surgery. 

Gender as a Social Construct

The final part of this chapter will examine still another way of considering gender. In addi-
tion to biological and psychological approaches, the social construct approach examines how
we function in our social and cultural environment. This environment exerts subtle and ob-
vious pressures on us to behave in accordance with our biological sex, regardless of our psy-
chological characteristics. Obviously there are important differences between women and
men. But how much should we make of those differences and what adjustments, if any,
should be made for them? Should women or men be given special consideration in certain
arenas because of their differences? Can society legislate gender equality if there are authen-
tic distinctions between the sexes? How do men feel about women being given special treat-
ment? How do women feel about men being given special treatment? How do women feel
about having been discriminated against for so long? These are just some of the issues ad-
dressed in this section.

Analysis of Gender Differences
The scientific study of gender differences advanced with the publication of The Psychology
of Sex Differences in 1974 by Maccoby and Jacklin. Many social and behavioral scientists
have explored differences between women and men without being judgmental. There are
very important political implications to the study of gender differences (Eagly, 1995). If
there are significant, measurable differences between women and men, would this informa-
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tion be used to open opportunities for some people and to limit opportunities to others? For
example, many studies have revealed a male advantage in quantitative problem-solving by
late adolescence or early adulthood (e.g., Benbow, 1988). Other investigations have shown
a clear female advantage in tests of verbal fluency and word and sentence meaning (e.g.,
Maccoby & Jacklin, 1974). Recognizing and measuring sex differences and acting on their
basis are two very different issues, however. Because studies on gender differences have not
been conducted in many different countries and cultures, we cannot know that differences
observed result from genetic/biological influences or social/cultural forces. Although many
social and behavioral scientists take a perspective between these two extremes (sometimes
called an “interactionist” perspective), convincing data supporting either extreme are not
found consistently.

The study of sex differences was greatly influenced by the feminist movement. If it could
be scientifically proven that there were no significant differences between women and men,
then it would be inappropriate to limit opportunities for women based on stereotyped beliefs
about their abilities. Many feminists didn’t want to find or acknowledge any significant dif-
ferences between the sexes for this very reason. Gilligan (1982), however, believes that moral
reasoning develops along different lines in males and females, that females are more likely to
develop a caring perspective and males to develop a more rational, rule-oriented perspective.
Women are also thought more likely to develop relationship skills and a desire for close in-
terpersonal bonds because of the close relationship they often have with consistent female
parenting figures (Chodorow, 1978). These are two examples of consequences of the differ-
ent social/familial worlds of little girls and little boys. These examples also conform to the
common stereotype that females are more nurturant and caring than males. In other words,
rigorous studies of gender differences are often seen to confirm gender stereotypes we have
about male and females. Our everyday experiences and inferences thus have an element of
truth in them and perhaps are not merely stereotypes after all. Nonetheless, when it comes to
judging a man or a woman for a job or other position, what’s important isn’t the degree to
which a person conforms to gender stereotypes or gender differences but rather the person’s
ability and promise to meet the requirements of the position.

Differences Between Females and Males
1. Girls tend to have greater verbal ability than boys, a difference that is obvious by high

school.
2. Males tend to perform better on tasks requiring visual-spatial ability, such as to recall

and detect shapes, engage in mental rotation tasks, solve problems in geometry, learn
mazes, and read maps.

3. Boys tend to have greater skill in mathematics than girls, a difference that widens by
early adolescence.

4. Boys tend to be more aggressive physically than females, a difference already apparent
by the age of 2 or 3.

—From Kolb & Whishaw, 1996, 221–223

This chapter began with an overview of attribution theory, in which we asked whether we
perceive and relate to people based on their real qualities or instead on qualities we attribute
to them. The study of sex differences has been stimulated in part by a sincere interest in prov-
ing the unacceptability of sex discrimination. As Eagly (1995) has written, “The common de-
scription of empirical research as showing that sex-related differences are small, usually un-
stable across studies, very often artifactual, and inconsistent with gender stereotypes arose in
part from a feminist commitment to gender similarity as a route to political equality” (p.
155). 

Gender Differences in Negotiating Safe Sex
So far we have been discussing aspects of gender as a social construct related to understand-
ing the dynamics of male/female relationships. Certain aspects of this subject can have ap-
plied value as well, such as how women and men negotiate the use of condoms. Public safe
sex information campaigns are generally aimed at women because it is often the female who
agrees to a sexual encounter. Without her assent, sex doesn’t happen except in cases of as-
sault. What happens when men decline to use condoms? Can women learn to exercise tact-
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ful assertiveness to direct their partner to use a condom? Keep in mind gender-role differ-
ences: assertiveness is not a common feminine virtue, and some men frankly dislike it. Ap-
pealing to women to assume responsibility for safe sex may be ineffective because of tradi-
tional gender roles. Lever (1995) points out that women’s insistence that their partners use
protection can evoke men’s resistance because it may seem the woman is “taking control”—
something many men won’t let happen. Lever notes that this power struggle alone can make
men be irresponsible about using condoms. Understanding traditional gender roles and ex-
pectations, however, may help one anticipate this struggle and perhaps resolve it.

When condom manufacturers direct their sales messages to women and men (Figs. 4-18
and 4-19), they may not account for the fact that many young men are not used to taking di-
rections from young women. A woman acting independently, intelligently, and assertively can
be a “turn off” for some men, especially young men. Lever (1995) notes that young women
when role playing or recollecting sexual encounters often
lower their voices when asking, “Did you bring any protec-
tion?” (Lever found that most women were uncomfortable
even using the word “condom.”) In other words, they tried
to seem less demanding or independent at this important and
ticklish moment. Interestingly, most men who use condoms
do so without saying much about it.

Sexuality, Sales, and the Media
In 1957, Vance Packard published The Hidden Persuaders, a
psychological and sociological analysis of how advertising
techniques influence people to buy things. Among other fac-
tors, he discovered that sexual reassurance was a very influ-
ential factor. Women and men wanted some assurance that
they were undeniably feminine or masculine, and advertise-
ments appealing to this need were especially eye-catching.
While everyone likes to feel attractive, this trend of reassur-
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Letter to Dr. Ruth Westheimer

Question:
I’ve been married a little over a year now. However, my husband
and I have been having the same problem ever since our wed-
ding—and even before. He does not like to have intercourse very
often. He accuses me of being “obsessed” with it. I attribute this
to several things: 1) he has not had a lot of sexual experiences,
2) his previous girlfriend cheated on him, and 3) I had a lot of
male companions (before we met). We’ve talked about this, but
he just says that I’m obsessed and he doesn’t like to do it too
much. I sometimes wonder if maybe it’s me and maybe I’m not
much of a turn-on for him. But when we do have sex, he says he
enjoys it very much. I’m becoming pretty confused and frus-
trated. We both think it’s important for our good relationship to
make love, and I know it shouldn’t take precedence over every-
thing else we share, but what am I doing wrong? I just can’t un-
derstand why he doesn’t want to make love to his new wife who
is faithful and loving.

Answer:
I’m fond of saying that husbands and wives are not Siamese
twins, and it is very common that one desires more sex than the
other. It’s a common misconception that it’s always the man who
complains about not getting enough sex. While more men do
voice this concern, there are many women in your situation.

If you were interested in sex more than he was, even before
you got married, you should not be surprised that nothing has
changed since you walked down the aisle together. First of all,
forget about whose “fault” it is. Having different sexual appetites
is not a fault any more than one person being a morning person
and the other a night owl. Sex drive varies between people, as
well as within one person from time to time. He did want to
marry you, so stop thinking that he’s not attracted to you. I have
always believed that one of the most important aspects of a re-
lationship is finding ways to appreciate your similarities and ne-
gotiate your differences. Whether you are a man or a woman,
and no matter how you feel about how men and women
“should” behave, this is an important part of any good relation-
ship.

But you two need to communicate better. You told me what
you think the reasons are for his lack of interest, but you didn’t
tell me what he says about this. Just as men are supposed to al-
ways be “ready” for sex, men are also supposed to have prob-
lems talking about their feelings, so this might be the best place
to start. Talk about what each of you thinks you are “supposed”
to do, and maybe then you can communicate better about what
each of you wants to do, and when, and how often, and why, or
why not.

FIGURE 4-18 Condoms are
commonly colorfully pack-
aged and frequently appeal to
both women and men when
they’re making a decision to
purchase them and act intelli-
gently about safer sex.



ance seemed to be something new in the American psyche. Its
causes and consequences both are complicated. Traditional gen-
der roles of the 1940s and 1950s had perhaps become so com-
fortable and unselfconscious that Americans began to look for
some “extra-special” attention. The publication of Kinsey’s stud-
ies perhaps stimulated questions about what men and women
want sexually. For whatever reason, advertisers soon understood
that “sex sells.” Whether it was a hem line or a novel scent,
Americans seemed to be asking for attention. Even steel, chrome,
and glass automobiles were being referred to as “sexy.” Since that
time, our culture has not outgrown the need for sexual reassur-
ance. Perhaps by buying certain products and creating a particu-
lar “look,” people gain the sexual reassurance Packard thought
they wanted. Many advertisements, whether for a deodorant or
mouthwash, appeal to viewers because of the supposed attrac-
tiveness and attention they will get if they use that product. But
isn’t just dressing up our appearance a superficial way to get oth-
ers to notice us? Yes, but that doesn’t seem to bother many con-
sumers. Sex gets people’s attention, and anything that gets peo-
ple’s attention is a useful tool of the advertising industry (Fig.
4-20).

From early toddlerhood, children are exposed to media mes-
sages and images that reinforce or sometimes criticize traditional views of maleness and fe-
maleness. Television is, of course, the most powerful and pervasive medium in this respect.
Decades ago Sternglanz and Serbin (1974) revealed that females on television were not por-
trayed as competent as males were and that 70% of the characters on prime-time television
were men. These men were usually depicted in the workplace, while women were shown in
domestic roles. Children watching television in this era saw men in high-status, high-income
professions, acting in assertive, effective ways. Women were shown in loving and sensitive
roles. In the last two decades this situation has changed dramatically. Divorced families, sin-
gle moms with children, single dads with children, and cohabitation arrangements are all
common today on prime-time television. Children and adolescents today are more frequently
exposed to depictions of role flexibility.

Judy Kuriansky, a clinical psychologist and host of the “Love Phones”
radio show, wrote about these issues in Advertising Age magazine in
1995. She quotes the President-CEO of Candies, Inc., a large shoe man-
ufacturer, on television advertising: “In 30 seconds, to keep people from
going to the refrigerator, you have to astound them—and sex does” (p.
49). Consider the sexually obvious advertisements on television of the
past quarter century. Kuriansky cites a number of powerful examples.
Several female office workers take a break at precisely 11:30 a.m. to all
rush to the window to watch a classic hunk construction worker take his
shirt off, expose his well-muscled torso, and down a Diet Coke. This
simple message appeals to the stereotype of masculine muscle-men be-
ing attractive to women, even though we have already seen that this tra-
ditional belief is fading. Yet this is what little girls are seeing on TV as
they begin to think about females and males and their differences. The
same is certainly true of the “Marlboro Man.”

A second example is more subtle but no less powerful. Kuriansky
points out that by 1970, the indirect erotic message of advertisements
that “Virginia is for Lovers” led to an immediate, dramatic increase in
tourism in one of the most conservative states in the country. Kuriansky
notes that not all “successful” sexual advertising is as blatant as the Diet
Coke Man or the 1960s Noxzema shaving cream commercial in which
an attractive blond with a Swedish accent fingers the foam while cooing,
“Take it off. Take it all off.” There is a more subtle trend today, possibly
due to the influence of the women’s movement. Now the “family man”
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FIGURE 4-19 Advertisements
frequently encourage women
to behave foresightfully and
responsibly with respect to
avoiding pregnancy and sexu-
ally transmitted diseases.

FIGURE 4-20 Some advertise-
ments appeal to traditional
conceptions of a strong,
rugged masculinity.



is sexy, with his polite, monogamous, family-oriented ap-
proach to products ranging from Folger’s Coffee to the Amer-
ican Express Card (p. 49). 

Advertising using sexual imagery has led to a consumer
backlash, however (Elash, 1995). In the 1990s, Calvin
Klein’s advertisements, for example, were called provocative
and pornographic by different segments of the population
(Fig. 4-21). Very young adolescents were shown in Klein’s
underwear ads. Although for the most part teens were not
upset by this, many adults were. The FBI investigated the ad
campaign to determine whether child pornography laws
were violated, and Klein himself came under fire for what
many consider poor taste and sexual exploitation of chil-
dren. 

Still, some advertising depicts women in passive, sub-
missive poses (Fig. 4-22). While passivity and submissive-
ness were once part of a traditional female gender role, today
these traits are not viewed so wholesomely. An advertisement
for the French perfume “Jaipur” showed a naked woman
with wrists bound behind her back by a bracelet-shaped per-
fume bottle. When the ad ran in Canada, many women con-
tacted the retail clothing merchant who ran it and strongly
complained. The merchant immediately bought space in
newspapers to apologize for any unhappiness or “distress” the advertisement caused. These
examples of consumer activism demonstrate the influence we consumers can have on both
electronic and print media. If you believe that sexism exploits consumers, make your feelings
known.

Another interesting example of possible sexism and the exploitation of traditional gender
roles might enter your home in a different way—you might buy it for your children! Thirty-
seven years ago Mattel introduced the Barbie doll, which has been an icon for two genera-
tions of girls and an interesting introduction to the feminine form. Is that what we want lit-
tle girls to think they should grow up to look like? Erica Rand’s Barbie’s Queer Accessories
(1994) is an insightful exercise in cultural criticism, revealing Barbie as an interesting vehi-
cle for looking at social conceptions of the “ideal” female form, heterosexual feminine at-
tractiveness, and a belated nod to multiculturalism—belated because versions of Barbie other
than white, blond girls were late to arrive in the long list of Barbie dolls. More recently, Mat-
tel developed a line of software products with Barbie as star. “Fashion Designer,” “Barbie Sto-
rymaker,” and “Barbie Print ‘n Play” are an attempt to appeal to girls in the software market.
This line of toys has a subtle and important aspect perhaps
not immediately apparent. The president of Mattel, Jill Barad,
pointed out that if girls do not play with and learn to excel at
computer toys early in life, they may be at a disadvantage
compared to boys. Barad says that whatever it takes to get
girls on the computer will have big payoffs later when they
use other software for educational and occupational pur-
poses (Time, November 11, 1996). Of course, there are many
other software packages available for both boys and girls that
do not exploit sexual stereotypes.

Television, Cinema, and the Family
Social and behavioral scientists have been interested in how
television influences children for decades. While many stud-
ies have focused on depictions of aggression, more recent
studies have examined the impact of sexual themes. The
power of television to create gender images and expectations
of “appropriate” gender behaviors is enormous; this really is-
n’t even debatable. Still, we need to learn more about the spe-
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FIGURE 4-21 Some advertis-
ing with sexual imagery has
been criticized as inappropri-
ately provocative.

FIGURE 4-22 Advertisements
frequently depict women as
passive and sexually receptive.
Of course, such stereotypes
are frequently perceived as in-
accurate and offensive.



cific influences of television on how boys and girls learn to think about sex, men, and women.
Ward (1995) analyzed 12 prime-time programs for their sexual themes. Table 4-2 lists the
programs she assessed, the network presenting them, and their scheduled time slots.

Ward found that discussions about sexual issues were extremely common in these shows,
accounting for an average 29% of character interactions and as much as 50% in some episodes.
More interactions concerned the male sexual role than the female sexual role. More discus-
sions dealt with sex in a recreational rather than a procreational context. The most common
sexual statements concerned competitive aspects of sexual relationships; males commented
openly on the appearance and desirability of women’s bodies and physical attractiveness.
These programs presented a conception equating masculinity with being sexually “successful”
with attractive female characters. The most consistent theme in these programs was that phys-
ical attractiveness is a “key asset” for masculinity and femininity (Ward, 1995, p. 595). 

The media has powerful effects on our perceptions of gender stereotypes as well as our
personal approach to a number of sexual issues. Recent reports indicate (Ward, 2002) that
American undergraduates who watch television more frequently show greater conformity
with traditional sex-role stereotypes than those who do not. Often, watching television can
have very beneficial effects for those without the opportunity to talk with trusted others
about sexual matters. One survey (Hollander, 2002) showed that of the 503 15- to 17-year-
old individuals polled in a telephone survey, almost half of the respondents who were sexu-
ally active reported that they had learned more about how to talk with a partner about safer
sexual behaviors through watching television. More importantly, one-third of the subjects in
this study indicated that they had decided to talk with their parents about a sexual issue af-
ter watching a television program in which it had been portrayed.

In recent years, a number of popular television shows have tastefully and accurately intro-
duced important sexual themes in their programs. For example, the popular daytime television
drama “General Hospital” explored AIDS awareness, “ER” presented a thorough treatment of
emergency contraception in one program and dealt with the human papilloma virus—a com-
mon sexually transmitted disease, in another. “One Life to Live” explored the impact of breast
cancer and “Felicity” created a script that dealt with date rape (Keller & Brown, 2002). 

Rock music videos have a powerful, pervasive influence on how children and adolescents
think about gender roles, although more research is still needed about their impact. Still, we
have learned much, such as from an analysis of the influence of rock music videos on premar-
ital sexual attitudes. Strouse, Buerkel-Rothfuss, and Long (1995) explored how gender and fam-
ily influences affect adolescents’ interpretation of sexual themes in rock music videos. Exposure
to videos was generally associated with more permissive sexual attitudes, particularly among fe-
males. Perhaps females watch more rock music videos than males and spend more time listen-
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TABLE 4-2

Programs Analyzed for Sexual Themesa

Program Network Viewing Time

The Fresh Prince of Bel-Air NBC 8:00
Blossom NBC 8:30
Roseanne ABC 9:00
Martin FOX 8:30
The Simpsons FOX 8:00
Beverly Hills, 90210 FOX 8:00
In Living Color (the first season) FOX 9:00
Full House ABC 8:00
Hangin’ with Mr. Cooper ABC 8:30
Home Improvement ABC 8:30
Step by Step ABC 8:30
Family Matters ABC 8:00

aAfter Ward (1995).



ing to popular music. This impact was even greater in young
women in inadequate family environments. These authors do
not suggest a cause-and-effect relationship between frequent
exposure to rock music videos and more permissive premarital
sexual attitudes. Rather, they believe that because a female’s
sexual attitudes are more influenced by psychosocial factors,
and a male’s sexual attitudes more by biological factors, young
women may be more vulnerable to such influences. 

In both prime-time television and rock music videos, chil-
dren and adolescents are being influenced regarding tradi-
tional gender roles. An interesting question arises: what about
the influence of roles that do not conform to these traditional
images? An excellent example is a series of roles played by the
actress Jodie Foster (Fig. 4-23). Movies often depict “larger
than life” men and women who are indisputably masculine
and feminine and who are often presented as symbols of what “real” men and women are like.
For example, actors like Arnold Schwarzenegger typically portray determined, assertive, and
emotionally detached characters, and actresses like Emma Thompson have played obviously
feminine characters who defer to men and are passive, submissive, quiet, and the object of af-
fections. Some have suggested that Jodi Foster, in contrast, has cultivated a film persona that
is either sexually ambiguous or plainly androgynous (Lane, 1995), although this issue evokes
some debate. Foster clearly excels in roles requiring a delicate amalgam of feminine fragility
and masculine independence and assertiveness. In Taxi Driver she played the role of a tough
yet sensitive prostitute. In The Accused she played the victim of a horrible gang rape who
nonetheless had tremendous strength and self-respect. In The Silence of the Lambs she played
the role of Starling, an FBI agent who pursues an inhuman and ruthless serial killer and re-
veals her own private doubts and demons related to an emotionally isolated childhood. She
both directed and starred in Little Man Tate as a character with strength and persistence. She
portrayed a single mother raising a gifted boy and was both vulnerable and nurturant with her
son. Great artistry and sensitivity are required to play such characters convincingly, and these
depictions of feminine strength no doubt have some influence as well on our views of gender.

Cross-Cultural and Sub-Cultural Conceptions of Gender Roles
We conclude this chapter by looking at how other cultures conceptualize male and female
roles. Of all the differences among societies, gender-based behaviors and expectations are per-
haps the most intriguing. Some differences are just interesting, while others might make you
angry. These differences often involve deep and enduring social, cultural, and religious man-
dates about what women and men are supposed to be like for a society’s status quo to be main-
tained. Although we might be tempted to judge societies different from our own, we should
beware of ethnocentrism, an attitude stemming from the belief that one’s own culture is the
only “right” one and that others are “wrong.” Sometimes differences are only that: differences.

In many societies throughout the world, women’s status is low and every effort seems to
be made to keep it that way. Gender identity and roles are powerfully affected by cultural tra-
ditions. For example, women have low-to-no social or legal status in Turkey. Despite legisla-
tive reforms intended to enhance women’s status, no substantive progress has been made. The
disadvantages of being a woman in Turkey are profound. Turkish women have no legal right
to dissent. According to Turkish law, the man is “the head of the family” and in family dis-
putes only his views are valid. The man decides where to live without consulting his wife or
family members. The man represents the family in all matters outside the home and makes
all business arrangements that affect the family. Turkish women cannot own property, and in
a divorce the man is awarded all tangible “immovable” property. Women may lawfully be
thrown out on the street with their children, utterly destitute (Chittister, 1995).

Adultery is a crime for both women and men in Turkey, but the law has a gender bias. For
women, a single act of infidelity legally constitutes adultery. Men, however, can be charged with
adultery only after living with another woman for at least 6 months or having had sexual in-
tercourse with her in his own family’s home. Although public education is compulsory and free,
one-third of Turkish women are illiterate because their fathers refuse to allow them to attend
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FIGURE 4-23 In the movie
Little Man Tate, Jodi Foster
plays the part of a single
mother who is an independ-
ent, strong, and encouraging
figure in her intellectually
gifted son’s life.

Ethnocentrism The belief
that the standards, norms, and
customs of one’s own culture
are right and superior to those
of other cultures.



school, with the support of local legal officials. The 1995 World Conference on Women re-
vealed circumstances such as these, but this situation is not likely to change much or quickly.

We have seen significant differences in male and female gender roles in Japan and
Turkey—but what about within our own country? A common American stereotype is that
Southerners have rigid male and female gender roles (Fig. 4-24). Rice and Coates (1995) in-
vestigated this stereotype and found that Southern attitudes about gender roles have changed
substantially in recent years. With 1972–1992 data from the National Opinion Research Cen-
ter, they analyzed how Southerners feel about a variety of gender role issues, especially those
dealing with women. They assessed attitudes toward working mothers, employed women,
and women in politics. The results are interesting. Southerners are much more conservative
in their attitudes about these gender role issues than subjects polled in the Northeast, Mid-
west, and West, with African Americans giving the most conservative responses. Through the
two decades of study, a more egalitarian climate of opinion emerged, although Southerners
continue to have very conservative opinions about the inappropriateness of women in poli-
tics and moderately conservative opinions about women working outside the home.

Quadagno, Sly, Harrison, Eberstein, & Soler (1998) explored differences in sexual behav-
ior among 438 women 18 to 45 years old in African American, Hispanic, and white samples.
They found some interesting differences among these groups. Whites and Hispanics reported
participation in oral sex twice as frequently as African American women, and Hispanic women
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Other Countries, Cultures, and Customs
Masculinity and Male Bonding Among Japanese Businessmen

A nne Allison’s fascinating sociological study of Japanese
“hostess bars” (1994) describes establishments where

Japanese businessmen go after work to engage in corporate
male bonding and reaffirm their masculinity in a way neces-
sary for business success. The author worked in one for 4
months as part of her scholarly study of this institution. The
Japanese sarariiman is like the American conception of a
“workaholic.” The word itself is actually based on the Eng-
lish “salary man.” He usually lives simply and frugally in a
small apartment, and he spends an enormous amount of his
day at his job and often much of the evening.. His job is his
whole life, and only through his dedication to it will his loy-
alty and industry be rewarded with security, seniority, and
good salary.

There is a clear etiquette about who goes to hostess bars
and what happens there. The experience is closer to work
than relaxation; thus the title of Allison’s book: Nightwork:
Sexuality, Pleasure, and Corporate Masculinity in a Tokyo Host-
ess Bar (1994). Hostess bars are expensive. Most profession-
als cannot afford to go to them, although there are other
places where drink and female companionship can be had.
Businessmen always go in groups headed by one obviously
senior member. The clubs are sumptuously appointed and
immaculately clean. Business expense accounts cover the
costs of drinks and companionship, which seldom involves
anything more than flirting and never includes sex. The men
often make rude jokes as they become drunk and may sing
along with electronic karaoke music. From the outside there
may seem little value to the experience: everything is expen-
sive, the female companionship involves only implied inti-
macy and no meaningful conversation or interaction, and
everyone is exhausted the next day. Yet the tradition contin-

ues because hostess bars are an arena of corporate male
bonding and trust building. Men develop lifelong business
contacts in these clubs, explore commercial opportunities
and plans, and demonstrate their company loyalty. Hostess
clubs reveal masculine values somewhat different from those
seen elsewhere and are an interesting reminder that such val-
ues need occasional reinforcement.

Geisha houses are another venue in which Japanese
women entertain men. These women, however, wear more
formal, ceremonial attire and are rigorously trained to play
musical instruments and engage in conversation with their
clients. 

In Geisha houses, Japanese men are attended to deferen-
tially by women trained for years to entertain them and of-
fer them relaxation. Sexual contact is not customarily part
of a Geisha’s interactions with her clients.



reported engaging in anal sex almost three times as often as African
Americans and whites. These women’s ages were unrelated to the re-
ported frequency of vaginal, oral, or anal sex, although women with more
education reported more frequent oral sex. 

Another example of cultural differences in gender roles is somewhat
unusual. Only rarely can one examine the impact of relatively quickly oc-
curring social and technological changes on gender and family roles. One
interesting case is found in northernmost Norway where people of the
Sami society have lived a rural existence for centuries. The men hunted
reindeer and farmed, and women stayed at home and raised children.
Over the last 30 to 40 years, Norway’s government has attempted to inte-
grate these people more completely in their nation state with all the rights
and benefits of full social enfranchisement. The impact of this “modern-
ization” program has not always been positive, however, especially for
Sami youngsters born in the late 1940s and early 1950s. These individu-
als most keenly felt the conflicts between their culture’s ancient traditions
and the contemporary social agenda. Many of this generation’s women
were discouraged from exploring occupational opportunities outside
their homes and villages because these aspirations were “inappropriate”
for women (Stordahl, 1995). Some women were encouraged to resign
from teaching positions as soon as they married in order to become part
of their husband’s “ground crew.” In the past, women had helped with
hunting and skinning reindeer, but as the industry became more mecha-
nized, their contribution was no longer as needed for the family’s economic survival. Hus-
bands felt that part-time teaching was sufficient for them and became suspicious when women
expressed interest in local and, later, national political positions. Apparently, full-time teach-
ing and political positions were incompatible with traditional Sami feminine gender roles.

When a new public education system was implemented in the 1960s and 1970s, the
changing opportunities for women led to problems for Sami families. Many Sami men felt dis-
placed by the increased participation of women throughout Sami society. Stordahl (1995) re-
ports that today social workers, teachers, and physicians point to problems Sami men and
boys have had to deal with as a result of these changes. Sami boys and men have a far higher
incidence than Sami girls and women of alcohol dependency, drug abuse, suicide, dropping
out of school, difficulty in keeping a job, and difficulty maintaining interpersonal relation-
ships. Far more Sami girls than boys are in the educational system at all levels, including uni-
versity. We should not assume a simple cause-effect relationship about the changed gender
roles and family functioning with the increased incidence of these problems, but Norwegian
physicians and social scientists believe that the two are clearly related.

In a more positive example, gender equality has recently received much attention in the
African nation of Kenya. Wainaina (1997) suggests that gender equality is central to that
country’s desire to implement a more democratic form of government. This writer calls for
Kenyan men to work on eliminating domestic violence, emphasizing that such behavior is an
“affront to manhood” (p. 38). When women are fully enfranchised in Kenyan society, a
greater prosperity for all and increased value of life are hoped-for benefits for both women
and men. In conclusion, Wainaina proclaims that “power shared is power increased” (p. 38).
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FIGURE 4-24 In the film
“Fried Green Tomatoes,” ac-
tress Kathy Bates plays the
role of a traditional Southern
wife who tries to spice things
up in her marriage by greet-
ing her husband at the door
dressed in clear wrap.

Conclusion

This chapter has introduced different ways of thinking about “sex,”
“gender roles,” and “gender identity.” Gender as a biological con-
struct includes genetic and chromosomal aspects, normal and ab-
normal sex differentiation, and the hormonal mechanisms of geni-
tal development, as well as the relationship between sex hormones
and gender stereotyped behaviors and sexual inclination.

Examining gender as a psychological construct includes ex-
ploring the meanings of “masculinity,” “femininity,” and “androg-

yny,” along with the development of sex roles, the variables influ-
encing this long process, and important gender similarities and
differences. Transsexuality and gender dysmorphic disorders were
discussed along with some of the psychological, medical, and sur-
gical aspects of these issues. The social construct of gender in-
cludes exploring the impact of television, advertising, music
videos, and movies. Cross-cultural and sub-cultural examples also
illustrate the impact of social influences on gender roles.



122 Human Sexuality: A Psychosocial Perspective

Learning Activities

1. You have read about the effects of sex hormones on the pre- and
postnatal development of male and female bodies, including rare
anomalies. Having read about such conditions, how do you assess
the relative importance of biological versus psychosocial factors in
the development of gender identity? When a “mismatch” occurs
between physical appearance and genetic sex, which do you think
is more important in establishing a sense of identity?

2. Here is a true story. A man tells his son whose wife is pregnant,
“Your mother and I saved your electric train. If you and Mary have
a son, we’ll send it to you so that he can play with it when he gets

older.” The son says, “Dad, are you telling me that if we have a girl
you won’t send it for her to play with?” His father replies, “Why
would you want to screw up a little girl’s development?” Comment.

3. Men are sometimes stereotyped as being “ever ready” for a sex-
ual encounter, and women as more “choosy” about when and with
whom they will have intercourse. Based on what you have learned
about male and female hormones and how they change or don’t
change cyclically over time, do you think these stereotypical dif-
ferences are more biological or psychosocial in origin? Or could
they be both?

Key Concepts

• The term sex is usually used to describe the biological or ge-
netic determination of maleness or femaleness. Gender role refers
to societal expectations about what is expected of our behavior as
males or females. Gender identity refers to the degree to which we
feel comfortable in our social roles as men and women.

• Psychologists and other behavioral scientists use the concept of
attribution to explain how we try to explain other peoples’ behav-
ior. If the behavior we observe seems attributable to another per-
son’s personality or personal qualities, we are making an internal
attribution. If the behavior seems attributable to the circum-
stances, we are making an external attribution.

• Differences in sex based on different sex chromosomes are re-
ferred to as chromosomal sex, and differences based on differing
sex glands are referred to as gonadal sex. Hormones secreted by
the gonads create differing male and female body forms. This dif-
ference is called hormonal sex.

• A hormone is a chemical substance secreted by an endocrine
gland into the bloodstream, where it travels to other organs or
glands and changes their activity in some way, such as increasing
or decreasing that activity.

• Gender role typing is the developmental learning process of how
we come to think of ourselves as a member of one sex or the other.

• The concept of androgyny denotes a compatible blend of tradi-
tional female and male psychological traits in the same person.

• In the course of growing up, children observe same and other-
sex adults behaving in ways that confirm or disconfirm traditional
gender-role expectations. This observational learning is the cen-
tral feature of social learning theory, which posits that the behav-
ior of others gradually becomes a model for our own as we learn
vicariously by watching the actions of others.

• The sum of all our thoughts and feelings about ourselves is
called our self-concept. It combines our here-and-now, most hon-
est thoughts about ourselves (our perceived self) and our vision of
ourselves in the future when we have become the man or woman
we would like to be (our ideal self). When the person we are
seems to be developing into the person we would like to be, this
enhances our self-esteem.

• A gender-role conflict is any feeling of restriction that accompa-
nies the desire to behave in a way that does not conform to tradi-
tional gender stereotypes.
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OBJECTIVES

When you finish reading

and reviewing this chapter,

you should be able to:

� Describe a routine gynecological examination and the
information the doctor gains through regular examinations.

� Describe different ways to do a breast self-examination, and
explain why different postures and positions are important for
doing it.

� Describe a mammogram and explain why it is useful for
diagnosing breast disease.

� Describe a Pap smear and how it can detect early signs of
cervical cancer.

� Note and explain the distinguishing symptoms of
dysmenorrhea, amenorrhea, and premenstrual syndrome.
Summarize the controversy about PMS as a clinical disorder.

� List the most common vaginal infections and the
microorganisms responsible for each one. Describe the
distinguishing symptoms of each and their treatments.

� Describe the causes, symptoms, and treatments for each of the
following disorders: endometriosis, pelvic inflammatory
disease (PID), cystitis, and toxic shock syndrome.

� Describe how to do a testicular self-examination, and describe
the signs of testicular cancer. Note the high-risk age group for
testicular cancer.

� Describe the causes, symptoms, and treatments for each of the
following disorders: epididymitis, cryptorchidism, balanitis,
varicocele, priapism, and phimosis. Indicate the consequences
of delayed treatment for each.

� Describe the location and function of the prostate gland.
Summarize the symptoms of prostate cancer and benign
prostatic hyperplasia, their treatments, and their prognosis.
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M ost of us take good health for granted. Only when we have a problem or when our
good health is gone do we sometimes reflect on this effortless well-being and lack of

anxiety. We need to think more about our health, however, because our actions when we are
healthy often determine or affect whether we remain healthy. This chapter discusses many
common health problems that can affect one’s sexual and reproductive health. But before we
get started, it is important to make our perspective on this subject clear. We want you to keep
in mind some general principles as you read this chapter. This chapter can sensitize you to
key information you need to avoid or minimize the seriousness of many health problems.
Three basic premises summarize our approach to sexual and reproductive health:

1. Your health is your responsibility.
2. Preventing a condition is always better than trying to treat it if it does occur.
3. Seeking treatment early in a condition is always better than delaying until later.

While some of these issues can be frightening, such as breast cancer or prostate cancer,
others are much less serious or even more of an annoyance than a concern. Knowing about
these problems helps one understand why medical counsel should be sought promptly when
signs and symptoms occur, and also helps one communicate more clearly with health care
providers. Using your sexual vocabulary developed from this text, you can converse intelli-
gently with health care providers about issues that can improve the quality and even the
length of your life. 

Not all health problems related to sexuality are discussed in this chapter. Sexually trans-
mitted diseases, including AIDS, are discussed in Chapter 17; only a few communicable con-
ditions are described in this chapter. How many other medical conditions affect sexuality is
discussed in Chapter 16. For women, the focus of this chapter is primarily breast cancer and
other types of breast disease, cancers of the female reproductive system, menstrual problems,
endometriosis, and vaginal infections. For men, we will look at testicular cancer, prostate
cancer, and benign prostatic hyperplasia. Although you yourself are probably in good health
at this time, you know or will know someone with many of the conditions described in this
chapter.
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From Dr. Ruth Westheimer

T hrough the years, I’ve always said that it’s worth sounding
like a broken record about contraception and using con-

doms if I helped save even one person from an unintended preg-
nancy or prevented one case of AIDS. Since I started my crusade
back in 1981, hopefully more than one person took this advice,
but I can’t know that for sure. Hundreds of people have thanked
me for helping them improve their sex lives, but when it comes
to preventing an unintended pregnancy or case of AIDS, there is
no way of knowing—because the good news is that “nothing” ac-
tually happened.

When a team of experts helped me put together Dr. Ruth’s
Encyclopedia of Sex, even I learned a few new things, one of
which was the importance of the male testicular examination. I
learned that most cases of testicular cancer occur in fairly young
men, and that self-examination could potentially save many
lives. I tried then to pass on that nugget of information whenever
I was interviewed in the media. Over and over again I tried to
spread the word to men that they should regularly examine their
testicles and that if they ever felt anything irregular, they should
immediately go to a doctor.

A few years ago in a restaurant, one of the waiters pulled me
aside. People often do that, to ask me some question about their

sex life or relationship difficulties, and unless I’m in a rush, I
don’t mind. This time I was very glad that I stopped to listen. The
young man told me that he had heard me talk about the testic-
ular examination, and then he examined his testicles and found
something irregular. He went to a doctor and found out it was
cancer, but because he had caught it in time, he was going to be
OK and he wanted to thank me.

It made me feel really good. But the most important part of
this story is not how I felt, but that this young man had acted and
caught the problem in time. Modern medicine is full of unbe-
lievable miracles, but they do no good if doctors don’t have the
opportunity to put them to work before it’s too late. In this chap-
ter you’re going to read about many different health problems
affecting our sexual and reproductive organs. It may not be a
very agreeable subject, but you should study this chapter care-
fully because the information it contains could save your life. So
read on and, just as importantly, check yourself out. Examine
your body as described here. If you feel anything is not quite
right, even a little thing, get it checked by your physician. People
often think that they are invincible, but they’re not, so do your-
self a favor and think about this and take a good look at your-
self.



As noted above, we believe it is crucial to take responsibility for one’s own health and to
recognize the importance of prevention and early diagnosis and treatment. People often de-
lay seeking treatment even though they know they should act more promptly and assertively.
It has been estimated that one in nine American women will at some time in their life be di-
agnosed with breast cancer and that one in eleven American men will be diagnosed with
prostate cancer. Yet as many studies reveal, many women still don’t do regular breast self-
examinations, don’t seek mammograms as recommended, or procrastinate about their yearly
appointment with their gynecologist. Similarly, many men avoid regular examinations that
include a digital rectal examination, which is an important early screening for prostate
problems.

Health care is changing rapidly in the United States. In the past, people commonly be-
lieved that their health was their doctor’s responsibility. This is no longer a common attitude.
Physicians and other health care professionals increasingly tell us that they are our partners
in our efforts to take care of ourselves. This is an important change in focus on health and
wellness. Doctors today are more willing to teach us about how to avoid ailments or mini-
mize the seriousness of conditions we already have. The next time you visit your physician,
ask any specific questions you have about your health concerns. Look for leaflets and health
information sheets as well. Remember, your doctor is your partner. The better you under-
stand health issues, the better a partner you will be.

The study of health problems can be complex. To ease this process we’ll use a standard-
ized approach with the wide variety of conditions. We begin each by discussing the general
nature of the disorder, followed by its distinguishing symptoms and signs and an explanation
of how it is diagnosed. Next, we consider who may be at greatest risk for the illness. Finally,
we discuss the treatments for the problem, its long-term consequences for the individual, and
how the ailment can be managed if there is no cure.

The Importance of Personal Responsibility 
and Preventive Measures

Adherence to Medical Recommendations
Health psychologists report that about two-thirds of all people do not follow their doctor’s di-
rections for long-term illnesses, and fully half do not carefully follow the doctor’s advice for
short-term ailments. Why? The answers involve complex human issues. Basically, when fol-
lowing health recommendations helps people feel better and diminishes discomfort, most
people will follow them. 

Throughout this chapter we will talk about screening tests and the value of participating
in preventive testing—and who does or does not participate. Bostick, Sprafka, Virnig, & Potter
(1994) noted that women with higher incomes were more likely to have mammograms, for
example, and that higher education might be associated with a greater willingness to have reg-
ular cancer screening tests. In one Australian study of 72 women aged 18 to 63 (Barling &
Moore, 1996), 85% indicated that they intended to have a Pap smear (a diagnostic test for cer-
vical cancer), but only 39% actually did so regularly. Another study (Funke & Nicholson,
1993) reported that whether a woman had regular Pap smears was not statistically associated
with her current health status, age, ethnicity, relationship status, education, or the presence of
physical symptoms of an STD. Even when psychological tests showed that a subject felt “in
control of her life,” this attitude was not associated with having a regular Pap smear.

Breast self-examination is another example in which a brief and relatively painless proce-
dure may be ignored by young women at a time in their lives when it is a good idea to begin
developing good health care habits. Cromer, Frankel, Hayes, and Brown (1992) used a con-
fidential questionnaire to learn whether high school students who had been taught how to do
breast self-examinations actually did them 3 and 8 months later. The results are both trou-
bling and surprising. At 3 months, 40% reported they had done a self-examination at some
time since the initial session. At 8 months, however, only 2% had continued to practice breast
self-examinations since the 3-month follow-up.

A study like this one raises questions about how common breast self-examinations are
among women at a higher risk of developing breast disease. Dunbar-Jacob, Begg, Yasko, &
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Belle (1991) found that of almost 500 women at high risk for the development of breast can-
cer and over 50 years old, 30% did breast self-examinations every month, 26% more often
than that, and 26% less often. Astonishingly, 19% did no breast self-examinations at all. Al-
most 90% of these subjects indicated that they had visited their doctors during the previous
two years and that their physicians had played an important role in teaching them how to do
the examinations and in motivating them to do so regularly. Yet even when doctors take time
to instruct women about the different positions appropriate for breast self-examinations, less
than half of women studied actually use even one of these (Stevens, Hatcher, & Bruce, 1994).

When one goes to the doctor, he or she makes notes in the person’s chart about the reason
for the appointment and the nature of the health complaints or questions. These chart notes
do not have much of an impact on the patient’s self-care behaviors. Yarnall, Michener, Broad-
head, and Tse (1993) asked women to fill out a health assessment form (HAF) instead of us-
ing the patient’s chart notes. Forms such as these allow patients to describe fully their health-
enhancing behaviors. This simple idea had a big impact on the number of women who
followed up on their doctors’ recommendation for regular mammograms. These investigators
found that when a chart note was made recommending that the patient receive a mammogram,
only 7.2% of the women followed up on this advice. However, when patients took the time to
fill out the health assessment form, 32% actually had a mammogram. When the women in this
study had a record of their regular check-ups, their compliance rate with the recommendation
for a mammogram rose to over 65%. This study showed that when patients took time to re-
port and record information about themselves and established a record of regular check-ups,
they were more likely to practice intelligent self-care. Whether these data generalize to other
studies and other health risks needs more research. Another study suggested that women liv-
ing in rural locations who must travel appreciable distances to visit their doctors and have
mammograms were not dissuaded by the travel time alone, as several other factors were shown
to be associated with a patient’s desire to comply with a doctor’s recommendations (Kreher,
Hickner, Ruffin, & Lin, 1995). These investigators reported that education, family or personal
income, and having medical insurance all influenced a woman’s decision to have regular breast
cancer screening tests. Gaston and Moody (1995) have reported that even among women at a
higher risk of dying of breast cancer (African-Americans), simple improvements in patient in-
terviews and medical office procedures can increase the percentage of these women who even-
tually have mammograms. Overall, these diverse investigations reveal it is difficult to predict
which patients follow their doctor’s recommendations.

The Impact of Illness on Our Lives
Sick people need support. Support systems become particularly important to people experi-
encing illness and its special challenges. Someone in your support system offers you uncon-
ditional positive regard—they will be there for you no matter what. A support system can also
offer an emotional challenge; these people can motivate us to ask ourselves how to become
the best people we can be in our circumstances. They also express a sense of emotional ap-
preciation. This means that they can understand, without judging, human emotion and its
expression. Sickness affects more people than just the sick person; a sickness affects a whole
network of people (Aronson, Pines, & Kafry, 1981). The better and more adept the support
system, the better the sick person’s chances of coping and dealing with the symptoms, man-
ifestations, and treatments.

People react to being sick in slightly different ways, but there are a few commonalities in
the adjustment process. Scientists who study the effects of stress on psychological and social
functioning distinguish between coping with stressors and dealing with them (Lazarus &
Folkman, 1984). To cope with a stressor means the person has found a way to live with it and
get along with it—but not to get rid of it. Some stressors are a permanent part of the human
condition, of course, and learning to cope with them successfully is a real achievement. Deal-
ing with stressors, however, is very different. To deal with a stressor means that the person
has found a way to eliminate it. The experience of being sick can involve both coping and
dealing. Consider for a moment: are girls raised to be copers or dealers? Are boys raised to
be copers or dealers? Is the illness experience fundamentally different for women and men?
How do one’s perceptions of an illness experience affect how promptly one seeks medical
care?
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Speculate why people delay or
deny seeking medical

evaluations or treatment when
they know they need to.

FOR DISCUSSION . . . 



Taking Personal Responsibility for One’s Health
A person’s willingness to be foresightful and conscientious about taking care of himself or
herself seems to be related to a number of personality characteristics. A fundamental aspect
is self-esteem, the image everyone has of himself or herself. If people feel that they appear and
behave in a way that matches the picture of themselves they like to hold, then their self-es-
teem is pretty good. Similarly, when people’s appearance, thoughts, and behaviors do not
seem congruent with how they like to see themselves, then their self-esteem suffers and is
said to be poor or “low.” This personality dimension is clearly related to people’s images of
their bodies and the activities they engage in with their bodies. People who know a lot about
their bodies and who are comfortable with their physical selves are less hesitant to notice un-
usual or troubling symptoms and report them to their doctor. But many people are not as
knowledgeable and comfortable with their bodies, and low self-esteem is often associated
with extreme shyness or dissatisfaction with one’s body. This outlook may contribute to pro-
crastination in taking care of oneself or taking action when a problem occurs. 

Another personality trait related to one’s willingness to engage in health maintenance be-
haviors is called locus of control. This idea was first introduced in 1966 by the clinical psy-
chologist Dr. Julien B. Rotter. Basically, locus of control involves the answer to the question
“Who’s in charge of your life?” Rotter developed a test to determine whether one has an “in-
ternal locus of control” or an “external locus of control.” With the former, you feel in charge
of your life: you make the important decisions, and you take responsibility for making
choices, taking chances, and exploring challenges. With an external locus of control, how-
ever, you believe that factors and forces outside yourself control your life and determine the
quality and nature of your existence. Although most people do not always behave one way
or the other all the time, people may tend toward either internal or external control and,
therefore, have different attitudes about the relationship between behaviors and the rewards
one ultimately enjoys or does not receive.

People with an internal locus of control generally believe that their health results from
their actions and their health-promoting and -maintaining behaviors. These are the people
who believe that they are taking care of themselves because they expect their efforts to en-
hance the quality and length of their lives. Even if they face a high risk of developing a health
problem because of their family history, they refuse to do nothing and wait for the problem
to appear. They understand that lifestyle modifications, regular medical counsel, dietary
changes, and perhaps medical care can substantially reduce their risk.

People who have an external locus of control act very differently. They generally believe
their health is outside their control and that there isn’t much they can do to minimize their
risks of developing health problems or to reduce the severity of illness. They believe they
must wait for the “inevitable.” Women with an external locus of control are far less likely to
perform regular breast self-examinations or have regular mammograms or Pap smears. They
may feel hopeless when experiencing menstrual problems that cause discomfort and disrupt
their social and occupational functioning. The issue here is not whether one type of locus of
control is “good” or “bad” but that people who understand this personality characteristic may
be able to behave more independently and effectively when it comes to taking care of them-
selves. Like self-esteem, locus of control emerges during one’s growth and development.

Social and behavioral scientists who study personality have discovered another personal-
ity dimension related to health care behaviors, known as self-monitoring. This is the degree to
which one is aware of where one is, whom one is with, what one is saying, how one’s utter-
ances are being received, and the general impact of one’s presence on the immediate social
environment. People high in self-monitoring have a keen sense of what is going on both in-
side and outside themselves. They always feel “on stage.” Indeed, people high in self-
monitoring often experience an almost painful self-consciousness. In contrast, people who
are low in self-monitoring are less aware of what is happening around them. Generally, they
have less self-consciousness and are less aware of the impact of their behavior on others or
their social circumstances. Although they might seem very relaxed, they do not fully attend
to relevant and sometimes important environmental cues. What they feel happening inside
and outside of them lacks detail and clear reference in place and time. Self-monitoring is
clearly related to one’s behavior concerning health care. People who are more attuned to their
surroundings and themselves are more likely to pay attention to anything unusual happen-
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ing in their bodies. People low in self-monitoring might not attend to such information as
promptly and may delay seeking medical counsel for anything unusual.

Women’s Sexual and Reproductive Health Concerns

Routine Gynecological Examination
Women often experience some anxiety about having a pelvic examination. Younger women
may feel this more acutely, but the examination still causes some unease for women of all
ages. The anxiety accompanying pelvic examinations has received much attention in medical
education (Frye & Weisberg, 1994), and doctors now are trained in techniques to minimize
this anxiety.

Most physicians recommend that a woman have her first pelvic examination when she
turns 18, as soon as she becomes sexually active, or when she wants to begin taking birth
control pills. Women have different circumstances, however, and these are only general rec-
ommendations.

An important part of the gynecological examination is a health history. The doctor is in a
better position to evaluate potential health problems with the information gained from ask-
ing various health-related questions. These include questions about one’s overall health and
specific questions about menstruation. The doctor may ask about breast tenderness during
the menstrual cycle and the type of bra worn during exercise. Many doctors now also ask
about caffeine intake because this may be related to breast tenderness or other problems.

One’s past medical history is also relevant: surgeries, menstrual history, pregnancies, and
breastfeeding. A family history of breast cancer, other reproductive system cancers, and other
breast diseases is investigated. The doctor may ask about whether and how often a woman
douches and what kinds of contraception she has used in the past. Routine questions are
asked about any problems a woman might be experiencing sexually, including the age at first
intercourse, how often she has intercourse, what type of contraception or protection against
STDs is used, and sexual orientation. The doctor will ask about any medications being taken,
as well as tobacco and alcohol habits. The doctor will also ask about one’s specific reason for
the visit if that is not already clear.

The examination usually follows the history. Much of the following description of this ex-
amination is based on the excellent book by Edge and Miller (1994). After emptying her blad-
der and undressing, the woman is draped and every effort is made to preserve her privacy. She
is positioned as needed for the doctor to examine her, beginning with visual inspection of the
external genitalia. The physician should tell her what he or she is going to do before doing it.
The doctor will palpate (feel) the labia majora and labia minora, as well as the lymph nodes
in the groin area, and will then put a finger into the vagina and feel its anterior surface (the
front of the vagina). Skene’s glands surrounding the urethra are palpated. The doctor may ask
her to “bear down” in order to determine the tone of the muscles and ligaments that support
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Letter to Dr. Ruth Westheimer

Question:
My doctor always seems in such a hurry during my yearly GYN
examination. What can I do to get him to take more time with
me and answer my questions more thoroughly?

Answer:
In the days before HMOs, it was easier to spend more time with
a doctor. Now many people complain their doctor’s office is like
a factory line as the doctor moves from one patient to the next.
Still, there is certainly no harm in trying to get more personal at-
tention.

First of all, go to your next visit with a written list of questions
to be sure you don’t forget any. Let the doctor see that you have
a list, so that he or she knows you took the time to think about
your questions. Then the doctor should be more willing to re-
spond in greater depth.

If your doctor refuses to cooperate, check out other doctors,
even if you are limited to those approved by an HMO. If you let
another doctor know why you wish to switch, he or she might be
a little more cooperative. And unless you might be having a child
in the near future, try going to a GYN who doesn’t deliver babies.
Such a doctor won’t have a schedule constantly interrupted by
births.



the pelvic organs. Doctors often ask their patients to try to tighten the muscles at the opening
of the vagina to assess the general muscular tone of the introitus (Fig. 5-1).

A speculum, a metal or plastic instrument that allows the doctor to see inside the vagina,
is used for the examination of internal structures (Fig. 5-2). When inserting the speculum,
the doctor encourages the woman to breathe slowly and regularly through the mouth. The
doctor visually examines the inside of the vagina and the cervix and usually takes a Pap smear
sample. If other tests requiring vaginal or cervical smears are necessary (such as those for sex-
ually transmitted diseases), they also are taken at this time.

A bimanual pelvic examination comes next (“bimanual” literally means “two-handed”).
While this might be a little uncomfortable, it is a brief, relatively painless, necessary part of
a thorough gynecological examination. Wearing sterile, lubricated, latex-free (some people
are highly allergic to latex) gloves, the doctor places a finger from one hand into the vagina
and the other hand on top of the abdomen. Internal sexual structures can now be palpated
between the doctor’s hands. By moving one hand and then the other, she or he can feel the
cervix and the ligaments that support the uterus, ovaries, and fallopian tubes (Fig. 5-3). This
examination provides the doctor with important information.

Chapter 5 • Taking Care of Yourself: Sexual and Reproductive Health and Wellness 129

FIGURE 5-1 Examination of the external fe-
male genitalia during a pelvic examination.
(A) Palpation of the labia. (B) Palpation 
of the immediate interior of the vagina. 
(C) Palpation of Bartholin’s glands.

Speculum A metal or plastic
instrument that allows a doctor
to see inside the vagina, visual-
izing the cervix as well.

Bimanual pelvic exami-
nation A gynecological ex-
amination in which a doctor
places a finger from one hand
in a woman’s vagina while put-
ting the other hand on top of
her abdomen. This allows the
doctor to feel the cervix, liga-
ments supporting the uterus,
ovaries, and fallopian tubes.
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FIGURE 5-2 (Top) Various sizes of specula,
both stainless steel and plastic. (Bottom)
Plastic speculum inserted into the vagina al-
lowing visualization of its interior.

FIGURE 5-3 During a pelvic exami-
nation, a health care specialist can
feel the interior of the vagina, the
shape and surface of the uterus, the
vagina and the rectum and tissue
between them, and internal sup-
portive membranes, fallopian tubes,
and ovaries.

Vaginal
examination

Bimanual
palpation:
uterus

Rectovaginal
examination

Bimanual
palpation:
adnexa



As described in Chapter 3, the back of the vagina is adjacent to the front of the rectum,
and the standard gynecological examination usually also includes a rectal examination. Wear-
ing fresh gloves, the doctor inserts one finger into the vagina and another into the rectum to
assess the tone of the muscles that hold and release urine. The doctor can also feel the back
of the uterus.

That usually concludes the examination—15 to 20 minutes of slight discomfort each year
for the assurance of good sexual and reproductive health or to find any problem early, while
it is most treatable. The Pap smear is sent to the laboratory, along with any other tests, and
in a few weeks the results are sent back to the doctor. The woman should call the office a few
weeks after the examination in case the office hasn’t yet called her to say that everything is
fine or that the doctor wants to talk to her again about something.

Women often think of their gynecologist as their primary care physician and do not reg-
ularly visit a family practitioner or specialist in internal medicine. Therefore the gynecologist
sometimes runs tests not directly related to sexual and reproductive health, such as blood
sugar and cholesterol levels. Remember that you and your doctor are partners in your health
maintenance and care. One of the most important things the doctor can teach a woman is the
importance of breast self-examination and how to do it.

Breast Cancer
Breast Self-Examination Despite some conflicting data, breast self-examinations can be
extremely important for women to recognize breast changes that may signal various prob-
lems, including cancer. Women who discover lumps in their self-examinations understand
the importance of seeking medical care. Women having periods should do the examination
about halfway between periods. Postmenopausal women should choose a day during the
month that is easy to remember. The procedure for a breast self-examination, as described by
Edge and Miller (1994, p. 294), is shown in Figure 5-4.

Remember that not all lumps are cancerous. Many different conditions can cause breast
lumps or bumps as symptoms, as we will discuss soon. Although the steps outlined above
take only a few minutes, women commonly are somewhat careless about doing regular breast
self-examinations. Health educators have wondered about how best to motivate women to do
the self-examination regularly. Their studies show that the more involved women are when
being taught about breast self-examinations, the more consistently they will do them in the
future. To compare three different teaching techniques, women were divided into three
groups. The first group only received information about how to do breast self-examinations.
The second group received the same information, but also practiced using a model of a breast
that had lumps of various size in it. The final group received the same information but were
guided through an examination of their own breasts. More women in this last group later
continued to do regular self-examinations (Alcoe, Gilbey, McDermot, & Wallace, 1995).
Other data (Stevens, Hatcher, & Bruce, 1994) indicate that when women are taught a num-
ber of postures and positions for breast self-examination, only 40% of the women used three
different positions each month. In this study, 42% of the women employed only one position
(lying on her back), but other studies have shown that women who use more than one
method of breast self-examination are more consistent and conscientious about doing so reg-
ularly and are more successful in identifying lumps in silicone models of breasts (Atkins,
Solomon, Worden, & Foster, 1991).

Another study of over 200 women aged 22 to 67 working in a large southern university
revealed that only 31% practiced regular breast self-examinations, and the women who had
been patiently taught how to do it by their doctors were much more likely to do so regularly
(Hailey & Bradford, 1991). Generally, both younger and older women did fairly well in de-
tecting lumps in silicone breast models, but older women were less likely to be as accurate in
detecting all the lumps in test models (Rutledge, 1992). These data are interesting. Although
one might have thought that there was a “practice effect” in breast self-exams, that the more
a woman does it the better she gets at it, this is apparently not the case. Perhaps over years
of practice some women become more hurried or less focused during their breast self-exams?
This question deserves more research in health education.

Although finding a breast lump does not necessarily signal cancer, it should be checked
by the doctor promptly. Women react to finding a breast lump in different ways, depending
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in part on their experience with friends and family members who might have had problems.
Studies show, however, a problematic situation when it comes to women reporting and act-
ing on breast lumps they find. Redman, Henrikus, Clover, and Sanson-Fisher (1993) found
that fully 29% of their sample of 745 women had symptoms of potential breast cancer but
never contacted their doctors at all! Another 21% of this sample didn’t make an appointment
for more than 2 weeks after finding a lump. Given that this is a symptom potentially of a very
serious disease, these results are surprising and disheartening. Recently, Thomas et al. (2002)
and Hackhaw and Paul (2003) have concluded empirical and literature review data on the ef-
fectiveness of breast self-examination in reducing death rates due to breast cancer.  Both stud-
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FIGURE 5-4 A breast self-examination. With her arms at her sides (A), behind
her head (B), gripping and exerting tension on her hands (C), and with her
hands on her hips (D) a woman should look for any new irregularities in the
symmetry or shape of her breasts. She should then firmly and slowly press each
breast with her fingers (E), moving them in concentric circles (F) moving in-
ward toward the nipple. She should also gently squeeze each nipple, checking
for any moisture or secretions (G). 



ies reveal that breast self-examination when used alone and without mammography is not ef-
fective in reducing mortality due to this disease.  However, and perhaps most importantly,
women who regularly examine their breasts are more likely to approach their doctors for ad-
vice and information about breast cancer, and therefore are also more likely to have breast
biopsies when needed.

Different Types of Breast Lumps Many factors can contribute to the development of
benign (noncancerous) breast lumps. Sometimes changes occur during a woman’s menstrual
cycle, during a pregnancy, or with aging. Of all breast lumps suspicious enough that a doctor
recommends a biopsy, 80% are noncancerous. (A biopsy involves the surgical removal of a
small amount of the tissue in the lump, usually under local anesthesia, which is then micro-
scopically assessed.) Because breast tissue is composed of lobes of milk-producing glands, the
ducts connecting them, and fat with a muscular layer beneath, there are many tissues and tex-
tures that sometimes feel lumpy. Women with small breasts and especially thin women are
more likely to notice breast changes and lumps. Because the breasts respond to changing lev-
els of hormones during normal menstruation, it is not unusual for women to notice lumps at
various times during their menstrual cycle. In most cases, such changes disappear by the end
of a woman’s period, and they seldom occur at all after menopause. The National Cancer In-
stitute estimates that about half of all women will at some time experience a breast lump,
breast tenderness and pain, or nipple discharge.

A discharge from the nipple is not unusual and may not indicate a disease or disorder.
Breast discharge is common in women who use birth control pills or some sedatives and tran-
quilizers (CancerNet, 1995). This discharge may be clear or whitish. A woman who notices
a breast discharge, however, should still mention it to her doctor. Even if the discharge is
caused by a breast disease, that disease is most likely benign. The doctor may prescribe an
antibiotic if the discharge is caused by an infection.

Some women may be more likely to develop benign breast lumps, although the evidence
is still tentative. Women who have never had children, who have irregular menstrual cycles,
or who have a family history of breast cancer are more likely to develop benign breast lumps
(CancerNet, 1995). Benign lumps are less likely in women who use oral contraceptives and
those who are overweight. Because of the action of female hormones on breast tissue, benign
breast lumps are more common in women of child-bearing age.

Fibrocystic disease is a condition of generalized breast lumpiness. Women with this con-
dition performing self-examinations generally feel lumps having a knotty, ropy, or granular
texture. These are most frequently felt in the area around the nipple and in the upper and
most lateral parts of the breast. Women with fibrocystic disease typically notice breast
changes about a week before their period begins, and they report that the nodules are round
and generally regular in shape. Some women report soft lumps, others firmer lumps. Most
say they feel tender or a little painful. These symptoms diminish markedly about a week af-
ter the period is over. A woman who thinks she may have fibrocystic changes in her breasts
should see her doctor to rule out more serious conditions and learn more about this common
disorder. Some physicians believe women who consume high levels of caffeine may feel more
severe discomfort from fibrocystic breast disease.

A wide variety of benign breast lumps are often referred to collectively as fibroadenomas,
which are the second most common type of noncancerous breast lumps. They are usually 1⁄2
to 1 inch (1.25 to 2.5 cm) in diameter and are made up of developing cells and fibrous tissue
(Beckmann et al., 1998). The woman feels a single well-defined, painless lump that does not
seem near or connected to other lumps. These lumps frequently have a soft texture and can
be moved within the breast easily. Of all the types of breast lumps detected by women in their
late teens and early twenties, fibroadenomas are the most common. The National Cancer In-
stitute notes that fibroadenomas are twice as common in African-American women than in
other American women (CancerNet, 1995). Fibroadenomas do not become cancerous but
may become larger during pregnancy and breast feeding. A doctor who suspects a fibroade-
noma may recommend a mammogram, which can distinguish between fibroadenomas and
malignant tumors, although many surgeons believe that only by removing the mass can a de-
finitive diagnosis be made. Sometimes other diagnostic tests may be ordered to rule out an
infection.
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Fibrocystic disease Gen-
eralized, multiple, benign
breast lumps that are described
as “knotty,” “ropy,” or of a
“granular” texture.

Fibroadenoma A type of
breast lump made up of glan-
dular and connective tissue.



One of the best and most authoritative sources of information on benign breast lumps is the
National Cancer Institute. It and other health agencies provide information about medical con-
ditions that may be confused with cancer and therefore may cause unnecessary anxiety. Only in
the most rare and unusual situations might a benign breast condition evolve into a malignancy.

Breast cancer is, of course, more serious. As noted earlier, some health experts estimate
as many as one in nine American women will develop this disease. The causes of breast can-
cer can be very complicated. Physicians and health educators often employ the diathesis stress
theory to emphasize the many factors that may contribute to the development of cancer. This
theory describes how genes or combinations of genes may predispose a woman to develop
breast cancer, especially in concert with environmental factors, including diet and/or alcohol
consumption. Early detection and treatment are essential for successfully treating breast can-
cer. For this reason elementary and high school health classes teach that one of the seven
“early warning signs of cancer,” is “a lump or thickening in the breast or elsewhere.” Because
the breasts are accessible for a thorough tactile examination and mammography, every
woman should make a conscientious effort to perform self-examinations and have regular
check-ups. When breast cancer is diagnosed before it has spread to adjacent lymph nodes,
the 5-year survival rate for this disease is 96.5% (Ries et al., 2000).

Who is most likely to develop breast cancer? In relation to the following risk factors, re-
member that these are not the causes of breast cancer but rather are statistically associated with
the development of breast malignancies. Few oncologists (cancer specialists) would definitely
state what causes breast cancer, although in some instances genetic factors seem to play an un-
usually powerful effect. Generally, women who develop breast cancer are over 40 years of age
and have a family history of the disease. The closer the relationship between a woman and a rel-
ative with breast cancer, the higher the risk. Early menarche and/or late menopause may be as-
sociated with the development of breast cancer, but the words “early” and “late” are relative and
imprecise terms. Women who have their first child after the age of 30 may also be at increased
risk. Current data also indicate that women who avoid significant weight gain after menopause
may also significantly lower their risk of developing breast cancer (Smith & Saslow, 2002).

Women who have had some types of cancer previously are also at an increased risk for
breast cancer. Having already had breast cancer places a woman at an increased risk for its
reappearance. Women who have had colon, ovarian, endometrial, or thyroid gland cancer
also are at a greater risk for breast cancer. Excessive alcohol and fat consumption may be risk
factors as well, but these roles are still controversial. Although these factors are thought to
increase a woman’s risk of breast cancer, they are present in only 25% to 30% of all cases, and
approximately 70% of women diagnosed with the disease do not consume alcohol excessively
or eat a diet particularly high in fat (Edge & Miller, 1994).

Breast cancer is thought to develop primarily in three breast tissues: the milk ducts, the
breast lobes, and the nipple. Tumors in these areas may be either clearly defined and well-
localized or invasive, meaning that they are capable of spreading. The word metastasis refers

to the spread of any cancer. The most common sites to which breast
cancer spreads are the lymph nodes in the armpits, lungs, liver, and
bones. It is generally believed that even well-localized tumors will
eventually spread if not treated. Health educators point out that
pain and tenderness do not usually occur in the earlier stages of
breast cancer.

The breast region is often defined in quadrants (Fig. 5-5). The up-
per outer quadrant is closest to the armpit and shoulder, and the up-
per inner quadrant is closest to the neck and breastbone. The lower
outer quadrant is nearest to the lower rib cage, and the lower inner
quadrant is adjacent to the upper abdomen. According to Belcher
(1992), 50% of cancerous tumors occur in the upper outer quadrant,
15% in the upper inner quadrant, 11% in the lower outer quadrant,
and 6% in the lower inner quadrant. These data should not encour-
age more or less careful examination of certain parts of the breasts,
however. Because it is difficult to predict how fast a tumor will grow
or whether it will spread, a biopsy of a suspicious breast lump should
be prompt or it should be removed and examined.
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FIGURE 5-5 Four quadrants
of a woman’s breast. The up-
per outer quadrant (shaded)
is where 50% of cancerous
breast tumors are found.



A lump that is surgically removed from a woman’s breast
is examined carefully in a surgical pathology laboratory,
where it is quick-frozen and slices mounted on a microscope
slide, or mounted in paraffin and sliced. Stain applied to the
tissue is selectively absorbed by different cells in the speci-
men, making it possible to examine and identify specific
types of cells in the lump. Breast cancer can involve several
different types of abnormal cellular growth, and the appro-
priate form of surgery and/or treatment depends on the exact
type of tumor. Other tests of the tissue may take a few days.
Generally, if the microscopic examination reveals cancer, the
surgeon often elects also to remove a number of lymph nodes
from the woman’s armpit. If cancerous cells are found here,
the cancer may have begun to metastasize.

Several medical specialists are usually involved in the di-
agnosis and treatment of breast cancer. The primary care
physician may be a family practice specialist, internist, or gy-
necologist. A surgeon removes the lump, a pathologist ex-
amines it microscopically, and an oncologist makes recom-
mendations about further treatment.

Mammograms In addition to breast self-exams, mammog-
raphy is an important diagnostic tool for learning about breast
lumps. We described benign and malignant breast disease first because mammography gener-
ally makes better sense once those issues are clear. A mammogram, an x-ray of the breast, is
sensitive enough to reveal tumors so small that they would not be detected for another 1 to 2
years through breast self-examination (Fig. 5-6). An extremely small amount of radiation is
used in a mammogram. It is a quick, inexpensive test that offers women a good way to take
care of themselves and minimize any anxieties they may have about breast changes.

The procedure is fairly straightforward. The woman sits or stands, resting one breast on
a cassette containing x-ray film. A transparent glass or plexiglass panel then compresses the
breast, flattening it to enhance the image of the tissues within it. Because the breast is com-
pressed significantly, this is somewhat uncomfortable (Fig. 5-7). Two films are taken of each
breast, one frontally and one laterally. The procedure is repeated on the other breast, and the
woman is usually asked to wait a few minutes while the films are developed to be sure that
the image quality is good enough for the radiologist’s examination. A
mammogram can help a doctor discriminate among different breast dis-
eases and between benign and malignant breast disorders, although the
mammogram alone cannot make absolute distinctions.

Some women are uncomfortable disrobing and displaying their
breasts for a mammogram. Women are entitled to a cotton gown cover-
ing the rest of their body, as well as usual office privacy. At the time of
the test, the technician may ask the woman about her breast self-exam-
ination practices and may offer help or information about this important
health care measure. This is also a good opportunity for her to ask ques-
tions about breast self-examination.

In addition to doctors’ offices and breast diagnostic centers, this test is
now commonly done in mobile mammography vans that offer this screen-
ing to women who otherwise might not have it. Newspapers often report
the location of these mobile vans which, like breast diagnostic clinics, of-
ten offer mammograms at low cost. Depending on a woman’s age and
health history, her doctor often recommends a first baseline mammogram
around age 40 and then yearly after age 50. As described in the Research
Highlight, there is much controversy about the age at which women
should begin having regular mammograms and how often thereafter. But
remember that regular doctor visits, regular breast self-examinations, and
regular (when recommended) mammograms all offer a tremendous bene-
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FIGURE 5-6 Two mammo-
grams. The one at left (A) is
of a normal breast. The one at
right (B) reveals a benign
(non-cancerous) breast mass.
Learning to interpret mammo-
grams requires significant
medical training.

FIGURE 5-7 A woman having
a mammogram. Brief com-
pression of the breast is some-
what uncomfortable, but most
women tolerate this procedure
very well.



fit for early detection of any breast diseases. One large study of almost 5000 men and women be-
tween the ages of 25 and 74 (Bostick, Sprafka, Virnig, & Potter, 1993) revealed that 80% of this
sample believed that cancer was preventable, but their understanding of cancer’s warning signs
was poor. In this sample, 95% of the women had a Pap smear, visited a doctor for a breast exam,
or had carried out breast self-examinations themselves. Almost two-thirds of the women be-
tween the ages of 50 and 65 had had a mammogram. While adherence to medical recommen-
dations is still far from ideal, signs like this that women are taking better care of themselves are
heartening.

Treatment of Breast Cancer When breast cancer occurs, several treatment options can
be considered by the patient and her physicians. The earlier the diagnosis is made, the smaller
the malignancy, the less invasive the tumor, the better the prognosis. The type of tumor may
determine what therapeutic options are recommended. If the tumor is very small, removing it
and the area of normal tissue surrounding it may be adequate—a procedure called a lumpec-
tomy. This is often combined with removing the lymph nodes in the armpit and radiation ther-
apy. For larger, more aggressively growing breast disease, a partial mastectomy involves the re-
moval of the tumor and a large amount of surrounding tissue. In some instances, a mastectomy
(Fig. 5-8A) is the treatment of choice. There are several types of mastectomy, generally all in-
volving the removal of all breast tissue and lymph nodes in the armpit. In only some instances
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Research Highlight
Breast Cancer Screening for Women Between the Ages of 40 and 49

B ecause mammography is such a powerful tool for the 
early detection of breast cancer, why don’t all women af-

ter age 40 have one every year? What could be simpler? This
question has generated much controversy, however, about
the necessity and importance of mammography in women in
their 40s. In 1997 a large number of oncologists, statisticians,
epidemiologists, and radiologists were convened by the Na-
tional Institutes of Health (NIH) to determine the necessity
and/or desirability of mammograms for women in their 40s.
The outcome of their deliberations surprised many people.

NIH noted that a 40-year-old woman has a 2% chance of
developing breast cancer before age 50 but only a 0.3% risk
of dying from the disease during this time. With this inci-
dence of malignancy, are the costs and benefits of mammog-
raphy enough to merit a blanket recommendation that all
women in their 40s have regular mammograms? This ques-
tion is also important because there may also be risks associ-
ated with mammograms. Women can be harmed if their
mammograms are interpreted as negative when they actually
are positive, or vice versa. In fact, among women between 40
and 49, up to one-fourth of invasive cancers are not picked
up on mammograms, compared to one-tenth for women be-
tween 50 and 59. There are also more false-positive mammo-
grams among younger women, in which the radiologist be-
lieves that something on the film is suspicious when actually
there is no problem. The anxiety caused by false-positive
readings often dissuades women from continuing to have
regular mammograms. Such factors detract from the unques-
tioned reliability many women attribute to their mammo-
grams. In addition, no data have proved that beginning reg-
ular mammograms at age 40 increases or decreases
adherence with screening recommendations later in life.

This NIH study produced no data on the effect of early
breast cancer screening on high-risk women. Before the ben-
efits of early breast cancer screening can be fully assessed, its
impact on women at highest risk for developing malignan-
cies requires extensive study.

The most controversial aspect of the NIH consensus re-
port was that “the available data do not warrant a single rec-
ommendation for mammography for all women in their 40s.
Each woman should decide for herself whether to undergo
mammography” (Draft Report, National Institutes of Health,
Consensus Development Statement, “Breast Cancer Screen-
ing For Women Ages 40–49). In other words, women in their
40s are encouraged to discuss their personal situations with
their primary health care providers and together come to an
agreement about the desirability and frequency of mammo-
grams. Interestingly, we see in this investigation that a scien-
tific study cannot always lead to a clear health care directive.
The more data that are collected, however, the clearer will be
the appropriate medical recommendation.

The NIH recommendations were made public in January
1997, but only 2 months later, in March 1997, The American
Cancer Society recommended that women should begin to
have annual mammograms at the age of 40 (New York Times,
March 23, 1997). Although we would all prefer the issue to
be simple and the answer to be clear-cut, medical scientists
and physicians view mammography, especially for younger
women, in somewhat different ways, and differences in med-
ical opinion naturally result. Despite this controversy, we rec-
ommend that all women have a baseline mammogram at age
40 and discuss with their doctors the frequency of mammo-
grams thereafter.

Adherence The inclination
or willingness of a person to
follow a doctor’s advice, recom-
mendations, or treatment direc-
tives.



are underlying chest muscles also removed. Many women choose to have plastic surgery to re-
build the breast after a mastectomy, and a number of options are available (Fig. 5-8B).

Drug therapy may also be used. Chemotherapy is the administration of drugs that selec-
tively find and kill malignant cells. Several treatments are necessary, and the woman often ex-
periences nausea, hair loss, and a low red blood cell count while undergoing treatment. Not
all women have the same side effects or the same severity of effects. Premenopausal women
who undergo chemotherapy typically stop menstruating during and after treatment. Hormone
therapy is another type of drug therapy for breast cancer. Hormones or agents that block the
actions of hormones may be prescribed. Hormone therapies may involve long-term treat-
ment, such as with the drug tamoxifen, which some women take for several years.

Finally, radiation therapy is another treatment alternative. In some cases, small pellets of
radioactive material are implanted directly into the breast, while in others an external radia-
tion beam is directed through the breast.

A number of variables affect the doctor’s treatment recommendation for any individual
woman’s breast cancer. Her age and pre- or postmenopausal status are important, as are the
size, type, and location of the tumor(s) removed. Whether the lymph nodes show the disease
spreading is a very important factor. Each treatment modality also has potential risks and
complications. In some cases one treatment may be used, while in others multiple or even all
treatment modalities may be employed. We began this chapter by emphasizing that everyone
is a partner with their doctor in health care. Decisions how to treat a breast malignancy
should result from an open collaboration between patient and physician, and the patient al-
ways has the right to express her preferences and concerns.

If You Find a Lump in Your Breast As noted earlier, about 90% of the time lumps
found in breast tissue are not cancerous. Still, this can be an unsettling or frightening expe-
rience. If women know what to expect from the health care system if they find a lump, then
they are better able to handle the stresses of medical testing procedures and examinations.

Finding a lump should lead to a call to the primary care physician. An appointment will
be scheduled very soon, and the doctor will do a thorough breast examination in the office.
Because of the anxiety of finding a lump, women often press or squeeze the suspected area
repeatedly to learn more about it, but this can lead to soreness that only makes the woman
more nervous. Instead, the woman should try to avoid manipulation of the suspicious area.

A mammogram will likely be performed next. This imaging technique allows the doctor
to make a reasonably good diagnosis about the nature of the lump, although this technique
has limitations. The only sure way to determine what kind of cells are in the lump is to do a
biopsy. This involves surgically removing the lump or inserting a needle into it to draw out
cells and fluid to be examined microscopically. The doctor also may recommend a biopsy if
the nipple is irritated and inflamed, encrusted with discharge, or has scaly sores that are not
healing well. For women who have not gone through menopause and who lack any other in-
dications of a malignancy, the doctor may delay the biopsy about a month to be sure that the
lump isn’t caused by hormonal changes related to the menstrual cycle.

For women who have had breast cysts in the past, however, or if there are other indica-
tions of the possibility of cancer, the doctor may perform a fine needle aspiration in the of-
fice (The PDR Family Guide to Women’s Health and Prescription Drugs, 1994). This proce-
dure takes only seconds, causes little discomfort, and can determine if the lump is a cyst. The
doctor washes the breast with an antiseptic, inserts a thin needle into the lump, and with-
draws some fluid. In some cases local anesthesia may be used. The fluid sample is then ex-
amined under a microscope for signs of cancer.

Breast cysts are hollow, fluid-filled sacs, whereas tumors are solid. The physician learns much
from how much resistance the needle encounters as it is advanced into the lump. Hard lumps
are a greater cause for concern. When a breast cyst is penetrated by the needle, it collapses and
the lump disappears. In such cases a follow-up mammogram may be performed in a few weeks
to be sure that the lump was really a cyst. If the lump does not return, cancer can usually be ruled
out. However, if in the fine needle aspiration the doctor cannot draw off any fluid, if the fluid is
tinged with blood, if the mass does not go away, or if the lump returns after repeated aspiration
procedures, then a surgical biopsy is usually recommended. In other words, if the needle biopsy
does not produce clear results, another way of examining the lump is needed.
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FIGURE 5-8 Post surgical ap-
pearance of a mastectomy
(A), and after plastic surgery
to reconstruct a new breast
(B). 



Breast biopsies are usually performed on an outpatient basis, and the patient goes home af-
terwards. Breast biopsy techniques have changed much over recent years. Most surgeons now
use a two-step procedure. The lump is removed, the tiny incision is closed, and the woman is
taken to the recovery room. If the lump is cancerous, a second procedure is necessary, but all
further medical treatment decisions are made after the patient and doctors discuss the benefits
and drawbacks of treatment options. In the past, women justifiably feared that if they went into
surgery to have a lump removed and it proved to be malignant, they might wake up without a
breast. It has been demonstrated, however, that a short wait between the two surgeries does not
affect the woman’s chances for full recovery. This delay also gives the doctor a chance to carry
out more tests if needed, the results of which may influence the treatment options.

Ultrasound is another diagnostic test sometimes used with breast lumps. An image is
formed by sound waves bouncing off breast tissues. Ultrasound can be especially useful for
learning more about lumps deep in the breasts of younger women, which are often hard to
feel and difficult to reach with a needle. Younger women have denser breast tissue than older
women, and mammograms are often less accurate in finding lumps in them.

Cervical Cancer
Chapter 3 described the structure, function, and location of the cervix. It is the opening to the
uterus, and the tiny aperture in it (the os) is the passageway for arriving sperm and the chan-
nel through which menstrual discharge leaves the uterus. Cervical cancer usually begins as a
tiny growth between the outer surface and the layer of cells lining the cervical canal. Because it
is usually a slow-growing cancer, this disease is curable for many women if it is found with early
diagnostic screening. In the United States, approximately 9 in every 100,000 women will de-
velop cervical cancer, although age, race, and socioeconomic level appear to affect the preva-
lence of this disease.  The median age at which most women are diagnosed with cervical can-
cer is 48 years (McBride & Scholes, 2002). Although the exact causes of cervical cancer are not
fully understood, studies have shown an important association between a common sexually
transmitted disease, the human papillomaviruses (HPV), and cervical cancer. There are over 60
varieties of the human papillomavirus, but only a few have been shown to cause cellular
changes in the cervix that may progress to cancer. There are other risk factors as well. Women
who began having sex in their early teens have a higher risk, and the risk is doubled in women
who smoke cigarettes. In fact, the metabolites of nicotine have been found in cervical mucus
(McBride & Scholes, 2002). Women who have had many male sex partners are also at an in-
creased risk for cervical cancer. Generally, as women age, their risk of developing cervical can-
cer increases; this is compounded by the fact that cervical cancer detected in older women of-
ten is more advanced. Finally, African-American women are twice as likely to develop cervical
cancer than American women of other races. Although family history clearly plays a role in a
woman’s predisposition to develop breast cancer, the link is not clear with cervical cancer. Cer-
vical cancer accounts for an estimated 15% of all cancers in women. The American Cancer So-
ciety estimates that 12,800 women will be diagnosed annually with cervical cancer, 4800 of
whom are expected to die as a result.

There is no usual clinical profile of signs and symptoms for
cervical cancer, although some signs are often associated with its
appearance. A blood-tinged discharge that becomes progressively
darker may indicate cancerous lesions on the cervix. Edge and
Miller (1994) note that prolonged menstrual periods, more fre-
quent periods, and bleeding after intercourse all may indicate po-
tential cancer. Because early cellular changes in the cervix are not
usually accompanied by clinically obvious symptoms, screening
and early detection are especially important. Fortunately, a sim-
ple, painless, inexpensive, and accurate diagnostic test—the Pap
smear—is very effective.

The Pap Smear The Pap smear is a highly accurate diag-
nostic test for cervical cancer. It was developed by Dr. Georges
Papanicolaou (Fig. 5-9) who discovered that cells on the surface
of the cervix begin their development deep within the tissues of
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FIGURE 5-9 Dr. Georges
Papanicolaou, developer of
the “Pap” smear.

Pap smear An accurate di-
agnostic test for cervical cancer
involving scraping the cervix
with a wooden spatula and
placing the cells on a glass
slide for microscopic examina-
tion.



this structure. As they grow and develop, cells migrate outward to the outside layers of the
cervix (Fig. 5-10). Therefore, if a cell on the surface of the cervix is unusual, the problem
likely lies deeper in the tissue. Abnormal cervical cells show when there is something wrong
under the surface requiring further testing. A Pap smear is taken during the pelvic examina-
tion, when a small wooden spatula or nylon brush is brushed across the cervix (Fig. 5-11) to
collect cells from the cervix and, possibly, the cervical canal.

The cells are placed on a microscope slide and examined by a cytopathologist, a special-
ist trained to identify changes in body cells that may reveal illness. The laboratory report is
sent to the doctor describing the presence or absence of abnormal cells and the extent of any
signs of disease suspected. Women should contact their doctor’s office a few weeks after a Pap
smear to learn the outcome of the test. Generally, women should start having Pap smears
when they turn 18, become sexually active, or want to begin using birth control pills,
whichever occurs first. Because of the association between sexually transmitted diseases and
cervical cancer, regular Pap smears are particularly important.

The results of the Pap smear may reveal normal cervical cells (Fig. 5-12); mild, moderate,
or severe dysplasia; or carcinoma in situ (localized cancer). The term dysplasia means that
cells are developing abnormally, which might reveal a precancerous condition. Abnormal cer-
vical cells may also indicate a noncancerous ailment. The most common cause of an abnor-
mal Pap smear result is infection, such as a yeast infection (discussed later). A woman with
a yeast or bacterial infection is treated with antibiotics or other medication, and a follow-up
Pap smear is usually performed a month or two later. Some studies suggest that up to one-
fifth of all Pap smear results may be inaccurate, usually indicating an abnormality when none
exists.

Follow-Up on Abnormal Pap Smear Results If a Pap smear reveals abnormal cervical
cells, the doctor may decide to take tissue samples for further analysis. Unfortunately, current
information indicates that up to half of all women with abnormal Pap smears do not return
for follow-up care when they have been asked to by their doctors (McBride & Scholes, 2002).
Abnormal cervical cells do not necessarily mean that a cancerous tumor is growing. As noted
above, many abnormal Pap tests result from infections that can readily be cured. If the cause
is not an infection, however, a cervical biopsy may be needed for the diagnosis. A number of
different procedures are used. Most common is colposcopy, in which a special microscope
called a colposcope is positioned at the opening to the vagina for a magnified view of poten-
tially abnormal areas of the cervix. A solution is applied to the cervix that causes abnormal
cells to turn white or yellow. The doctor then knows exactly which areas of the cervix to
biopsy. Only a small pinch of tissue is taken, causing very little discomfort. Colposcopy is car-
ried out in the doctor’s office and takes only a few minutes.

While the colposcope is in place, other tests may also be done. Endocervical curettage
(ECC) involves removing cells from the cervical canal. When the outer boundary of the
cervix is normal, there still may be problems within this passageway. This test is highly ef-
fective in detecting a type of cervical cancer that is common in younger women and grows
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FIGURE 5-10 Appearance of a
normal cervix.

FIGURE 5-11 In taking a Pap
smear, a wooden probe (top)
is rubbed on the surface of the
cervix to collect cells, while a
small nylon brush (bottom)
can gather cells from within
the cervical canal.

FIGURE 5-12 Normal cervical
cells.

Dysplasia The abnormal
growth and development of
cells; typically used to describe
cells examined in a Pap smear.



relatively quickly. This test, combined with colposcopy, provides much important informa-
tion to help the woman and her doctor plan treatment. In other diagnostic procedures, loop
electrocautery excision procedure (LEEP) and conization, abnormal tissue is cut out using
a sharp wire loop, and then the area is cauterized. Cauterization uses electrical current to
burn out suspicious tissue. Conization is cutting out a cone-shaped area of the cervix with
a scalpel or laser to examine the cells microscopically. These more aggressive treatments are
often performed on an outpatient basis in the hospital as well. Many physicians believe that
loop electrocautery excision and conization should be used when invasive cancer is believed
present and other diagnostic procedures suggest this probability. Finally, cryotherapy in-
volves freezing a well-localized lesion on the surface of the cervix. Ice crystals form in cells
that might be abnormal, destroying them (Beckmann et al., 1998). The earlier that all of these
procedures are begun, the less tissue is involved and the better the woman’s prognosis. Which
procedures are used depends on the unique circumstances for each woman.

Although some of these procedures can be used for treatment, as well as diagnosis of early
signs of cervical cancer, when clear abnormalities are found in cervical cells, other ap-
proaches are necessary for the best prognosis. Since mild dysplasia is not cancer, many doc-
tors take a “wait and see” approach. For moderate or severe dysplasia, however, generally
more immediate and assertive therapeutic strategies are advised. Depending on the type of
cellular abnormality, surgical, chemotherapeutic, and radiation therapies may be used alone
or in combination.

140 Human Sexuality: A Psychosocial Perspective

Loop electrocautery exci-
sion procedure (LEEP) A
procedure in which abnormal
cervical tissue is cut out with a
sharp wire loop and the area is
then cauterized.

Conization A procedure in
which a cone-shaped area of
the cervix is cut out with a
scalpel or laser for examining
the cells under a microscope.

Cryotherapy A procedure
in which a well-localized lesion
on the surface of the cervix is
frozen.

Research Highlight
Cervical Cancer Screening and Follow-Up

I n the late 1980s and early 1990s in North Carolina a long-
term study was conducted regarding the high prevalence

of cervical cancer in African-American women. The “Forsyth
County Cervical Cancer Prevention Project,” a 5-year pro-
gram funded by the National Cancer Institute, offered public
health education through a variety of media, including the
mass media and workshops. Information about cervical can-
cer detection and treatment was given to local health care
providers. Dignan, Michielutte, Wells, & Bahnson (1994) re-
ported a significant increase in overall awareness of cervical
cancer and the importance of Pap smears for detecting a ma-
lignancy early. However, while awareness of these issues in-
creased because of these educational interventions, knowl-
edge, attitudes, and behaviors did not change substantially,
with one exception. Women at the highest risk for cervical
cancer had greater participation in cervical cancer screening
for the 6 months following the study. Although 6 months
might not sound like a long time for an effect to last, what
can be learned during this period may be crucial to a
woman’s continued good health or getting treatment that
may increase the length and quality of her life. When women
in the study were informed of abnormal Pap smear results,
they had greater compliance with follow-up care while the
community education program was going on, but after it
ended, women were less likely to follow up on abnormal Pap
results (Michielutte, Dignan, Bahnson, & Wells, 1994).

Earlier we discussed the importance of compliance with
health care recommendations and how difficult it is to pre-
dict who will assume responsibility for their own health. This
issue is especially important with cervical cancer screening,
as with breast cancer screening. It has been demonstrated

that women with an internal locus of control were not more
likely to get follow-up medical treatment when diagnosed
with the human papillomavirus that had become clinically
obvious during routine Pap testing (Funke & Nicholson,
1993). To learn more about compliance with recommenda-
tions for follow-up treatment after abnormal Pap smears,
Funke and Nicholson (1993) examined the relationship be-
tween beliefs about one’s health and locus of control in
women with human papillomavirus. In their analysis of 272
women, only 29 indicated that they had failed to comply
with their doctor’s suggestions for follow-up care. However,
a few questions on this questionnaire were especially reveal-
ing. For example, subjects who agreed with the statement,
“The uncertainty about my Pap test makes me nervous,”
were four times as likely to adhere to medical recommenda-
tions as the women who disagreed with this statement. Fur-
ther, women who agreed with the statement, “I have not been
able to cope with my abnormal Pap test,” were three times as
likely to fail to adhere to medical suggestions as the women
who disagreed with this statement. While many women get
very apprehensive about abnormal Pap results, not all of
them do anything about it.

Another interesting study examined psychological issues
in women who had just had a Pap smear. When the results
indicated mild or moderate dysplasia or led to a recommen-
dation for colposcopy, women experienced high levels of dis-
tress; they reported and revealed more depression and anxi-
ety, as well as problems in social adjustment. Women
encouraged to have colposcopy had the highest levels of anx-
iety among the 225 British women in this investigation (Bell,
Porter, Kitchener, Fraser, et al., 1995).



Menstrual Problems
The issues described so far are those most commonly discussed in routine gynecological ex-
aminations. Menstruation problems are another source of dismay or discomfort that lead
many women to visit health care professionals. Although not every possible variation is cov-
ered here, common menstrual problems are discussed.

Some women wonder whether all women have problems with their periods. The answer
is yes, at one time or another, if “problem” means anything from puzzling irregularities to
debilitating discomfort. In an important American Journal of Public Health article entitled,
“Chronic Gynecological Conditions Reported by US Women: Findings from the National
Health Interview Survey, 1984 to 1992,” we learn that about 97 out of every 1000 American
women reported gynecological problems of one kind or another. Menstrual problems are the
most common disorders reported, with an annual prevalence of 53 per 1000 American
women. When we add in women experiencing irregular and/or very uncomfortable men-
struation early in adolescence, the similarly unpredictable periods seen early in menopause,
and the common mood changes that often accompany menstruation, women who never
have menstrual problems may be rare. The following sections describe the most common
difficulties.

Dysmenorrhea Dysmenorrhea means “menstrual pain.” One form, characterized as pri-
mary dysmenorrhea, is menstrual discomfort resulting from the increased secretion of
prostaglandins in the endometrium and uterine wall. These chemicals increase the strength
of uterine contractions before and during menstruation, causing significant discomfort. Sec-
ondary dysmenorrhea is caused by physical problems outside the uterus (e.g., endometrio-
sis), in the wall of the uterus (e.g., endometrial implants in the uterine wall), or inside the
uterus (e.g., infections). Dysmenorrhea causes severe menstrual cramping, and about 10% of
the women who have it miss school or work at times because of it. Primary dysmenorrhea
can be especially debilitating in teenage girls. In addition to cramping, dysmenorrhea may be
accompanied by nausea and vomiting, extreme fatigue, diarrhea, lower back pain, and
headaches. Having all of these symptoms occurring each month can significantly disrupt
one’s lifestyle and interpersonal relationships.

While primary dysmenorrhea often begins 1 or 2 years after menarche, secondary dys-
menorrhea can begin suddenly after years of normal menstruation. The discomfort of these
disorders may last from hours up to 2 days. Women may also report feelings of bloating as-
sociated with their discomfort. If menstrual discomfort disrupts a woman’s lifestyle, she
should consult her primary care physician, who typically does a pelvic examination and may
order a Pap smear and blood tests. In some instances, an ultrasound examination of the
uterus is performed and other procedures are considered, such as a biopsy of the en-
dometrium. It is important to understand that persistent, severe menstrual pain is not nor-
mal and requires medical evaluation.

The management of dysmenorrhea may take various approaches. Many doctors recom-
mend over-the-counter nonsteroidal anti-inflammatory drugs, such as aspirin, ibuprofen, or
naproxen. For many women these are effective and convenient to take. Some investigators
believe that the most important cause of secondary dysmenorrhea is an excess of
prostaglandins. These naturally occurring hormones play a role in initiating contractions 
of the myometrium. Nonsteroidal anti-inflammatory drugs help block the action of
prostaglandins and therefore can help reduce menstrual discomfort. Additionally, hormone
therapy is often effective in treating dysmenorrhea. As many as 4 out of 5 women with this
disorder are helped by taking birth control pills, especially younger women with primary
dysmenorrhea. In a recent study conducted at 23 clinics throughout the United States, it was
shown that low-dose oral contraceptives are extremely effective in the treatment of primary
dysmenorrhea (Hendrix & Alexander, 2002). Home remedies may also be effective, such as
hot baths, heating pads, and regular aerobic exercise, which all minimize the discomfort that
accompanies dysmenorrhea.

It is not easy to predict who is most likely to suffer from dysmenorrhea. In a large study
of the types of problems that primary care physicians encounter, 90% of the 701 18- to 45-
year-old women in the sample had visited their physicians for menstrual pain at one time or
another (Jamieson & Steege, 1996). Factors such as age, having had children, marital status,
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occurring hormones in women
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race, income, and education were not correlated with the presence or absence of dysmenor-
rhea. Another study evaluated a large number of young women (aged 17 to 19) entering col-
lege to assess factors that might contribute to dysmenorrhea at this age. Harlow and Park
(1996) found that women who had started having periods earlier in adolescence were likely
to experience more severe menstrual discomfort that also occurred more frequently and
lasted longer. Additionally, women who smoked cigarettes had cramps that lasted longer dur-
ing their cycles. Overweight women had twice the risk of having long episodes of discomfort
each month. Interestingly, women who often drank alcohol were less likely to have severe
cramping, but the women who drank and did have menstrual pain had pain that lasted longer
and was more severe than among women who did not drink as much. Therefore, although it
is difficult to precisely characterize women as high risk for dysmenorrhea, a number of con-
trollable lifestyle factors apparently play a role in the occurrence, duration, and intensity of
menstrual pain, and altering these may help diminish these menstrual complaints.

Finally, it should be noted that women have highly diverse socialization experiences in-
volving menstruation, especially their earlier periods. If a young girl gets the message that
menstruation is debilitating and uncomfortable, she may be more likely to report discomfort
and distracting mood swings associated with her periods. Such psychological factors can be
as important as the physical causes noted above.

Amenorrhea When a woman’s previously normal periods suddenly stop for 3 or more
months, this condition is called amenorrhea, which literally means “no menstruation.” (Some
physicians use a criterion of 6 or more months without menstruation.) Technically, this is
secondary amenorrhea. If a woman reaches the age of 16 without starting to menstruate, the
condition is called primary amenorrhea. Amenorrhea is very different from a period being late
or menstruating in a 5- or 6-week cycle.

Numerous studies show that severe physical or emotional problems can significantly dis-
rupt the menstrual cycle, as can high levels of stress (even a woman’s stress of worrying about
whether she is pregnant if her period is late!). As we will see later, significant weight loss can
lead to the cessation of menstruation.

Amenorrhea is related to abnormalities in the secretion of hormones that regulate the
menstrual cycle. There is a very delicate interplay among the glands that secrete the hor-
mones responsible for regular, cyclic periods. In addition to the pituitary gland and the
ovaries, a woman’s adrenal glands and thyroid also play subtle, but significant, roles. Any de-
lay, interruption, or cessation in the secretion of hormones from these glands may cause an
abrupt cessation of menstruation. Additionally, after stopping birth control pills, it often
takes a long time to resume normal menstruation, sometimes as long as 6 months. In some
cases of secondary amenorrhea, the ovaries do not respond properly to the pituitary’s secre-
tion of FSH and LH and do not ovulate. Because this delicate interplay of hormones is es-
sential for normal menstruation, a number of factors that disrupt the balance of these chem-
icals can disrupt menstruation. For example, demanding physical exercise (as in athletic
training) may cause menstruation to stop, especially if the woman has very little body fat. Ad-
ditionally, obesity, inadequate nutrition, diabetes, chronic nonalcohol-related liver disease,
tuberculosis, and various medications (such as oral contraceptives, Depo-Provera injections,
narcotics, tranquilizers, and chemotherapy) may all cause the cessation of regular periods
(PDR Family Guide to Women’s Health and Prescription Drugs, 1994). A woman who has
been having regular periods and suddenly stops doing so should consult her primary care
physician. Often addressing the suspected cause of the amenorrhea eventually leads to re-
turning to a regular menstrual cycle. In some cases it may take longer to find the specific
cause of the amenorrhea, but generally not having periods is not problematic during this pe-
riod of medical evaluation.

Finally, it is important to note that amenorrhea is common among women with the eat-
ing disorders anorexia nervosa and anorexia athletica (Yates, Leehey, & Shisslak, 1983).
The former is systematic self-starvation with no accompanying organic illness, and the latter
is a restriction of caloric intake while undergoing arduous athletic training. When women eat
too little during prolonged athletic training, it is not at all uncommon for them to stop men-
struating. The exact reason for this is not clear but is thought to involve the body leanness
that results from long-lasting athletic training. In both types of anorexia, an appetite is pres-
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Anorexia nervosa An eat-
ing disorder typically seen in
women involving systematic
self-starvation.

Anorexia athletica An eat-
ing disorder typically seen in
female athletes in which food
restriction is coupled with pro-
longed, intense physical exer-
cise.



ent but the person does not consume adequate nutrition. When women lose a significant per-
centage of normal body fat, an important trigger for normal menstruation is lacking, and
amenorrhea results. Although the precise limit is not known, when a woman’s percentage of
body fat falls into the 11% to 14% range, her periods are likely to become irregular or stop
altogether. Regaining weight to a normal level restores regular menstruation, usually after a
few months.

Premenstrual Syndrome Whether there is an authentic clinical entity called premen-
strual syndrome (PMS) is a highly controversial issue. Although almost everyone agrees that
women experience menstrual-related mood changes, there is substantial disagreement about
the degree to which such changes affect women’s intellectual, emotional, and behavioral char-
acteristics (Table 5-1). Further, there is significant disagreement over just when such effects
begin before menstruation. Despite these unknowns, the treatment of PMS has become some-
thing of an industry. Over-the-counter medications claim to minimize or eliminate physical
and emotional aspects of PMS, and some counselors and psychotherapists now specialize in
PMS treatment.

Most investigators who study PMS believe that the physical and psychological complaints
begin at about the time the corpus luteum is formed during a woman’s menstrual cycle. Many
women report symptoms beginning 5 to 10 days before their periods begin. This distress usu-
ally starts in a woman’s late twenties and may increase in severity until she reaches
menopause. It is estimated that about half of all women at one time or another experience
PMS, and 9 to 12 million women in the United States (6% to 9% of American women) are af-
fected regularly. While no single physical cause of the complaints of PMS has been found, a
number of biological factors are thought to play a role. Changes in estrogen and progesterone
levels (especially after a fall) and a lack of certain vitamins (especially vitamin B6) have been
suggested. Women who suffer from PMS frequently report significant fluid retention, irri-
tability, depression, and mood swings. The actions of hormones and vitamin B6 are thought
to affect certain neurotransmitters in the brain (especially dopamine and serotonin) that can
have a direct impact on the experience and expression of emotion. The troubling symptoms
typically go away a day or two after menstruation begins. The signs and symptoms of PMS
are numerous and diverse, making it difficult to identify a specific syndrome.

Until fairly recently, the management of PMS included diverse and sometimes unusual
treatments for which health insurance companies often would not pay. Today, however, there
is more uniformity in treatment, and many health insurance companies are more willing to
pay a share of the counseling that often helps women deal with PMS. The Diagnostic and Sta-
tistical Manual of Mental Disorders (fourth edition) now includes a category called “Premen-
strual Dysphoric Disorder.” The word dysphoric refers to feelings of being physically ill or
unhappy. The inclusion of this diagnosis in the DSM-IV is important because it standardizes
the language for distinguishing symptoms of different psy-
chological disorders and because a diagnostic category is nec-
essary for most insurance reimbursements. Still, psycholo-
gists and psychiatrists do not all agree that premenstrual
dysphoric disorder is a standard diagnosis, and there is still
controversy about how much of the problem is psychological
and how much is physical in origin. In addition to the symp-
toms previously described, the DSM-IV also includes emo-
tional liability (e.g., “feeling suddenly sad or tearful or in-
creased sensitivity to rejection”), decreased interest in usual
activities, difficulty concentrating, lethargy, fatigability or
marked lack of energy, marked change in appetite (overeat-
ing or specific food cravings), excessive sleep or insomnia, a
subjective sense of being overwhelmed or out of control, and
often other physical symptoms such as breast tenderness or
swelling, headaches, joint or muscle pain, and weight gain
(DSM-IV, 1994, p. 717).

The treatments for PMS include lifestyle changes such as
a reduction in salt intake, animal fats, caffeine, sugar, alcohol,
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TABLE 5-1

Symptoms Often Seen in Premenstrual
Syndrome

Irritability
Depression
Mood swings
Changes in sleep patterns
Loss of energy
Breast tenderness
Headaches
Distractibility
Weight gain
Cravings for certain foods
Loss of enjoyment in activities which in the past 
offered relaxation and fun



and mood-altering drugs. Women are encouraged to consume more unrefined carbohydrates
(e.g., pasta, potatoes, whole-grain breads, and rice), protein, and fiber. Regular aerobic exer-
cise and stress management strategies are encouraged. Several drugs may also help manage
PMS, such as those that suppress ovulation, progesterone, antiprostaglandin agents (to lessen
cramping and diarrhea), minor tranquilizers, antidepressants, vitamins B6 and E, and mag-
nesium. A relatively new oral contraceptive, Yasmin, contains a somewhat different type of
synthetic progesterone compared with other currently available birth control pills. Current
research (Freeman, 2002) demonstrates that Yasmin is especially effective in reducing a
number of symptoms commonly associated with PMS. It remains to be seen whether this
agent, or others like it, will be commonly used in the treatment of these menstrual-related
difficulties.

Overall, PMS is a broadly defined disorder in which women suffer varying degrees of dis-
comfort and debility. Many health care professionals are skeptical of patients who aggres-
sively demand treatment for alleviation of their PMS symptoms. Although physicians and
nurses are trained intellectually and temperamentally to deal with many kinds of ill people,
they often become impatient with what they say are unusually pushy and persistent demands
for help from women diagnosed with PMS. Often physicians who were trained to think of ill-
ness as physiological in origin use the phrase “just psychological” as if psychological prob-
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Is There A “Menstrual Etiquette”?

B ecause of the discomfort and other symptoms that some-
times accompany menstruation, women may ask them-

selves, “How am I supposed to act when I’m having my period
and feeling terrible?” Sometimes it takes real effort to maintain
control of one’s emotions, especially when feeling upset or un-
well for one reason or another. Yet mothers, when teaching their
daughters about menstruation, seldom mention that although a
period may cause some moodiness and discomfort, the show
must go on! Grief and Ulman (1982) noted that adolescent girls
approach their first period not as a rite of passage but more as a
turning point in personal hygiene. They are less likely to feel en-
franchised in adult feminine society but instead become con-
cerned about being clean and staying fresh. Still, a young
woman who has been well prepared for her first period is far
more likely to develop a more positive attitude about her body
and her fertility and to deal well with the discomfort and annoy-
ance that sometimes accompany menstruation (Koff, Rierdan, &
Sheingold, 1982).

Various over-the-counter preparations promise to relieve the
discomfort, cramps, and bloating that may occur with menstrua-

tion. There is a powerful and persistent message that menstrua-
tion is somehow unclean. Isn’t it interesting how the word sani-
tary is used to describe these products? Delaney, Lupton, and
Toth (1988) note that advertisements for these products have tra-
ditionally employed a revealing vocabulary:

“ . . . menstruation is still usually discussed with eu-
phemisms: “those special days,” “those difficult days,” “that
time of the month.” “Special” is double-edged, used to im-
ply both “noteworthy” and “problematic.” Equally covert is
the treatment of what to do with used menstrual para-
phernalia. “Now-one more thing not to worry about . . . that
little discussed disposal problem. Now-neat, discreet, dis-
posal bags come in each box of new Scott Confidets.” Men-
struating women should be embarrassed, say advertisers.
(p. 132)

Interestingly, while terms like “secure,” “confident,” and “free,”
are most often included in these ads, the word “absorbent” is
used much less frequently (Delaney, Lupton, & Toth, 1988).

Letter to Dr. Ruth Westheimer

Question:
I’ve noticed that I often feel really aroused when I have my pe-
riod, though my husband and I don’t have sex for those 4 or 5
days. Is it because it’s a “forbidden” activity that makes me feel
this way? Or is it hormonal, or what?

Answer:
You’re not alone in this, and the answer probably has to do with
extra blood flowing in the area, making your genitals slightly en-
gorged so that you feel aroused.

You should know that there’s no good reason not to have sex
with your husband during your period. Old Biblical taboos
against it probably originated in the fact that you can’t make a
baby during that time, but there’s no medical reason to avoid
sex. It will be a little messy, but just put a towel underneath you
and have some tissues nearby. If you don’t want to have inter-
course, you can always masturbate each other.



lems were somehow less authentic. A woman who suffers from PMS, however, is likely to feel
very different about this.

Part of the problem involves the nature of the syndrome. The word itself refers to a com-
bination of symptoms, most or all of which indicate the presence of a specific disease or ab-
normal condition. Abplanalp (1983) suggested that the wide diversity of symptoms thought
to comprise PMS is so broad, and the symptoms’ degree of severity so wide, that the term syn-
drome may not be appropriate. In addition, for many women the symptoms are not consis-
tent from month to month. Another argument involves the “P” in PMS. The timing of symp-
toms connected with menstruation may vary significantly month to month; thus “pre-” can
refer to the onset of symptoms at varying times during the latter half of a woman’s cycle. The
validity and reliability of PMS studies into this factor are difficult to interpret because data are
often collected retrospectively, which introduces bias. PMS has been related to emotional and
behavioral difficulties during the last 3 to 14 days before the beginning of a period. This range
seems unacceptably wide for the term “pre-” to have much predictive meaning.

Common Vaginal Infections
A number of other sexual and reproductive problems are common among women that often
may involve substantial discomfort and annoyance or more serious health issues. There are a
number of different types of vaginal infections, described in the following sections.

Vaginal Infections The most common gynecological problem in the United States is vul-
vovaginitis, usually called vaginitis. It causes irritation, inflammation, and itching at the
opening to the vagina and the delicate mucous membranes inside the vagina (Table 5-2). Pain
is common during intercourse. With vaginitis, the normal clear, nonodorous vaginal dis-
charge may be discolored (gray, green, yellow, or white) and is likely to have a bad smell. An
estimated 10 million visits are made to gynecologists each year for this infection, not count-
ing the many women who treat themselves with over-the-counter medications. While vagini-
tis is uncomfortable, it is a relatively harmless health problem and is easy to cure.

Vaginal infections can often be prevented. The inside of the vagina is somewhat acidic, but
various factors can disrupt the acid-base balance. The microorganisms that cause some sexu-
ally transmitted diseases can do this, as can pregnancy, menopause, some medications (certain
antibiotics), long-term illnesses, excessive douching, severe emotional stress, and types of
clothing that hold heat and moisture close to the vaginal opening. Women are advised to wear
undergarments made of cotton rather than synthetic material. Diet may also be an important
influence (PDR Guide to Women’s Health and Prescription Drugs, 1994). Generally, a healthy
diet, regular exercise, and good stress management have many health benefits in addition to
helping prevent vaginal infections. Bacteria live in the area of the vulva, and daily washing
with a fragrance-free soap is usually sufficient to keep this area clean. Women who exercise
frequently, wear pantyhose, or are overweight may need to wash more frequently. Sometimes
a woman might forget to remove her diaphragm or forget that she has a tampon inside her—
this will be noticed eventually. If so, the object should be removed, and the woman should
douche once with plain water and vinegar; consulting a doctor is usually unnecessary.

Anytime the symptoms of infection persist or worsen, a woman should see her doctor.
The doctor might ask about many factors, such as a new sex partner, when the symptoms be-
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Having Your Period Doesn’t Mean That You Are Not Pregnant

W hile a missed period is often a sign of pregnancy, that’s 
not always true. The reverse situation is also not true:

having a period does not necessarily mean a woman is not
pregnant. About 20% of women have one or two periods after
they become pregnant, without any harm to the pregnancy. A
woman who has had unprotected intercourse and is worried
about being pregnant should therefore not be too quick to
breathe a sigh of relief when her period starts. As well, some

pregnant women experience cycles of light vaginal bleeding
throughout their pregnancy. Generally, if a woman’s basal body
temperature stays elevated for 21 days after the date of sus-
pected ovulation, she may be pregnant. Even though proges-
terone levels may be elevated, some shedding of the en-
dometrium may still occur, which does not necessarily mean the
pregnancy is at risk. A woman seeking the truth should take a
pregnancy test.



gan, and anything that is different or unusual, even new sexual practices. A smear can be
taken in the office and often a diagnosis made immediately in order to begin effective treat-
ment as soon as possible (Reed & Eyler, 1993). Treatment may include oral medications, as
well as vaginal creams and suppositories.

Monilial Vaginitis This disorder is usually referred to as a fungal, yeast, or candidal in-
fection; it is caused by an organism called Candida albicans. Doctors often use the term yeast
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TABLE 5-2

Vaginitis

Candida Vaginitis
Trichomonas Vaginitis (Monilia) Bacterial Vaginosisa Atrophic Vaginitis

aPreviously termed Gardnerella vaginitis
From Bickley: Bates’ Guide to Physical Examination, 7th edition, p. 427.

Cause

Discharge

Other
Symptoms

Vulva

Vaginal
Mucosa

Laboratory
Evaluation

Trichomonas vaginalis,
a protozoa. Often but
not always acquired
sexually

Yellowish green or
gray, possibly frothy;
often profuse and
pooled in the vaginal
fornix; may be mal-
odorous

Pruritus (though not
usually as severe as
with Candida infec-
tion), pain on urina-
tion from skin inflam-
mation or possibly
urethritis, and dys-
pareunia

The vestibule and labia
minora may be red-
dened

May be diffusely red-
dened, with small red
granular spots or pe-
techiae in the poste-
rior fornix. In mild
cases, the mucosa
looks normal

Scan saline wet mount
for trichomonads

Candida albicans, a
yeast (a normal vagi-
nal inhabitant). Many
factors predispose

White and curdy; may
be thin but typically
thick; not as profuse
as in Trichomonas in-
fection; not malodor-
ous

Pruritus, vaginal sore-
ness, pain on urina-
tion (from skin in-
flammation), and
dyspareunia

The vulva and even the
surrounding skin are
often inflamed and
sometimes swollen to
a variable extent

Often reddened, with
white, often tenacious
patches of discharge.
The mucosa may
bleed when these
patches are scraped
off. In mild cases, the
mucosa looks normal

Scan potassium hy-
droxide (KOH) prepa-
ration for branching
hyphae of Candida

Unknown; probably
anaerobic bacteria.
May be transmitted
sexually

Gray or white, thin,
homogeneous, mal-
odorous; coats the
vaginal walls. Usually
not profuse, may be
minimal

Unpleasant fishy or
musty genital odor

Usually normal

Usually normal

Scan saline wet mount
for clue cells (epithe-
lial cells with stippled
borders); sniff for
fishy odor after apply-
ing KOH (“whiff
test”)

Decreased estrogen
production after
menopause

Variable in color,
consistency, and
amount; may be
blood-tinged;
rarely profuse

Pruritus, vaginal
soreness, or burn-
ing and dyspareu-
nia

Atrophic

Atrophic, dry, pale;
may be red, pe-
techial, or ecchy-
motic; bleeds eas-
ily; may show
erosions or filmy
adhesions

Candida albicans The mi-
croorganism causing a type of
vaginal infection; usually re-
ferred to as a yeast infection.



infection. Women who are obese, diabetic, pregnant, or who use oral contraceptives are more
likely to develop this infection. An estimated 3 of every 4 women will have a yeast infection
at some time in their lives. Not all women with yeast infections have obvious symptoms,
however. Candida albicans is one of the microorganisms that normally lives in the vagina, but
when some factor changes the acidity in the vagina, its growth may become unchecked and
cause symptoms.

Yeast infections usually cause a thick, cheesy malodorous white discharge. Genital itch-
ing and burning may be severe. Oral yeast infections (called thrush) may develop if the mi-
croorganisms spread through oral-genital contact. A number of over-the-counter prepara-
tions are effective, inexpensive treatments for yeast infections, such as miconazole nitrate
vaginal suppositories. Women often can diagnose this disorder themselves and begin treat-
ment without having to consult a doctor, although a phone call to one’s health care provider
can be a good idea.

Trichomoniasis Trichomoniasis (often called “trick”) is an inflammation of the labia and
vulva that occurs most frequently in women between the ages of 16 and 35 (Edge & Miller,
1994). It is more prevalent in pregnant women. Trichomoniasis is caused by a single-celled pro-
tozoan, Trichomonas vaginalis, which has a long, whip-like tail. The infection is usually trans-
mitted sexually but may also be contracted by swimming in water infested by these organisms,
using a contaminated hot tub, or using towels that have been used by an infected person. After
exposure to this microorganism, a woman may have symptoms starting 3 to 28 days later.
Symptoms are obvious, including a heavy, greenish-gray discharge that may foam and bubble,
and itching that can be extremely distracting. This discharge is distinctly unpleasant. The ex-
ternal genitalia are highly irritated and may be swollen. Fortunately, this disorder can be inex-
pensively treated with metronidazole, an oral medication. If the woman had intercourse around
the time the symptoms appeared, her partner may be treated as well, and intercourse during
therapy should involve the use of a condom until a follow-up test shows the infection is over.
This drug is not recommended for women in the first trimester of pregnancy.

Bacterial Vaginosis, or Gardnerella Vaginalis Bacterial vaginosis is an umbrella
term that refers to vaginitis of unknown or unclear origin. The term Gardnerella vaginalis
refers to the symptoms of nonspecific vaginitis, which may involve one or more of several dif-
ferent microorganisms (Weaver & Mengel, 1988). The incidence of Gardnerella is higher
among women who use hormonal contraceptives (i.e., birth control pills, Norplant, or Depo-
Provera). The bacteria that cause this infection are normally present in the vagina, but a
change in vaginal acidity leads to increased numbers. Women with bacterial vaginosis notice
a watery, grayish, or yellow discharge usually with an unpleasant odor. This odor is often
more obvious after intercourse. Burning and itching are usually not intense, and inflamma-
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The Pros and Cons of Using Over-the-Counter Medications for Vaginal Infections

A t least one type of common vaginal infection can be treated
effectively with over-the-counter medication without a doc-

tor’s prescription. This option involves risks as well as benefits,
however.

If a woman who has never had any type of vaginal infection
before begins to experience one or more of the symptoms de-
scribed here, it is a good idea for her to see her primary care
physician or gynecologist. This visit affords an opportunity for
patient education and reassurance, as well as appropriate treat-
ment. During the office visit, the doctor will ask about the symp-
toms and take a vaginal smear that can immediately be exam-
ined under the microscope. Other tests may also be ordered. The
woman therefore should not douche or use spermicidal jellies or
foams for at least a day before the appointment. Some medica-

tions should not be used in the first trimester of pregnancy. In
many instances the doctor will advise the woman to purchase
the necessary nonprescription medication.

Even though nonprescription medications are available, often
the symptoms of a simple infection are very similar to those of
more serious types that will not respond to a nonprescription
medication, so a woman would be prudent to call her doctor or
other health care professional and discuss her symptoms. A
woman who uses an over-the-counter product should read the
instructions very carefully and use the medication exactly as
stated. A woman who has reason to suspect that she has ac-
quired a sexually transmitted disease shouldn’t even think of
self-medication but should contact her doctor promptly.



tion or irritation of the external genitalia is not common. Metronidazole is an effective treat-
ment for Gardnerella (ACOG Patient Education Pamphlet, APO28, February 1994).

The vaginal infections discussed so far may all be sexually transmitted but are not neces-
sarily so, and accordingly they are described here rather than in Chapter 17, which concerns
those infections that are only transmitted through sexual contact. It should be noted, how-
ever, that recent evidence (Mao et al., 2003) shows that women who have human papillo-
mavirus (HPV—see Chapter 17) are at an increased risk for bacterial vaginosis. In most cases,
the HPV precedes the bacterial vaginosis infection. The reason for this association is not en-
tirely clear at this time.

Atrophic Vaginitis The vaginal infections described thus far result from generally well-
known microorganisms. Atrophic vaginitis, on the other hand, is a vaginal inflammation due
to a significant decline in estrogen levels. This usually happens at menopause but may also
occur after childbirth, irradiation or chemotherapy, or surgical removal of the ovaries. With
low estrogen levels, women often experience vaginal dryness, irritation, and burning, which
result from a lack of lubrication (Beard, 1992). Intercourse is often uncomfortable, and
women frequently feel sexually inadequate or unappealing. The inflammation is often
markedly improved by hormone replacement therapy. Vaginal lubricants and moisturizing
creams often provide immediate relief, with effects lasting up to 72 hours. This is not an in-
fection but an uncomfortable irritation that requires medical attention or appropriate self-
medication before microorganisms normally present in the vagina cause a more painful ail-
ment.

Vulvodynia It has been estimated that at one time or another, up to 40% of all women ex-
perience uncomfortable burning and itching of the vulva. In a very large number of these
cases, no explicit organic cause is obvious to the woman or her doctor. In some instances,
vulvodynia (which literally means “pain of the vulva”) is caused by inflammation of the
vestibular (Bartholin’s) glands, but in other cases there is no obvious organic cause for the
discomfort—no irritation, no lesion, no vaginal infection.  For this reason, many women are
told that this problem is “just nothing,” or “all in your head.” In recent years, vulvodynia has
received serious and systematic clinical attention (e.g., Graziottin et al., 2001). In this disor-
der, pain may be experienced during sexual intercourse or even from the gentle touch of toi-
let paper. This discomfort may range from “mildly irritating” to extremely and persistently
debilitating. As of this writing, various drugs are being tested for their effectiveness in di-
minishing or eliminating the pain associated with vulvodynia and we are confident that gy-
necologists today are less likely to be dismissive of a woman’s complaints regarding this very
common syndrome. Today, tricyclic antidepressants, surgery, and topical hormone and anes-
thetic creams are all being used with some effectiveness. 

Endometriosis
Any woman who is having periods could develop endometriosis. Its main distinguishing char-
acteristic is the presence of endometrial tissue outside its normal location in the uterus.
When the uterine muscles contract during menstrual cramps, the sloughed off endometrium
may not always be expelled into the vagina through the cervix; bits of it may lodge in the fal-
lopian tubes. Endometrial tissue may then begin to grow in the fallopian tubes, on one or
both ovaries, on the outside of the uterus, on the large intestine, or in other areas of the pelvic
cavity. Some gynecologists estimate that 20 to 25% of all women will have endometriosis at
some time in their lives. This disorder affects the woman’s reproductive system and may im-
pair her fertility. It often is painful but in some instances may have no obvious symptoms at
all. When the endometrium inside the uterus begins to thicken and grow due to the action
of hormones during the menstrual cycle, endometrial tissues outside of the uterus will too. At
the end of the menstrual cycle, when the endometrium inside the uterus begins to disinte-
grate and bleed, the same thing happens to endometrial tissues outside the uterus. Since the
endometrial tissue outside the uterus cannot leave the body, inflammation surrounds it, caus-
ing pain and swelling. Scar tissue then surrounds it. In some cases, scar tissue surrounds a
bit of endometrial tissue and cuts off its blood supply, making the tissue unresponsive to
hormonal fluctuations. In other instances, the little clumps of endometrium may break apart
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during menstruation and further spread through the woman’s
pelvic cavity. For this reason, endometriosis may become pro-
gressively worse over time (ACOG Patient Education Leaflet,
APO13, March 1991).

Most women with endometriosis experience secondary
dysmenorrhea, unusual uterine bleeding, and pain during in-
tercourse, yet many women do not promptly seek medical
care with the onset of symptoms (Hadfield, Mardon, Barlow,
& Kennedy, 1996). In very rare cases (less than 1%), a ma-
lignancy may occur in the endometrium outside the uterus.
To accurately diagnose endometriosis, the doctor may do
pelvic examinations at different times during the menstrual
cycle to compare any changes in the pelvic area. The most ac-
curate diagnostic procedure is laparoscopy, which involves
inserting a thin microscope and light into the abdominal cav-
ity through a small incision in the lower abdomen. This al-
lows the doctor to view the inside of the pelvic cavity and
check for endometrial tissue (Fig. 5-13). Because 30 to 60% of infertile women are diagnosed
with endometriosis, laparoscopy is often included in an infertility work-up. Endometrial tis-
sue inside the fallopian tubes can block sperm, the movement of the ovum, or the progress
of a fertilized egg toward the uterus. Although surgical removal of endometrial deposits in
mild forms of this disease may not automatically improve the woman’s chances for pregnancy,
it does provide a marked reduction in pelvic pain (Falcone, Goldberg, & Miller, 1996).

There are a variety of treatments for endometriosis. In many cases, oral contraceptives ef-
fectively minimize or eliminate the discomfort associated with endometriosis. Other hor-
monal therapies work well but also suppress ovulation, so women cannot get pregnant while
using these medications. Recent clinical research (Ylanen et al., 2003) has demonstrated that
implanting progestin pellets in varying doses beneath the surface of the skin for 7 months is
highly effective in significantly decreasing pelvic pain in women who have been treated for
endometriosis during laparoscopy. However, the subjects in this study re-experienced dis-
comfort upon removal of these skin inserts. Additionally, GnRH antagonists (see Chapter 3)
are also clinically effective in minimizing the pain associated with this disorder (Franckiewicz
& Zarotsky, 2003).

Effective treatments for endometriosis also include surgery, electrocautery, laser treat-
ments, or dissection of small patches of endometrial tissue (Fig. 5-14). These procedures gen-
erally leave the ovaries, fallopian tubes, and uterus in place. Current research has shown that
18 out of 26 women who have been treated for endometriosis by laparoscopy in one small
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FIGURE 5-13 Surgeon’s-eye-
view of a woman’s lower
pelvic area through a laparo-
scope. Note the oval-shaped
top of the uterus and the two
fallopian tubes attached to its
two sides.

FIGURE 5-14 Illustration of the
use of laparoscopy in the treat-
ment of endometriosis. Small
patches of endometrial tissue can
be identified and removed through
the use of this procedure without
having to make a large abdomi-
nal incision.

Laparoscopy A procedure
in which a doctor inserts a
fiberoptic telescope into a
woman’s abdomen through a
small incision in her umbilicus
(belly button) or elsewhere in
the abdomen, allowing the
doctor to see her fallopian
tubes, ovaries, and pelvic
cavity.



study have been able to become pregnant within six months after the procedure (Porpora et
al., 2002). 

In more severe cases of endometriosis, removal of the uterus, fallopian tubes, and/or
ovaries may be necessary. For additional information, contact the Endometriosis Association
at the address listed at the end of this chapter. 

Pelvic Inflammatory Disease
Pelvic inflammatory disease (PID) is an infection of the female reproductive tract that as-
cends from the vagina, through the uterus, and then up the fallopian tubes, spreading to the
pelvic cavity. Its manifestations vary in seriousness, but it can be a quite destructive illness
that impairs a woman’s fertility by scarring the fallopian tubes. Often there are no symptoms,
but sometimes the woman feels extreme abdominal pain. A number of different microorgan-
isms cause PID, including some that cause sexually transmitted diseases. Any person feeling
serious abdominal pain should seek medical attention.

The bacteria that cause PID are not always easy to identify. Approximately one American
woman in ten will have PID at some time during her reproductive years. PID often has seri-
ous consequences, such as infertility, ectopic pregnancy, and chronic pelvic pain (Newkirk,
1996). Diagnosis can be difficult because no single symptom strongly points toward this dis-
ease. Often, an open, thorough, and comprehensive discussion with the woman helps the doc-
tor begin to suspect PID. Doctors often start patients with suspected PID on broad-spectrum
antibiotics even before laboratory tests confirm the diagnosis. Doctors today are more likely to
hospitalize a woman with PID when conventional antibiotic treatment doesn’t work promptly.

The risk factors for PID are not completely clear, although some factors have been shown
to put a woman at a higher risk of developing this disease. Jossens, Eskenazi, Schacter, and
Sweet (1996) studied 234 women with PID and found that women who had more than one
sexual partner during the past 30 days, who had sexual intercourse during their most recent
menstrual cycle, and who did not use contraceptives reliably or regularly were at greater risk
for PID. Certainly, having intercourse during menstruation is not likely to cause PID, but this
factor, along with one or more of the other risk factors, can be a problem. Recent evidence
also demonstrates that the practice of vaginal douching is strongly associated with the devel-
opment of pelvic inflammatory disease (Cottrell, 2003). Investigators also have reported a re-
lationship between bacterial vaginosis and PID (Sweet, 1995). Because of the connection be-
tween PID and both STDs and bacterial vaginosis, doctors often use broad-spectrum
antibiotics (effective against many different bacteria), such as doxycycline, for PID. However,
it has been demonstrated that women diagnosed with PID in the emergency room of a large,
urban teaching hospital are not very conscientious about taking their medication, even
though it is effective and inexpensive (Brookoff, 1994). This large sample of 386 women were
surveyed by telephone to determine how well they adhered to their follow-up antibiotic treat-
ment, which took 10 days. Fewer than one-third of the subjects (31%) reported they fully
complied with the course of treatment. Unbelievably, 28% reported that they did not even fill
their prescription for the medication, saying that the cost was too high (highly unlikely), they
seemed to be feeling better, and it was inconvenient to go to the pharmacy! Also surprisingly,
another 41% of the subjects stopped taking their pills early and failed to complete the course
of treatment. When women do not follow their doctor’s directions for treating a serious, fer-
tility-threatening, painful disease that can be quickly, effectively, and inexpensively treated by
oral medications, it is not surprising that compliance is such an important issue in medicine.
Generally, when adolescent females report lower abdominal pain and discomfort during in-
tercourse, the physician may feel that a pelvic examination might be necessary in order to
find out whether pelvic inflammatory disease is causing the problem (Blake, Fletcher, Joshi,
& Emans, 2003).

Cystitis
Cystitis, a bladder infection, is the most common type of urinary tract infection in women.
Bacteria in the urethra may cause a local infection or spread upward to the bladder and/or
kidneys. Urinary tract infections are usually caused by bacteria from the skin near the rectum
and vagina that reach the urethra (ACOG Patient Education Leaflet APO50, 1992). Other
causes of urinary tract infections include sexual intercourse. Because the external urethral
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Pelvic inflammatory dis-
ease (PID) A bacterial infec-
tion involving the lining of the
fallopian tubes that often re-
sults in female infertility. PID is
a possible consequence of a
lack of prompt, effective treat-
ment for chlamydia or gonor-
rhea.



meatus is located close to the opening of the vagina, during intercourse the movement of the
penis can rub some of the bacteria normally found in the vagina into the urethra. Bladder in-
fections are also common in women who significantly increase their frequency of intercourse.
A woman should urinate before and after intercourse because this helps keep the urethra
flushed clean of harmful bacteria that may cause a bladder infection.

The most obvious and compelling symptom of a bladder infection is an urgent need to
urinate. Intense pain and burning in the urethra occur when urination begins, and usually
very little urine is voided; the urine may be discolored with blood. Often only a few minutes
later, the woman again feels the need to urinate. Despite the discomfort of urination, it is im-
portant for a woman who suspects that she has a bladder infection to drink a lot of water. In
addition to these symptoms, pain in the lower abdomen, lower back, and along the sides of
the body can be very uncomfortable. The need to urinate frequently at night is also a symp-
tom of a bladder infection or diabetes.

To aid in the diagnosis, the doctor examines a urine sample and counts the bacteria and
white blood cells. A pelvic examination is often performed. Several different antibiotics are
effective for bladder infections, with a course of treatment from 7 to 10 days; in some cases
only one dose of an antibiotic is needed. The doctor may schedule a follow-up urine test
about a week after the course of antibiotics.

Toxic Shock Syndrome
Toxic shock syndrome is a systemic, acute infection by the Staphylococcus aureus bacteria. An
estimated one in every 20,000 women will develop toxic shock syndrome (TSS). Although
usually associated with menstruation and the use of “superabsorbent” tampons, TSS can also
occur when bandages and dressings are used after surgery in other body areas. TSS was iden-
tified in 1978, although its symptoms were reported as early as 1942 (Hanrahan, 1994; Arrow
& Wood, 1942). As of this writing, no single test can diagnose the presence of TSS, there is
no vaccine to prevent it, and no antitoxin is available to treat it (Hanrahan, 1994).

TSS affects several different organ systems and causes many diverse symptoms. A sudden
high fever is usually the first sign, typically over 102° F. A rash develops, and vomiting and di-
arrhea commonly occur. The skin on the palms and soles begins to peel, and blood pressure
may drop substantially; dizziness and fainting are common. Muscular aches and pains may oc-
cur, and the kidneys and liver are affected as seen through blood tests. A woman with TSS is
very sick. Antibiotics such as erythromycin are generally effective for treating this disorder.

In the early 1980s, studies discovered an association between the use of certain types of
tampons and TSS (Davis et al., 1980). Accumulating data revealed that women who used
tampons were ten times as likely to develop TSS as those who did not. Other lifestyle factors
were unrelated to TSS (e.g., type of birth control used, having intercourse during menstrua-
tion, method of tampon insertion, wearing pantyhose, swimming, etc.) (Hanrahan, 1994). By
the late 1980s it was clear that TSS was related to the chemical composition of tampons and
their level of absorbency. Tampons made of synthetics such as rayon, polyester, and car-
boxymethylcellulose were far more likely to be associated with TSS than those made of cot-
ton, and most scientific evidence pointed to synthetic materials that were especially ab-
sorbent. Because highly absorbent tampons do not need to be changed as frequently, it was
thought that leaving a synthetic tampon in the vagina for a long period of time had a definite
role in TSS. This was demonstrated in in vitro bacterial cultivation studies in laboratory set-
tings (Parsonnet, Modern, & Giacobbe, 1995).

Reports of TSS naturally had a big impact on the American public and the tampon prod-
ucts industry. Tampons were first manufactured in 1933 (Delaney, Lupton, & Toth, 1976).
Because tampons are nonsterile and absorbent and can cause tiny tears in the mucous mem-
branes of the vagina, they may play a role in a gradual breakdown of this tissue (Jimerson &
Becker, 1980). As a result of public attention to TSS, women changed the type of tampons
they used and how they used them. Women today are more aware of TSS and understand it
is important to change their tampons as frequently as recommended in the product informa-
tion inserts. Women are encouraged to purchase the least absorbent tampon that is effective
for them personally. The disease still occurs, however, and is conclusively related to men-
struation. It is extremely important, particularly for adolescents, that women using tampons
receive clear, simple information about TSS and how to avoid it.
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Feminine Health and Hygiene Products
Even a quick glance through many women’s magazines reveals something that might seem a
little odd: dozens of advertisements for feminine hygiene products imply that women’s vagi-
nas smell bad. For example, advertisements for aerosol feminine deodorants imply such
products are necessary if a woman wants to feel “really fresh and clean.” In fact there is no
good reason for healthy women to use these products. Both women and men have a “genital
scent” from normal perspiration and oil gland secretions of the external genitalia and the se-
cretions of Bartholin’s glands in women. This is a normal odor, however, and aerosol fra-
grances used on the external genitalia are both unnecessary and potentially highly irritating.
Another, perhaps more important problem is that such ads associating something unpleasant
with the normal appearance and functioning of the vagina may cause some women to feel
there is something bad or unclean about themselves. The normal secretions of the vagina’s
mucous membranes have a self-cleaning function, and women should be encouraged to trust
their body’s capacity to keep itself sanitary. 

Some sanitary napkins and tampons are also scented—for no good hygienic reason. Al-
though menstrual discharge does have a slight odor, it’s seldom significant. Again, regular
bathing is more than adequate to keep a woman feeling fresh and clean during her period.

The most controversy involves douching, the introduction of various types of fluids into
the vagina under low pressure, usually with a hand-held squeeze bottle. An estimated 67 mil-
lion American women have douched (Rosenberg, Phillips, & Holmes, 1991), with approxi-
mately 20 million douching regularly (Rosenberg & Phillips, 1992). Since 1974, the sale of
over-the-counter douching products has tripled (Chow et al., 1985). In the study by Rosen-
berg et al. of 618 women, three characteristics were associated with douching: lower socio-
economic status, increased risk of acquiring a sexually transmitted disease, and symptoms
that might indicate a vaginal infection. These three attributes were most clearly associated
with women who douched frequently. These data suggest that many women douche if they
suspect they might have a sexually transmitted disease or vaginal infection instead of going
to a doctor, and this behavior could lead to a delay in being treated.

A study by Wolner-Hanssen et al. (1990) demonstrated a strong correlation between fre-
quent douching and pelvic inflammatory disease (PID). Acute PID affects the lining of the fal-
lopian tubes and may impair later fertility. The more often one douches, the greater the proba-
bility of developing PID. These researchers suggest that douching may flush the vagina of
healthy microorganisms that resist the bacteria that cause PID, or it may force those dangerous
bacteria into the uterus from which they then spread to the fallopian tubes. Data support the
connection between frequent douching and reduced fertility (Baird, Weinberg, Voigt, & Daling,
1996) in women who are trying to become pregnant. In addition, Chow, Daling, Weiss, More,
and Soderstrom (1985) report that women who douched at least weekly were twice as likely to
have an ectopic tubal pregnancy as woman who did not douche at all. On the other hand, in
couples being treated for infertility, Everhardt, Dony, Jansen, Lemmons, and Doesburg (1990)
showed that douching with a dilute sodium bicarbonate solution significantly reduced the vis-
cosity of cervical mucus, theoretically improving the chances of conception.

A final aspect of feminine hygiene products concerns how they are commonly displayed in
stores. Because douches and feminine deodorants (also sold in suppository form) are often lo-
cated next to condoms and spermicidal jellies, foams, and suppositories, some women without
much sexual awareness believe all these items are contraceptives, when of course they are not.

Less Common Cancers of the Female Reproductive System
Breast and cervical cancer were discussed earlier in this chapter; both are common, and
women would do well to take steps to detect their earliest signs. Cancer can also affect other
parts of a woman’s reproductive system, however, including ovarian, endometrial, and uter-
ine malignancies. Tests for these disorders are not always as reliable as mammograms, breast
examinations, and Pap smears for detecting breast and cervical cancer. These other cancers
often go undetected until it is too late to treat them with any confidence of a cure.

Ovarian Cancer Ovarian cancer is the fifth most common kind of cancer in women and
the fourth leading cause of death due to cancer. No one knows exactly what causes ovarian
cancer, but it occurs most frequently in industrialized nations in the West, particularly in
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Caucasians of Northern European descent over the age of 50. It is especially difficult to treat
this tumor effectively because it is usually not detected before it reaches an advanced stage of
growth and metastasizes (spreads), usually within the pelvis and associated lymph nodes. It
may cause vague feelings of abdominal discomfort, indigestion, and bloating, but there are no
early, reliably specific symptoms of ovarian cancer. Even though its exact cause is unknown,
some risk factors seem clear. One theory suggests that the more a woman ovulates during her
reproductive years, the higher is her probability of developing ovarian cancer. Therefore, risk
factors include having ovulated for more than 40 years, never having been pregnant or hav-
ing one’s first pregnancy after the age of 30, and entering menopause relatively late.

A doctor who during a pelvic examination feels any mass that indicates an enlarged ovary
generally recommends an ultrasound examination of the entire pelvic area. The procedure is
usually carried out in the doctor’s office. A single small mass is more likely to be an ovarian
cyst rather than a malignant tumor. The doctor may also order a blood test called the CA-125,
which measures amounts of substances related to cancerous ovarian tumors. False-positive or
false-negative results may occur, however. If the ultrasound examination and blood test both
suggest the possibility of cancer, a laparoscopy is usually recommended to visualize the area
or tumor and allow an accurate diagnosis to be made. In this procedure, a tiny amount of tis-
sue will be removed and examined under a microscope. At this time, there is no widely agreed-
upon set of procedures for the early diagnosis of ovarian cancer. Rectovaginal examination
(see Fig. 5-3), ultrasound, and the CA-125 blood test noted above are all very important in
early screening for this disease among women who may be at risk (O’Rourke & Mahon, 2003).

The treatment of ovarian cancer includes the same options used for other cancers de-
pending on how early they are detected. Surgery is common to remove the ovaries and fal-
lopian tubes, and sometimes the uterus too. Chemotherapy and radiation therapy may also
be used, or some combination of all three.

Endometrial Cancer Cancer of the endometrium (lining of the uterus) is the most com-
mon cancer in women’s reproductive organs (Von Gruenigen, & Karlen, 1995). The cure rate
is very high (almost 90%) because these tumors are well localized and grow very slowly.
Women 55 to 60 years old have the highest risk for endometrial cancer. As with many other
forms of cancer, the exact causes of endometrial cancer are not known. An abnormal growth
of the cells of the endometrium occurs commonly among women approaching menopause.
In most cases these growths are not malignant, but sometimes they may become so. The term
cancer refers to an uncontrolled growth of cells, and endometrial cancer actually involves sev-
eral different forms of abnormal growth and development of cells. There is no sure way to be
certain about what kind of cells are growing in the endometrium without removing tissue and
examining it microscopically. Although unusual cellular growth is common in women before
menopause, the most common type of endometrial cancer usually is not diagnosed before age
60. Women at the highest risk of endometrial cancer generally began their periods early, went
through menopause relatively late, are decidedly overweight, and never had a child (PDR
Family Guide to Women’s Health and Prescription Drugs, 1994). Women with high blood
pressure or diabetes are also at a higher risk (Von Gruenigen & Karlen, 1995). The most com-
mon early symptom of endometrial cancer is uterine bleeding after menopause.

Only about 50 out of every 1000 women with endometrial cancer are estimated to have
an abnormal Pap smear (Berek & Hacker, 1989). Recent evidence indicates that among
women with endometrial cancer and normal Pap smear results, the risk of cancer spreading
to the lymph nodes is only 2% (DuBeshter, Deuel, Gillis, Glantz. Angel, & Guzick, 2003).
Diagnostic hysteroscopy uses a very thin fiberoptic telescope inserted through the cervix
into the uterus to biopsy selected areas for evaluation. This is an outpatient procedure per-
formed under local anesthetic.

The treatment for endometrial cancer is generally clear-cut: a complete abdominal hys-
terectomy is performed, and the fallopian tubes and ovaries are removed. Radiation therapy
is often recommended after surgery. Chemotherapy is generally not as effective with this dis-
ease. Hormonal therapy may also help shrink cancerous endometrial tumors (Berek &
Hacker, 1989). As hormone replacement therapy using only estrogen is thought to perhaps
increase the risk of endometrial cancer, many doctors recommend a combination of estrogen
and progestogens to minimize this potential problem.
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Most important for early diagnosis and treatment is that a woman at mid-life or beyond
should act promptly if abnormal uterine bleeding occurs.

Men’s Sexual and Reproductive Health Concerns

So far in this chapter we have discussed sexual health and wellness issues concerning women,
but men also experience problems in this area. The situation is only slightly simpler for men,
as there are fewer structures affected by infections and malignancies. Women experience
physical and psychological changes in their monthly menstrual cycle, but men do not expe-
rience similar changes and, therefore, are not as frequently reminded of changes or issues re-
lated to sexuality and reproduction. Men do not typically have regular physical examinations
that focus on their genitalia and reproductive functioning, nor do they require regular diag-
nostic tests, such as mammograms and Pap smears (although at mid-life prostate examina-
tions become very important). As with women’s health issues, the most important men’s
health issue is taking responsibility for one’s own health and developing a conscientious,
thoughtful approach to taking care of oneself.

Chapter 3 discusses the importance of regular genital self-examinations for both women
and men and describes techniques to help you learn more about your body. This self-
examination is simpler for men because the external genitalia are visually and manually ac-
cessible. Still, before one can recognize anything unusual, it is important to be familiar with
the normal appearance and feeling of one’s genitals, and that is an important reason for both
men and women to do a genital self-exam. Men, like women, have some anxiety about the pos-
sibility of developing a problem involving sexual health. Men worry about prostate cancer and,
to a lesser extent, testicular cancer. As women are concerned about the possibility of a mas-
tectomy, men too are concerned about surgery that may result in impotence or incontinence.

The one fundamental difference between female and male urogenital anatomy and phys-
iology is that in men the urethra in the penis has both urinary and sexual functions, while
women have two separate, adjacent openings for these functions.

Testicular and Penis Problems
All men should examine their testicles regularly, especially those under the age of 35 (Fig. 
5-15). Testicular cancer is not as common as other cancers, but in men younger than 35
it is one of the most common types. Therefore, it is especially important that younger men
learn this simple diagnostic measure and practice it regularly. No one wants to think of
the possibility of cancer, but everyone should be aware of the risks and take intelligent
precautionary measures. The earliest stages of testicular cancer are painless, and without
doing self-examinations a man may not notice any irregularities in the shape, size, or tex-

ture of his testes. The American Cancer Society’s leaflet
“How to Examine Your Testes” includes the following in-
structions. Copies are available at the local chapter, and
more pressing questions can be directed to the American
Cancer Society Helpline at 1-800-227-2345 or one’s pri-
mary care physician.

� Examine the testes when the body is warm, usually during
a hot shower or after a warm bath. At this time the scrotum
is very soft and hangs away from the body and allows keen
tactile sensitivity when feeling the testes within.

� Try to determine if there is anything new or unusual in the
texture, symmetry, or size of each testicle. Lumps, bumps,
and granular surfaces, especially along the front of each
testicle, are not supposed to be there.

� Gently push each testicle against the surrounding scrotum
and roll it between the thumbs and fingers of one’s hands
in order to feel all sides of it. The testes should feel firm but
not hard. They should be smooth.
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� Feel the epididymis of each testicle. Even though this structure is very sensitive, feel it
thoroughly in order to find out if it is tender to the touch.

� Feel the spermatic cord leading away from each testicle; it should be firm and smooth.

This examination should be done once each month. Choose the same date each month
(such as the 1st) or another date easy to remember (such as the day of one’s birthday). Although
testicular cancer occurs primarily in young men, it is increasingly common in men over 50, and
all men should get into the habit of examining their testes regularly. The European Health Be-
havior Survey, an international project that assessed health beliefs and health behaviors of over
16,000 university students, revealed that of the 7304 men questioned, 87% reported that they
had never done a testicular self-examination. Only 3% of this sample did self-examinations reg-
ularly, and 10% did so occasionally. Wardle et al. (1994) note that these data suggest that Eu-
ropean young men do not consider testicular cancer an important health risk.

Testicular Cancer An estimated 2500 cases of testicular cancer are diagnosed each year,
with about 60% of new cases found in men between 25 and 44. In about one-third of the
cases, the cancer has already spread from the testicle at the time they are diagnosed
(McConnell & Zimmerman, 1983). There are 2 to 3 cases of testicular cancer per 100,000
men, with a somewhat lower incidence in African-American males. Only in very rare cases
are both testicles affected. While the specific cause or causes of testicular cancer are un-
known, there is a strong relationship between failure of the testes to descend before and af-
ter birth and the later development of this disease. If undescended testes are not treated sur-
gically until after a boy’s 11th birthday or never, he has a 32-fold increased risk of developing
testicular cancer compared with those boys who were treated earlier or who were born with
descended testes (Herrinton, Zhao, & Husson, 2003). While family history may play a role,
this statistical association has not been conclusively proven.

The earliest stage of testicular cancer is characterized by a small nodule or a change in the
texture and/or consistency of the testicle. In rare cases, patients report a dull ache in the lower
pelvic area, scrotum, or groin. These changes strongly suggest testicular cancer. In such a
case, the doctor will thoroughly examine the affected testicle, comparing it to the unaffected
one. A chest x-ray may be taken to check for any signs of the tumor’s spread. Just as blood
tests can help detect signs of breast cancer, similar tests can reveal telltale signs of testicular
cancer. When the tumor is detected in its earliest stages before metastasis occurs, the Amer-
ican Cancer Society estimates a cure rate of about 90%. As with other cancers, early detec-
tion is the key to effective treatment and cure.

The treatment for testicular cancer is surgery, possibly along with chemotherapy and/or
radiation if there is a chance the tumor has spread. Surgical removal of the testicle is the first
step, which allows the doctor to determine the exact kind of tumor and how advanced its
growth is. In some cases, a gel-filled testicle prosthesis is placed inside the scrotum to create
a normal appearance. Even when a testicle is removed, along with lymph nodes to check for
metastasis, the vast majority of men will continue to be able to attain and maintain an erec-
tion and ejaculate. Men with a single testicle are still fertile as well, and usually can impreg-
nate their partner. Overall, if diagnosed early, testicular cancer has a very optimistic progno-
sis, and therefore testicular self-examination should be a part of all men’s personal health and
hygiene routine.

Other Disorders of the Testes and Penis Although other problems of the testes and
penis are less common than testicular cancer, they can provoke anxiety, and men should seek
medical attention if they feel they have related symptoms.

Epididymitis As described in Chapter 3, the epididymis is a crescent-shaped structure at
the top of each testicle that serves as a temporary holding area for sperm progressing to the
vas deferens. Epididymitis is a localized infection of this structure. It usually affects only
adults and is rare before puberty. It is commonly associated with chronic urinary tract infec-
tions, particularly in men over the age of 35 (McConnell & Zimmerman, 1983). In some
cases, an undiagnosed sexually transmitted disease (particularly gonorrhea and chlamydia)
may be the cause. It is also a rare complication of the surgical removal of the prostate gland.
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A large American study revealed a strong statistical association between epididymitis and
having had a vasectomy or prostate infections (Walrath, Fayerweather, & Spreen, 1992). Epi-
didymitis is diagnosed by identifying certain bacteria in a urine sample. Epididymitis is dis-
cussed further in Chapter 17.

Men with epididymitis usually spend a few days in bed when the discomfort from the in-
fection is at its worst, and an antibiotic is usually prescribed. If the man delays seeking treat-
ment, an abscess can form on the epididymis that can spread to the rest of the testicle. In
some cases, the vas deferens may accumulate scar tissue that may cause infertility. For all
these reasons, a man should act promptly on the earliest signs of this disease.

Cryptorchidism Chapter 3 mentioned that in some cases, a male infant’s testicles have not
descended into the scrotum when he is born. This condition, called cryptorchidism, occurs in
a small percentage of full-term births and is usually self-correcting shortly after birth. In some
instances surgery or hormonal therapy may be necessary to relocate the testicles appropri-
ately in the scrotum. Berkowitz et al. (1993) studied almost 7000 male infants, of which 3.7%
had both testicles undescended at birth. Because the testicles can produce a normal number
of sperm only if they are a few degrees cooler than the rest of the body, a man’s fertility would
therefore be impaired if the testicles remained in the warmer abdominal cavity. Lee, O’Leary,
Songer, and Coughlin (1996) studied whether the probability of becoming a father is de-
creased in men who had a testicle surgically removed to correct cryptorchidism. They found
fertility was indeed compromised in this circumstance.

Balanitis Various factors can cause localized irritations of the foreskin and glans of the pe-
nis, a condition called balanitis. Because many different infectious agents can cause balanitis,
visual examination usually cannot determine the precise cause. Some microorganisms that
cause this disorder also cause vaginal yeast infections, such as Candida albicans and Gard-
nerella (Edwards, 1996). Simple skin irritation (dermatitis) resulting from frequent shower-
ing and washing of the genitalia can also cause balanitis. Less frequent washing and the use
of skin softening creams proved highly effective in reducing the frequency of episodes of ir-
ritation and the discomfort in men with recurrent balanitis (Birley et al., 1993). Balanitis is
most common during the preschool years and before toilet training (Escala & Rickwood,
1989). A foreskin that is completely or partially non-retractable is often associated with the
problem.

Varicocele The vein that supplies the testicles with blood sometimes becomes enlarged,
causing a condition called varicocele. It usually affects the left spermatic vein. This problem
occurs in about 10% of men and may play a role in male infertility. The doctor can often de-
tect this problem through manual examination of the testicles; radiologic imaging techniques
may also help make the diagnosis (Kurgan, Nunnelee, & Zilberman, 1994). Some men with
this condition have fewer sperm in the ejaculate, more immature sperm, and fewer sperm
with good motility (Lund & Nielsen, 1996). If there are a large number of dilated veins close
to the testicle, the body’s warmth affects the number and motility of the sperm produced.
Surgery can correct this condition by tying off some of these extra blood vessels. Many doc-
tors screen adolescent males to detect and correct the problem before fertility is compromised
at an early age (Kurgan, Nunnelee, & Zilberman, 1994). The symptoms of varicocele include
a dull discomfort or a feeling of tugging inside the scrotum.

Priapism Priapism is a condition producing a long-lasting, very uncomfortable erection
unrelated to erotic stimulation. Only the corpora cavernosa becomes engorged with blood
and remains that way; the glans penis does not, nor does the corpus spongiosum
(McConnell & Zimmerman, 1983). Priapism can be an effect of various serious diseases,
such as leukemia, sickle cell anemia, or some malignancies. An injury to the penis involv-
ing the tearing of some of the internal membranes may also cause this condition. A distorted
appearance and discoloration are not unusual, along with difficulties urinating. Priapism re-
quires immediate medical attention because prolonged erection may damage tissues inside
the penis. Treatment usually involves surgery. In some instances, drugs that lower blood
pressure are beneficial.
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Phimosis Phimosis is a condition in which the foreskin of an
uncircumcised penis is too tight to retract, making hygiene very
difficult (Fig. 5-16). Men with phimosis often report that they
experience itching beneath the foreskin that can be very dis-
tracting. Infections may develop under the foreskin. The pro-
longed irritation caused by the tight foreskin may cause changes
in the tissues beneath. The treatment involves antibiotics and
sometimes minor surgery to relieve the pressure. Men who sus-
pect they might have this problem should contact a urologist.

Prostate Problems
The prostate gland is made up of both glandular and muscular
tissue. It is located at the base of the bladder and surrounds the
urethra. Secretions from the prostate gland include fructose, a
source of fuel for sperm, and other substances that increase the
alkalinity of semen, which help neutralize the acidic environment of the vagina. Because of
its location, changes in the size of the prostate gland often cause urinary symptoms. Three
main disorders affecting the prostate gland are prostate cancer, benign prostatic hyperplasia,
and prostatitis.

Just as many women are not very conscientious about visiting their gynecologist yearly,
many men are not very conscientious about having an annual physical examination that in-
cludes checking their prostate gland, particularly after age 40. The most common screening
test for prostate problems is a digital rectal examination. The doctor uses a non-latex glove
with sterile lubricant jelly and inserts one finger through the anus into the rectum (Fig. 
5-17). Along the front (anterior) wall of the rectum, 2 to 3 inches (5 to 8 cm) beyond the
anus, the doctor can feel the prostate gland through the wall of the rectum. In younger men,
the prostate usually feels small, smooth, and symmetrical. By gently pressing on the prostate
gland, the doctor can force a small amount of prostatic fluid into the urethra, which may then
be collected on a microscope slide for visual examination and laboratory analysis. An en-
larged, asymmetrical prostate gland with lumps or bumps does not always indicate a malig-
nant tumor.

This examination takes only a few seconds, is not uncomfortable, and is an excellent
screening for prostate and rectal cancer (Fig. 5-18). Yet many men delay in having it or fail
to have it regularly. Men may exaggerate the slight discomfort of the examination or feel em-
barrassed about digital rectal penetration. Furthermore, because no one wants to learn some-
thing potentially serious is wrong, this too may help explain why people fail to seek preven-
tive screenings for illnesses such as prostate cancer.

Prostate Cancer After lung cancer, prostate cancer is the second most common kind of
cancer in men, and the risk increases with age, particularly after age 50. Almost all very old
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men have some cellular indications of prostate cancer found
after they die of any cause, regardless of whether they had clin-
ical signs of the disease. About 1 in 11 American men will be
diagnosed with prostate cancer. The disease is twice as preva-
lent in African-American men as in Caucasian men, for un-
known reasons. The mortality rate is very high in African-
Americans, perhaps due in part to discovering the disease late
because of less regular screening. Japanese men have the low-
est death rate for prostate cancer.

Usually no pelvic discomfort is associated with prostate
cancer, although urinary symptoms may become obvious as
the cancer progresses. Painful urination, difficulty in starting
to urinate, frequent urination, and complete urinary retention
may occur and, rarely, there will be traces of blood in the urine.
Digital examination may reveal an extremely hard prostate tex-
ture. In many cases the disease is not diagnosed until it is
somewhat advanced. Digital prostate examination is estimated
to be 50% to 70% accurate for diagnosing this disease. Because
there are usually no early warning signs, doctors recommend a
yearly digital examination for men after age 40.

Another diagnostic test for prostate cancer is the blood test for prostatic specific anti-
gen (PSA), which screens for malignancies in the prostate gland. Prostatic specific antigen is
a substance found in the blood that was once thought clearly associated with prostate cancer.
It was found, however, that PSA levels normally fluctuate with increasing age and prostate
enlargement that isn’t cancerous (Pfeiffer, 1995). Because of problems with this test’s relia-
bility, many health insurance companies were hesitant to pay for this test, especially in
younger men. However, the refined blood test now being used has apparently more accurate
results, assessing not just the total amount of PSA but levels of free antigens, which more ac-
curately indicate prostate cancer. Doctors are confident that the newer test will significantly
reduce the number of unnecessary biopsies previously performed when cancer was suspected
based on PSA levels (Tamkins, 1995).

Ultrasound is another important diagnostic tool for detecting prostate cancer. When an
ultrasound transducer is placed in the rectum, a sonographic image of the prostate gland can
be made. This technique can locate a tumor in the prostate gland long before it could be felt
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Research Highlight
Prostate Cancer Screening in African-American Men

R esearch has sought to learn why African-American men 
have a higher death rate for prostate cancer. Price,

Colvin, and Smith (1993) assessed the knowledge of 290
black men about the development and symptoms of this dis-
ease. Many subjects did not know that urinary difficulties,
such as problems in beginning to urinate, pain during urina-
tion, or blood in the urine could be important warning signs
of prostate cancer. About 60% did not know that black men
had a greater risk for this disease, and three-fourths thought
that prostate cancer was always fatal. Most reported that they
had no particular problems with having their prostate
checked. Some said they thought it was too expensive. Gen-
erally, black men with more education and higher income
were more likely to have prostate exams.

Boehm, Coleman-Burns, Schlenk, Funnell et al. (1995)
recognized the central role of the church in the lives of many

African-Americans and studied subjects within this context.
In all, 123 subjects from 174 churches participated, ranging
in age from early 30s to late 70s. Black men who had been
previously diagnosed with prostate cancer served as role
models for the men in the study. With the encouragement
and support of these models, subjects demonstrated in-
creased knowledge about prostate cancer and had higher
self-efficacy scores at the end of the study. In other words,
these men felt more in charge of their own health with re-
spect to this disease and understood it better as well. This
study showed that encouragement is critical to helping these
men become more aware of the risk of prostate cancer and
understand the importance of regular screening. Such en-
couragement should be equally effective for men of other
racial groups.



in a digital examination (Fig. 5-19). Ultrasound is also used
to guide surgical instruments to remove small tissue samples
for biopsy.

Because prostate cancer often grows slowly, its treatment
is controversial. Surgical removal of the prostate gland is
called a prostatectomy. Impotence and urinary incontinence
are potential side effects of the surgery, although recent in-
novations in prostate surgery have made these less common.
One technique selectively freezes portions of the prostate
while bathing surrounding tissues in warm water to preserve
them and spare the nerves to allow for normal erection and
urination (Health Industry Today, June 1996). Most doctors
now believe that if the tumor is slow-growing and confined
to the prostate, and if there are few clinical signs of disease,
more conservative therapy may result in a normal life ex-
pectancy without surgery and its side effects. A biopsy can
determine if the tumor is likely to spread and how quickly it
will grow. If there is no immediate threat, an approach called
“watchful waiting” is used instead of surgery. In some cases, hormone and radiation therapies
may be used. The age and general health of the man also influence the treatment options con-
sidered.

There are data to support the possible role of dihydrotestosterone (see Chapter 3) in both
normal prostate growth during development and the occurrence of prostate cancer later in
life (Brawley, 2003). Research is currently underway to determine whether inhibiting the con-
version of testosterone to dihydrotestosterone may play an important role in the prevention
of prostate cancer.

Benign Prostatic Hyperplasia (BPH) Benign means “nonmalignant,” and hyperplasia
refers to an unusual growth of cells—in this case, in the prostate gland. BPH normally occurs
with aging in men and causes enlargement of the gland, often resulting in the same urinary
symptoms as occur in prostate cancer. BPH often stimulates men to get up several times a
night to urinate, leaving them very tired the next day. Prostate cancer and BPH may exist at
the same time, and treating one does not necessarily minimize the symptoms of the other.
The incidence of BPH increases with age: it is estimated that BPH occurs in more than half of
men over the age of 50 and in more than 80% of those over 70 (Mayo Clinic Health Letter,
May 1996). BPH is diagnosed through digital rectal examination, as well as urinalysis and
blood tests that may be used to rule out urinary tract infections and prostate cancer. When
BPH is not treated, it will improve by itself in 40% of cases, remain unchanged in 45%, and
worsen in 15%. A number of medications are currently used to treat BPH. Just as inhibiting
the conversion of testosterone to dihydrotesterone may play a role in preventing prostate can-
cer, the same drugs which do this have been proven effective in diminishing the symptoms
of BPH (Carson & Rittmaster, 2003). In cases in which BPH is unresponsive to medication
and worsens, surgery may remove a portion of the gland (Benign Prostatic Hypertrophy
Guideline Panel, 1994). About 6 million men in America had this disorder in 1995, a num-
ber expected to double by 2002 due to the progressive aging of the population (Jacobsen,
Girman, Guess, Oesterling, & Lieber, 1995).

Prostatitis Prostatitis may cause enlargement, inflammation, or infection of the prostate
gland. Some cases are caused by bacteria, some by other factors. Symptoms include a dull
ache in the lower pelvis, lower back pain, and, sometimes, difficult urination. In some cases,
urethral discharge may occur. Sexual functioning may be affected: painful erections and un-
comfortable intercourse are not unusual. Different bacteria have been found to cause prosta-
titis, including the bacteria that cause gonorrhea. The diagnosis of prostatitis may require a
digital rectal examination and tests to determine the kind of bacteria causing it. A bacterial
infection may appear suddenly or develop more slowly and persist for some time. Treating
prostatitis with antibiotics generally eliminates the symptoms, but determining the best drug
for the particular bacteria can be difficult. Often a 4- to 6-week treatment with a sulfa drug
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is highly effective, but strict patient compliance with the medication regimen is essential. In
some cases, prostatitis is not a bacterial infection but a chronic inflammation of the gland it-
self, which may be caused by a change in frequency of ejaculation (either much more or
much less than previous frequency for the man). In these instances antibiotics have no effect.
Medications that reduce the spasms of muscular tissue within the prostate often provide
some relief, as do alpha-blocker drugs. Prostatitis can be a prolonged, uncomfortable ailment,
and men should consult their physicians promptly whenever they develop any type of geni-
tourinary symptom. Prostatitis is the most common cause of urinary tract infections in men,
which seem to recur frequently. Many doctors believe that regular sexual intercourse along
with a high consumption of liquids may help to relieve this problem.

Coping With Sexual and Reproductive Illnesses

In several different contexts this book has discussed the relationship between self-esteem and
body image. Serious and life-threatening illnesses can severely disrupt this connection. Peo-
ple with serious ailments often feel very alone, and sometimes even stigmatized, as if there
were something fundamentally wrong with them as people. Feelings of physical and emo-
tional intimacy are often distorted. Women and men may not feel much like sexual beings.
Loneliness often is a powerful aspect of being sick and believing you might get even sicker.
All the ailments discussed in this chapter have a very good chance of being cured, however,
if they are detected early enough. In addition, people with serious illnesses are often helped
much by the social support of others. Data indicate that support groups can help people live
longer after being diagnosed with a life-threatening illness.

Students preparing for a career in the health sciences, social work, or behavioral sciences
may already know that support groups can help an individual adjust to illness. Sick people
who can share their fears and anxieties with others similarly afflicted often feel much better
and less isolated or unusual. Data indicate that women being treated for breast cancer who
attend support groups live longer, sometimes much longer, than those who don’t. Women
with advanced breast cancer who participated in weekly support groups enjoyed better emo-
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Other Countries, Cultures, and Customs
“Talking Circles” Among Native American Women

P eople’s attitudes toward revealing private information
about themselves are in many ways conditioned by their

culture. Although others in the group, including the leader,
are strangers, people often disclose very personal feelings
about their disease and mortality. Different cultures have dif-
ferent attitudes about personal privacy, of course, particularly
in relation to disease. This is true not only for illness itself
but also for screening and detection of illness.

Native American women have higher mortality rates and
lower survival rates for cervical cancer than other ethnic
groups in the United States. Perhaps less access to medical
care makes it difficult for them to get regular Pap smears. Be-
cause of the high risk of this cancer and the importance of
early detection and treatment, a way had to be found within
their cultural norms and mores to teach Native American
women about cervical cancer and encourage them to be more
proactive in taking care of their health. Hodge, Fredericks,
and Rodriguez (1996) accomplished that in both urban and
rural Native American health clinics in California.

Researchers developed a cervical cancer screening pro-
gram for this population of women, using focus discussion
groups. A “focus group” was already a somewhat different
cultural tradition among these Native Americans, who called
these groups “Talking Circles.” The investigators adapted
this tradition, including ancestral Native American stories, as
a way of introducing information about cancer and encour-
aging screening for cervical cancer. Two hundred Native
American women over the age of 18 participated in this study
at eight different health clinics.

In the study, the women responded very well to this cul-
turally tailored message. They attended closely to this health
information framed within their cultural traditions and acted
on it. For the Native American women in this sample, the
Talking Circle was an efficient way to learn about their health
risks and be encouraged to have regular screening for the
early detection of cervical cancer. Apparently the same mes-
sages conveyed through traditional Native American com-
munication channels were not as effective in promoting these
health behaviors.



tional health and survived the disease by an average year and a half longer than similar
women who did not attend support groups (Evans, 1994). People who are members of sup-
port groups also experience less anxiety, depression, and pain than those who do not
(O’Brien, 1994). Similarly, people who don’t have a spouse or significant other are much more
likely to die from heart attacks (Kukula, 1996). By sharing their concerns and worries, as well
as their optimism for a good prognosis, people lower the inevitable stresses that accompany
serious illness. Lower levels of stress improve the functioning of the immune system and
thereby improve the recovery process. A support group is not necessarily a formal gathering
of people with a similar ailment. Many people’s own support system often can provide the
validation, understanding, and empathy found in support groups led by trained facilitators.
The most important element in a support system is honest, unguarded communication about
one’s personal fears and apprehensions, as well as the joys of improvement. In addition, sup-
port group leaders have skills for moderating the behavior of aggressive or domineering par-
ticipants. When women in a support group are of similar ages and stage of disease, the group
is especially effective (Evans, 1994).

Stressors not only can delay the recovery from serious illness but also seem correlated
with the recurrence of cancer. (Remember that correlation does not imply a cause-and-effect
relationship.) One study found that a major life stressor, such as bereavement, was correlated
with a five-fold increase in the recurrence of breast cancer after surgery (Chollar, 1994). On
the other hand, participants in support groups have an increased number of immune system
cells that attack cancer cells (O’Brien, 1994). Support groups supplement medical treatments;
they do not substitute for them. Most support groups are free or accept voluntary contribu-
tions; some may have a small membership fee. Support groups that charge high fees may be
suspect and should be avoided. The American Cancer Society program for women recover-
ing from breast cancer, “Reach to Recovery,” has proved an excellent arena for sharing emo-
tional fears and concerns, as well as practical advice on health issues after treatment
(Williams, O’Sullivan, Snodgrass, & Love, 1995).

Some support groups offer participants pragmatic approaches for dealing with their
health problems. For example, Goodale, Domar, and Benson (1990) taught women with pre-
menstrual syndrome a structured relaxation technique called the relaxation response. Their
ability to cope with symptoms was shown to be better than that of women who were not
given this instruction. This is a simple, free, effective intervention worth examining by
women experiencing PMS.
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Conclusion

Although some of the material in this chapter is not very cheerful,
there is much room for optimism for those who have these health
problems, particularly when detected early. This is why people
need to understand that their sexual and reproductive health and
wellness require informed vigilance. The more one knows about
health risks and the early symptoms of health problems, the more
promptly one is likely to seek medical assistance. People need to
be proactive in preventive measures. A person’s relationship with
his or her doctor also is extremely important because it affects
one’s willingness to ask questions and seek assistance when
needed.

This chapter closes with the names, addresses, and telephone
numbers of several important health care and support organiza-
tions; local agencies too may respond promptly to one’s questions
and concerns. These agencies can provide more extensive and spe-
cific information regarding sexual health and wellness.

Hotline of the American Cancer Association
1 - 800 - 562 - 2623

American Cancer Society Helpline
1 - 800 - 227 - 2345

Department of Health and Human Services (HHS)
Hubert H. Humphrey Building
200 Independence Avenue, SW
Washington, DC 20201
202 - 619 - 0257

The Endometriosis Association
8585 North 76th Place
Milwaukee, WI 53223

National Center for Health Information
Office of Disease Prevention and Health Promotion (ODPHP)
PO Box 1133
Washington, DC 20013-1133
1 - 800 - 336 - 4797 or 301 - 565 - 4167

National Women’s Health Network
1325 G Street, NW
Washington, DC 20005
202 - 347 - 1140
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Learning Activities

1. Many women are so anxious about breast cancer that they
avoid measures that would lead to early detection. What type of
appeal would help motivate fearful women to follow medical ad-
vice for screening? Who might be especially influential in encour-
aging a woman to have a mammogram?

2. Let’s say that you are a mid-level manager in a large company.
One woman who works under your supervision is a bright, com-

petent 30-year-old who recently has had problems being punctual,
productive, and cooperative. In a private discussion with her you
learn she has PMS. What do you do?

3. Testicular cancer occurs primarily in younger men who also
happen not to be conscientious about testicular self-examinations.
What might be an effective way to persuade young men of the im-
portance of this simple self-exam?

Key Concepts

• Health is not just the absence of illness. It includes positive
striving for wellness and taking personal responsibility for the
early detection of potential problems and their treatment.

• Adherence is the degree to which a person follows the instruc-
tions of a health care professional for reducing the risk of disease,
minimizing its severity, or hastening recovery, often involving
medication and lifestyle.

• In reference to sexual health and wellness, “normal” generally
implies an absence of disease and physiological functioning that is
good for a person’s age and circumstances.

• Everyone needs a support system in order to feel connected to
others. Members of a support system share each other’s lives and
offer unconditional positive regard, emotional challenge, and
emotional appreciation.

• Coping with a problem involves finding ways of living with it or
getting along with it, and the problem remains unsolved. Dealing
with a problem, on the other hand, means solving it and making
it go away. While we can learn to cope with many problems and
stressors, we cannot always deal with all of them decisively.

• The relationship between self-esteem and body image is in-
volved in how we monitor our health and act promptly on signs
of illness.

• Locus of control and self-monitoring are two personality attributes
involved in the degree to which we feel in charge of our lives and are
aware of what is going on both inside and outside of ourselves.

• In a routine gynecological examination, the health care profes-
sional examines a woman’s external genitalia, the interior of her
vagina, and the inside of her rectum.

• A breast self-examination can help a woman recognize normal
conditions, as well as unusual changes in her breasts that may re-
quire medical attention. Breast self-examination by itself cannot
allow either the woman or her doctor to diagnose conclusively the
nature of any unusual lumps. In about 90% of cases, breast lumps
are not cancerous.

• Breast cancer will be diagnosed in about 1 in 8 American
women at some time in their lives. It may develop in the milk
ducts, the breast lobes, or the nipple. This is the most common
kind of cancer in women. No one knows exactly what causes

breast cancer. Mammograms are special x-rays for detecting and
diagnosing different kinds of breast lumps. Women over the age of
40 should have a mammogram every year. Ultrasound may also be
used to examine the breasts. Breast cancer is treated with surgery,
chemotherapy, hormone therapy, radiation therapy, or some com-
bination of these, depending on a range of different factors.

• Cervical cancer is a slow-growing, easy-to-diagnose malignancy
that is more prevalent as women get older. To screen for it, a Pap
smear is given, which involves scraping a few cells from the sur-
face and interior of the cervix and examining them microscopi-
cally. A Pap smear is painless. Many effective therapeutic options
are available when abnormal cells are discovered.

• Dysmenorrhea is menstrual discomfort with psychological
and/or physical causes. Amenorrhea is the cessation of menstrua-
tion, usually due to abnormalities in hormonal levels related to the
menstrual cycle.

• Premenstrual syndrome involves a number of psychological and
physical symptoms that often precede menstruation. There is
much disagreement about the specific symptoms of this disorder
and its timing in relation to a woman’s period. Its manifestations
range from mildly annoying to severely debilitating symptoms.

• Vaginal infections are caused by various microorganisms and
are common. While sexually transmitted diseases cause some
types of vaginal infections, other vaginal infections are unrelated
to these disorders. Yeast infections, trichomoniasis, and bacterial
vaginosis are common vaginal infections.

• Endometrial tissue that usually lines the uterus sometimes
grows outside the uterus in a condition called endometriosis,
which may involve the fallopian tubes and pelvic cavity. It causes
discomfort and may impair a woman’s fertility.

• Pelvic inflammatory disease (PID) is an infection of the female
reproductive tract that ascends from the vagina, through the
uterus, and up the fallopian tubes, spreading to the pelvic cavity.

• Cystitis is a bladder infection, the most common type of urinary
tract infection in women.

• Toxic shock syndrome is a systemic, acute bacterial infection by
Staphylococcus aureus. It is often associated with menstruation and
the use of some types of highly absorbent tampons, especially
those with synthetic fibers.



• Ovarian cancer is difficult to diagnose early and therefore more
difficult to treat. Its symptoms include vague feelings of abdomi-
nal discomfort, indigestion, and bloating; it is more common in
women over the age of 50. Endometrial cancer is the most com-
mon kind of cancer of the female reproductive tract. Its earliest
symptoms include abnormal uterine bleeding; with early detec-
tion, this cancer has a cure rate of 90%.

• Testicular cancer occurs primarily in men under the age of 35.
Lumps, bumps, and granular surfaces can be felt on the affected
testicle during a testicular self-examination, which all men should
do monthly.

• Epididymitis is a localized infection of the epididymis often as-
sociated with chronic urinary tract infections and undiagnosed
sexually transmitted diseases.

• Cryptorchidism is a condition of undescended testes that occurs
in a small percentage of full-term babies but is more common in
infants born prematurely. It sometimes corrects itself sponta-
neously, but often surgery is required to relocate the testicle in the
scrotum.

• Balanitis is a localized irritation of the foreskin and glans of the
penis.

• The vein to the testicles sometimes becomes enlarged, leading
to a varicocele. This condition occurs in about 10% of men and
may play a role in infertility.

• Priapism is a long-lasting, very uncomfortable erection that is
unrelated to sexual stimulation.

• Phimosis is a condition in which the foreskin of an uncircum-
cised penis is too tight to retract, making hygiene very difficult.

• Prostate cancer is the second most common kind of cancer in
men. In its earliest stages there may be no symptoms. In more ad-
vanced cases, urinary symptoms often occur. Screening for
prostate cancer involves a digital rectal examination. There are a
number of effective treatments for prostate cancer.

• All men as they age have some signs of a noncancerous prostate
enlargement. Benign prostatic hyperplasia often causes urinary
symptoms. Drugs are often effective in reducing the enlargement.

• Prostatitis may involve enlargement, inflammation, or infection
of the prostate gland. Only in some instances is it caused by a bac-
terial infection. Antibiotics are often effective in treating bacterial
prostatitis.

• Support groups often help people with serious or life-threaten-
ing illnesses express their feelings about being sick and the isola-
tion they sometimes experience. Scientific investigations show
that those who participate in support groups often live longer than
those who do not.
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OBJECTIVES

When you finish reading

and reviewing this chapter,

you should be able to:

� Discriminate among the meanings of the terms, “affection,”
“attachment,” “love,” and “intimacy.”

� Discuss the psychological tasks involved in developing a
relationship.

� Discuss different styles of interpersonal attachment and give
an example of each.

� Summarize situations that may cause feelings of jealousy, and
discuss how people cope with this powerful emotion.

� Explore various meanings of dependency, interdependency, and
codependency. Describe how two people relate to each other in
these three ways.

� Summarize Robert J. Sternberg’s Triangular Theory of Love,
giving examples of relationships in which passion, intimacy,
and commitment are most prominent.

� Describe how interpersonal relationships are enhanced or
hindered by sex.

� Define the “sexual double standard.”

� List and discuss potential benefits and drawbacks of having sex
without being in love.

� Discuss the special challenges of intermarriage and speculate
how a couple might work together to minimize potential
problems.

� Discuss and give specific examples of principles of effective
interpersonal communication.

� Describe the requirements for productive negotiation between
two people and give examples of each.

� List productive ways of giving and receiving criticism during
conflicts.
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Basic Concepts of Love, Affection, and Intimacy

Just as sexual concerns seem to occupy us compellingly and frequently, so too do friendships
and deeper intimacies. While many people are very curious about human sexuality, they are
often less aware of or interested in the close association between a good relationship and good
sex. We do not expect everyone to think this way too, but we hope this chapter helps you
consider for yourself the importance of relationships.

This chapter examines theories about love and different kinds of love. Although much of
the study of this subject has a focus on premarital counseling, we do not mean to suggest that
only marriages make the best relationships. There are many different and successful kinds of
relationships and forms of intimacy. In addition, since many relationships begin in the work-
place, we will examine romantic attraction that occurs within organizations and the percep-
tions of managers and coworkers about such romantic attachments.

Finally we will note one assumption we made in putting together this subject matter. We
believe that when people learn effective ways to relate to others, they will make efforts to im-
prove the quality of their own relationships. People who apply this information to their own
lives can, therefore, expect more rewarding relationships and better understand what “love,”
“affection,” and “intimacy” mean to them personally.

“Affection,” “Love,” and “Intimacy”
Because people do not all have the same cultural, intellectual, and spiritual backgrounds,
there are often big differences in how they conceptualize terms like “affection,” “love,” and
“intimacy.”

The word affection is often used to mean liking or fondness, usually without deep emo-
tional or passionate connotations. Although this is a positive term, we generally use more se-
rious and significant ways to refer to people who are very important to us. As “affection” in-
volves good feelings about another person, “behaving affectionately” is the behavioral
manifestation. Social workers, counselors, and psychologists teach us that people who give
affection and receive it from others generally report their lives are going well and that they
feel good about their relationships. We believe that affection is a sort of prerequisite for love
and intimacy.

Love conveys a deeper meaning than affection. In 1962, the prominent psychoanalyst
Erich Fromm wrote a little book that became one of the most popular books on college cam-
puses for thirty years and remains popular and informative today. In The Art of Loving,
Fromm examines the role of love in our lives and how it enriches our existence. He suggests
that there are several different kinds of love, each with its own object and avenues of expres-
sion. Fromm discusses love between parents and their children, brotherly love, motherly
love, erotic love, self-love, and love of God. He suggests that one’s expression of love to an-
other is an art that needs to be practiced to improve one’s sharing of deepest affection and
loyalty for another. Provocatively, he begins this book by noting many people’s problem with
love involves being loved rather than loving another. Because sexuality involves a mutual
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From Dr. Ruth Westheimer

Many popular books categorize men and women as being
from different planets or living on different planes. Comedi-

ans too often get easy laughs by poking fun at perceived differ-
ences between men and women. But while this topic may sell
books and draw laughs, it also causes trouble because it gives
people an easy excuse not to see others as they really are. Putting
labels on your mate, rather than trying to really understand him
or her, is a sure way to destroy a relationship, not build it up.

That’s not to say that there are only physical differences be-
tween men and women. But if you are trying to make the most

of your relationship with someone else, it is much more useful to
concentrate on what you have in common than what separates
you. Of course you’ve heard the phrase “opposites attract,” and
sometimes two people are attracted to each other because of dif-
ferences. But it’s one thing for two people to be attracted to one
another and a whole different matter for them to stay together.
So no matter what planet you think you’re from, if you don’t
want to spend your life bouncing from one relationship to an-
other, try to forge as many links to a potential lifetime partner as
possible.

Affection A term used to
mean liking or fondness, but
usually without any deep emo-
tional or passionate connota-
tions.

Love An emotion that is often
thought of as unselfish and
loyal and often involves a feel-
ing of sexual attraction.



physical relationship between two people, we feel that the emotional sharing of a love rela-
tionship often enhances the mutuality of physical sex.

Fromm believed that we are all more or less fearful of separateness, the awareness of be-
ing utterly alone, and that sexual intimacy offers only a momentary relief from this universal
human fear. The freely chosen object of human interpersonal attraction involves care, re-
sponsibility, respect, and knowledge (Fromm, 1962, page 26). Care is most commonly man-
ifest in the love a mother gives her child. This kind of caring, according to Fromm, reflects a
concern for the life and growth of the objects of our love. Responsibility concerns how we re-
spond to the needs of those we love. These needs may be obvious or subtle, but if we love
someone we generally are aware of them. Respect involves our desire to see others grow and
mature without imposing upon them our expectations and goals for their development.
Knowledge involves our knowing others as they really are, not as we think they are or would
like them to be. Knowledge is based on respect for the separateness between any two human
beings and the recognition that a deep, nonintrusive awareness of the other’s authentic self is
sometimes possible.

For Fromm, erotic love involves a desire for a temporary but complete and exclusive fu-
sion with another person; it is the main route to real human intimacy. Although this psycho-
analytic view may sound judgmental, it has value for helping one think about and clarify the
role of sexuality in one’s own love relationships.

The term intimacy also has unique and important connotations. Intimate relationships are
typically characterized by a very close, warm relationship in which two people share very per-
sonal and private thoughts and feelings. There may or may not be a sexual dimension in an
intimate relationship. Intimate relationships generally involve sustained affection or love, mu-
tual trust, and a real sense of cohesiveness between partners (Prager, 1995). When we trust
another person, we believe we will not be hurt, used, betrayed, or deceived. Intimate rela-
tionships are cohesive in that partners plan to spend time together and really like doing so,
and have a sense of “we” in their affiliation. Affection, trust, and cohesiveness are all funda-
mental aspects of intimacy (Prager, 1995).

Working on Relationships
Relationships are held by married couples, cohabiting people, and single individuals. A rela-
tionship may have lasted many decades or a few short weeks, yet most relationships seem to
have certain things in common. In a study of 94 married and committed (engaged or cohabit-
ing) couples, Sprecher et al. (1995) isolated three pri-
mary areas clearly and consistently reported by people as
fundamental to the quality of their relationship. Work-
ing to improve these areas had a highly beneficial effect
on the satisfaction and commitment reported by these
subjects. These three areas are companionship, supportive
communication, and sexual expression (Table 6-1). “Com-
panionship” refers to doing many and different things
with one’s partner. The couple shares interests they find
worth developing and enjoying together. “Supportive
communication” involves both partners being willing to
listen when the other needs to talk. The couple commu-
nicates nondefensively and without sarcasm, can discuss
just about anything, and perceive that they have a lot in
common. “Sexual expression” refers to being satisfied
with one’s sex life; the couple enjoys variety in their ex-
pression of physical intimacy, feels free to be sexually
spontaneous, and feels that one’s partner is very inter-
ested in them sexually. Although these investigators
didn’t start out studying how to work on a relationship,
their findings revealed areas of importance for improv-
ing the quality of a relationship.

Regan and Sprecher (1995) asked a sample of 212
men and 348 women to judge the importance of a
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TABLE 6-1

Reported Characteristics of High-Quality
Relationships

COMPANIONSHIP: Enjoying many, diverse activi-
ties together. 

Developing and sharing mutual
interests.

SUPPORTIVE
COMMUNICATION: Mutual interests in one 

another’s problems.
Open, honest verbal and 
nonverbal communication.

Difficult issues and concerns 
are not ignored.

SEXUAL EXPRESSION: Spontaneity and variety in 
physical intimacy.

Being made to feel sexually 
attractive by one’s partner.

From Sprecher et al., 1995.



number of different factors in a marriage or long-term com-
mitted relationship. These researchers examined 22 differ-
ent elements in a broad range of a couple’s shared experi-
ences: social status, personal attributes, sociability,
expressiveness, and fulfillment of obligations. Both women
and men in this sample generally agreed on what they val-
ued as a contribution to a relationship. There were, how-
ever, a few interesting differences. Women valued emotional
expressiveness in their male partners more than men did in
women. It was also more important to women that their
male partners got along well with the woman’s family and
friends and that men have the social status associated with
well-paid employment. Physical attractiveness was the only
characteristic valued more by men than women. Interest-
ingly, men indicated that their partner’s sexual fidelity was a
more important contribution to the relationship than their
own (Fig. 6-1).

In general, all important—and especially intimate—rela-
tionships have something in common: the challenge of being
a fully participating member of a couple while still main-
taining one’s autonomy and developing one’s independence.
Because this challenge usually takes place within the context
of a marriage or other committed relationship, it is worth-
while examining the tasks women and men face as they en-
ter these bonds. Wallerstein (1994) isolated seven key chal-
lenges couples face during their early years together.

The first task a couple faces in developing a relationship
bond is to change the nature of their connection with their

families of origin and begin to create a sense of sovereignty as a couple. As people often main-
tain close contact with their parents, many women and men find it challenging to create a new
family of their own independent of the expectations and traditions of their mothers and fathers.
A second challenge is to develop a sense of “we-ness” in which the relationship is seen as much
more than just the sum of the two. The strength and stability of a relationship are enhanced
when a couple feels that together they possess resources that neither party has alone and that
they can depend on these during tough times and daily frustrations and hassles. The third pri-
ority is to develop a sexual “style” that is mutually rewarding. Issues like sexual spontaneity and
playfulness, as well as the frequency of intercourse, are exciting to explore together and pres-
ent an important challenge for the development of candid sharing and good communication.

The fourth task in a new relationship involves the couple seeing the bond as a refuge of
“safety and nurturance” (Wallerstein, 1994, page 649). Feeling protected from the threats and
dangers of the outside world is basic to the feeling of safety that characterizes relationships
people report to be rewarding and secure. The fifth challenge, which may not affect all people,
involves creating a family while at the same time respecting the integrity and intimacy of the
couple at the core of the group. Sometimes women and men selflessly give everything to the
development of their children and neglect the maintenance that every relationship requires.
Sooner or later this couple may find themselves feeling lonely and isolated from the children
to whom they “gave” everything in the early years of their relationship. The sixth task requires
that the couple build a relationship that is pleasurable and engrossing and that offers enjoy-
able distractions from the routines of daily living. Finally, the seventh task involves partners
keeping and enjoying their early, idealized image of their significant other from when they
were “young, crazy, and madly in love.” Holding those moments and memories and enjoying
them as sources of renewal and deep satisfaction is a manageable challenge in all relationships.

These tasks provide a clear general picture of what it takes to get a good start in a rela-
tionship, whether a marriage, a committed cohabitation arrangement, or another alternative.
Wallerstein’s approach was based on a longitudinal study in which 50 “happily married” cou-
ples were interviewed over the course of several years and reflects marriages that have lasted
an average of 21 years.
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For Women: 
• Kindness and understanding
• Intelligence
• Emotional expressiveness
• Important that male partner
  get along with family/friends
• Social status commensurate 
  with well-paid employment

For Men:
• Kindness and understanding
• Intelligence
• Physical attractiveness
• Exciting personality
• Good health
• Adaptability 
• Partner's sexual fidelity more 
  important than their own

For Both: 
• Social status
• Sociability
• Expressiveness
• Fulfillment of obligations  

FIGURE 6-1 Women and men
report that a number of char-
acteristics are very important
in a potential mate. Often
these differ, but sometimes
they are the same.



The Dynamics of Social Attraction

Before people feel affection, love, or a desire to be intimate with another person, they usually
experience a less well defined emotion called social attraction. Social attraction is often the
first stage in more meaningful relationships. Feelings of attraction between two people are ac-
tually comprised of several complex, interdependent elements. Social and behavioral scien-
tists have isolated a number of important properties that affect whom we like and are at-
tracted to. The properties remain the same for both homosexuals (Fig. 6-2) and
heterosexuals. They include proximity, familiarity, physical attractiveness, similarity, and self-
disclosure  (Fig. 6-3). These elements can actually predict the types of people we are likely to
be attracted to and want to spend time with.

Propinquity
“Proximity” (or the more technical term “propinquity”) simply means “nearness.” People are
more likely to become attracted to and like people they are near to. This is true in neighbor-
hoods, dormitories, apartment buildings, and workplaces. Af-
ter all, the more frequently you bump into someone, the more
likely you are to learn about them, talk with them, and notice
and appreciate their unique and interesting qualities. Studies
have demonstrated that people living in student housing
projects were far more likely to become attracted to their
next-door neighbors than were people living in apartments
further apart. In terms of friendships, dormitory roommates
are more likely to like each other than are non-roommates.
An opposite effect also can hold true, however: in apartment
buildings, most residents say that of those neighbors they es-
pecially dislike, most live very close to their unit. These neg-
ative effects of proximity have been called “environmental
spoiling” (Ebbesen, Kjos, & Konecni, 1976).

Familiarity
The more you see someone, the more familiar he or she be-
comes and the more likely it is that you may develop a gen-
uine liking or attraction for that person. Generally, for ex-
ample, you are more likely to know and become familiar
with those who sit close to you in a class. Political candidates
and advertisers similarly know that the more often you see
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FIGURE 6-2 Same sex commitment ceremonies have gained sufficient prominence in large American
metropolitan areas to merit public announcement in highly prestigious newspapers. This article is
from the New York Times.

Proximity
Familiarity

Similarity

Physical Attractiveness Self-disclosure

FIGURE 6-3 Social attraction
is based upon a number of dif-
ferent, but interrelated quali-
ties. These may grow or di-
minish in importance from
time to time but all are consis-
tent, important predictors of
interpersonal appeal.

Social attraction A feeling
of interpersonal closeness
based on proximity, familiarity,
physical attractiveness, similar-
ity, and self-disclosure.



their faces or products, the more likely it is that you’ll vote for them or buy their product.
The old saying that “familiarity breeds contempt” is wrong in this respect. Familiarity often
leads to friendship and fondness.

Physical Attractiveness
Interestingly, in surveys in which women and men are asked to name and rank the qualities
they find important in a potential mate, physical attractiveness is never at the top of the list.
Factors such as “kindness and understanding” and “intelligence” seem much more important
(Buss, 1985). This is true in a society that often seems obsessed with appearances, in which
the media and advertisers encourage people’s attempts to approximate societal conceptions
of beauty. One should note, however, that there is often a discrepancy between how people
rank personal attributes on such a list and how they behave in the real world everyday. In
fact, good looks do matter and play an important role in the attraction between two people.

Research has also shown that different considerations affect how people think about at-
tractiveness in women and men. In recent years, for example, attractiveness in women has
been associated with progressively thinner body shapes. Conformity to this standard has
led to lower weights among college women, a large number of articles about obesity in the
popular press, and an increase in eating disorders. Since the turn of the century our soci-
ety has generally equated thinness with attractiveness (Silverstein, Peterson, & Perdue,
1986). Sociocultural standards of male attractiveness have also changed over the past gen-
eration. For example, since 1960 there has been a tremendous increase in health and fit-
ness facilities and the number of men going to them. Messages in the popular press con-
cerning body weight and attractiveness increased through the late 1970s and then
gradually decreased over the following 15 years. Today’s “ideal” male body is slender with
good muscle tone and has not changed much over the past three decades (Petrie, Austin,
Cowley, Helmcamp, et al., 1996).

More recent data suggest that African-American women and men may associate body
characteristics with attractiveness somewhat differently than Caucasian women and men. For
example, Jackson and McGill (1996) found that African-American men reported higher pref-
erence ratings for large body types and linked more favorable and fewer unfavorable charac-
teristics with obese women than did Caucasian men. Both African-American women and
Caucasian women stated preferences for somewhat slender men, yet African-American
women associated fewer undesirable attributes with obese men than did Caucasian women.
This study involved a relatively small sample of subjects, however, and a larger sample size
would be desirable before generalizing from these data.

One more interesting aspect of attractiveness has been studied. Madey et al. (1996) stud-
ied whether the effects of alcohol include making members of the opposite sex seem more at-
tractive. They found that when patrons in a bar were questioned at 10 p.m., 12 midnight, and
1:30 a.m., they reported significant increases in the attractiveness of opposite-sex patrons, but
only if they were not in a committed relationship at the time. Apparently, relationship status also
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Letter to Dr. Ruth Westheimer

Question:
When I was a little girl I thought I would grow up, fall in love, and
share a wonderful life with a good and decent man. I am now
27 and have been through a number of very frustrating and un-
rewarding relationships with several guys. It seems that things al-
ways go really great at first, but then I begin to feel we never talk
about anything really important, and eventually we don’t talk
very much at all. What can I do to have a better relationship? Is
there something wrong with me, or do I just have bad luck?

Answer:
Maybe your expectations are partly causing your relationships to
end. You may be very interested in a certain thing, but that does-

n’t mean that the man you are with shares that feeling. You can’t
expect two people to turn into Siamese twins from dating a short
while, or even from being married for a long time. Some people
think that they have to find a partner who is a “soul mate.” I don’t
know whether such a thing really exists, but maybe you’d be bet-
ter off with a more realistic attitude. You have to work at a rela-
tionship. Think of love as a fire in a fireplace. It starts out with a
big blaze, but unless you keep adding logs, it will burn out. If good
conversation is important to you, make a point of stoking that par-
ticular fire. Buy tickets to a good play that you can talk about.
Read a book and pass it on to him. Scout the newspapers for top-
ics that you both find appealing. If you’re willing to work at your
next relationship, I feel certain that you can make it last longer.



affects the perceived attractiveness of others. Attractiveness is often based on highly subjec-
tive personal feelings that can change from time to time.

Similarity
If two people are similar, are they more likely to be attracted to each other, or if they are at-
tracted to each other, are they more likely to be similar? We know that when husbands and
wives are similar to each other, they are more likely to report marital happiness and are less
likely to divorce (Caspi & Herbener, 1990). Yet it is more difficult to determine whether sim-
ilarity and attraction are causally related. Social psychologists have collected data that indi-
cate that mutual attraction is an expected consequence of similarity (Byrne & Griffitt, 1973).

The term assortative mating describes how people pair off based on their real similarities
(Buss, 1985). We say real similarities because often two people think that they are alike when
in fact their commonalities are superficial and unrelated to important personality and other
dimensions. A number of fairly straightforward demographic variables are important in as-
sortative mating, including such factors as race, religion, ethnic background, age, and so-
cioeconomic status. Nonetheless, people often think that differences instead of similarity lead
to attraction. Do opposites attract? Is a person who is shy and reserved captivated by some-
one who is outgoing and self-assured? Captivated, quite possibly, but probably not genuinely
attracted. The term complementarity is used to describe the inclination of some people to
compensate for something absent in themselves. Data collected over the last thirty years
demonstrate conclusively that similarity is far more important than complementarity in in-
terpersonal attraction and rewarding relationships. It’s true: birds of a feather do flock to-
gether (Buss & Schmitt, 1993).

Self-Disclosure
Affectionate and loving relationships allow us to open and share what is on our minds and in
our hearts without fear of criticism or rejection. The ability and inclination to engage in this
safe sharing is called self-disclosure, and it is an important feature of mutually rewarding re-
lationships. People generally feel comfortable self-disclosing when they are attracted to some-
one else, and one of the best signs that a relationship is maturing is an increasing amount of
self-disclosure between two people. Of course, people more easily share those aspects of
themselves about which they feel good, whereas it can be very difficult to share things they
don’t like about themselves or feel ashamed of. We generally open up to people who open up
to us; in a sense, disclosure is a kind of trust. Sidney Jourard, who studied self-disclosure for
decades, found that when we give up our defenses and let ourselves be known for who we
really are, this tremendously facilitates the development of a loving relationship. This does
not mean, however, that self-disclosure automatically awakens feelings of love in another per-
son. Most people are put-off when someone they have just met tells them private things, for
example. Nonetheless, feeling free and safe to share what’s on one’s mind can be extremely
important in interpersonal attraction (Collins & Miller, 1994).

Attachment
Psychologist Gordon Allport describes emotional security as one of the criteria of maturity.
This term refers to emotional poise and a capacity to tolerate frustration. Emotional security
also has much to do with how people affiliate with one another and establish relationships.
Also important are one’s personal past experiences with various kinds of attachments, as very
often the past has a powerful effect on our present lives. An interesting approach to adult at-
tachment styles derives from research exploring how infants bond with their parents
(Bowlby, 1969; Ainsworth, 1989). Hazan and Shaver (1987) describe three adult attachment
styles that mirror closely a number of infant-parent attachment styles. Mary Ainsworth has
described three main infant-parent attachment styles: secure attachment, ambivalent attach-
ment, and avoidant attachment. The same categories are useful in describing adult attach-
ments, as shown in the work of Hazan and Shaver:

� Secure attachment is seen in individuals who are not defensive with others and don’t worry
about depending on others. They don’t have deep, enduring fears that others will desert
them. Sexually, they enjoy long-term monogamous relationships and don’t seem to need
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Describe the types of
information you would

disclose about yourself early
in a relationship, as a

relationship matures, and
finally, in a serious, intimate
relationship. What types of

thoughts and feelings would
the other person have to share

with you for you to feel
comfortable in sharing

increasingly personal, private
things about yourself?
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constant reminders and reassurances that they are loved and valued. People who make se-
cure attachments are comfortable with their relationships but also feel they are whole,
complete, and happy as individuals. They enjoy their own company and don’t mind being
alone.

� Individuals with anxious-ambivalent attachments are much less trusting and more likely
to manifest jealousy and possessiveness in their relationships. They require constant proofs
that they are someone’s “one and only” and resent it deeply when the object of their affec-
tion is with other people. People with anxious-ambivalent attachments have little idea how
they would do on their own. They always see themselves as either with someone or be-
tween relationships, but never comfortably alone. These individuals do not appreciate
meditative silence and solitude.

� Finally, people with avoidant attachments are not comfortable with intimacy and close-
ness. They do not find relationships enjoyable or understand how people can grow in re-
lationships with others. They have little interest in establishing a climate of psychological
safety with another person and have never learned to share their vulnerabilities without
feeling defenseless and exposed. Sexually, they are likely to have brief, affectionless en-
counters.

Tidwell, Reis, and Shaver (1996) asked 135 undergraduate students with these three at-
tachment styles to keep a social interaction diary for one week. They were to describe any
personal or telephone interaction that lasted 10 minutes or more. Their results confirm the
descriptions of these attachment styles above. Those with avoidant attachment styles de-
scribed lower levels of intimacy in their interpersonal contacts, fewer good feelings, and more
negative feelings as a result of their encounters with others, especially members of the oppo-
site sex. They were also less likely to initiate such interactions. The authors suggest that
avoidant types may go out of their way to minimize activities in which human closeness may
occur. Those subjects with a secure attachment style described more intimacy, felt much bet-
ter about initiating interactions with others, expressed more enjoyment and positive emo-
tions as a result of their encounters with others, and also had fewer negative emotions in
these interactions. Finally, subjects with anxious-ambivalent attachment styles reported ex-
periences with highly variable outcomes, generally intermediate between the secure and
avoidant types. 

We believe that these attachment styles have “face validity”: one can read descriptions of
how different individuals perceive social situations and act and can figure out which style
corresponds most closely to one’s own style. By learning about different attachment styles one
may also better understand why one feels compatible or incompatible with others (Fig. 6-4).

Can a person change her or his attachment style? We don’t know
of any research that has studied whether people can change their
attachment styles.

Jealousy
As noted previously, people with anxious-ambivalent attachment
styles are likely to experience jealousy and possessiveness in their
interpersonal relationships. In fact, jealousy is a common, trou-
bling emotion among most people regardless of attachment style.
The daily news provides many stories of domestic violence in
which jealousy has a major role.

Because attachment styles derive from infantile and childhood
experiences with one’s caretakers, some researchers have assumed
that disrupted attachments early in life predispose an adult to feel-
ings of jealousy. Clanton and Kosin (1991) studied this suspected
connection and did not find any correlation or cause-and-effect re-
lationship. Jealousy has received significant scientific attention
only in the last two decades (Salovey, 1991). Because jealousy so
commonly affects relationships, and because sexual jealousy is so
frequently implicated in violence and the dissolution of relation-
ships, this topic deserves attention.
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FIGURE 6-4 Even when peo-
ple are obviously attracted to
one another, they often remain
a bit wary and vigilant de-
spite their trust and affection.

Jealousy An emotion related
to fears and anxieties surround-
ing betrayal and deception in-
volving intimate attachments
outside a relationship.



Jealousy involves fears and anxieties about betrayal and
deception. To some extent, feelings of betrayal are similar in
marriages, friendships, and social affiliations, although there
are some differences among these different types of bonds
(Shackelford & Buss, 1996). Generally, whenever one’s sig-
nificant other is involved with a third party, feelings of jeal-
ousy are likely to occur, even with brief, trivial social con-
tacts outside of the relationship bond. The jealous person
frets and worries, feels some uncertainty, and has problems
understanding the “outside” attachment (Fitness & Fletcher,
1993). Stearns (1989) has suggested that according to con-
temporary social mores, confrontation is an unpopular way
of dealing with jealousy and that people are far more likely to
feel guilty about their feelings or to try to escape from the sit-
uation.

Another factor affecting jealousy is the duration of the re-
lationship. Aune and Comstock (1997) found that the expe-
rience, expression, and perceived correctness of expressing
jealousy increased with the length of the relationship. How-
ever, this study used a cross-sectional analysis of jealousy in
groups of couples who had been together for varying periods,
and the researchers point out that a longitudinal investigation is needed in which the devel-
opment of jealousy is tracked more closely as it emerges in a relationship.

Coping With Jealousy In Shakespeare’s play Othello, jealousy is called a “green-eyed
monster”—a fearful image for a human emotion (Fig. 6-5). 

Communicating feelings of jealousy can serve several functions. When people communi-
cate their jealous feelings, they may gain information that helps reduce their feelings of un-
certainty about their relationship and the “rival” relationship. Second, when a rival relation-
ship and jealousy have hurt the primary relationship, many people want to repair the primary
relationship, and clear communication about jealousy can help do this. Third, jealous feel-
ings usually hurt a person’s self-esteem if the person feels someone else is more important to
his or her partner (Fig. 6-6). Clear communication is often an important first step in restor-
ing one’s self-esteem.

In rare cases, jealousy becomes part of a serious psychiatric disturbance referred to as the
“Othello syndrome.” In this condition the person’s jealousy and/or belief in the sexual infi-
delity of the significant other reaches delusional proportions (Leong, Silva, Garza-Trevino,
Oliva, Ferrari, Komanduri, and Caldwell, 1994). Patients suffering from the Othello syn-
drome have much hostility toward their partner, often including verbal threats and some-
times resulting in murder. The Othello syndrome is very rare but shows how compelling feel-
ings of jealousy can become.

Our discussion of jealousy has thus far addressed this often highly disruptive emotion
among heterosexual individuals. But certainly, it is no less distressing to homosexuals. Still,
relatively little research has addressed the subject of homosexual jealousy. One notable, re-
cent contribution may be found in the research of Harris (2002), who examined sexual and
romantic jealousy in both heterosexual and homosexual couples. This study points to an im-
portant discrepancy in investigations on this topic. On the one hand, subjects are frequently
asked to report how they would respond to a hypothetical instance of infidelity in their part-
ner. On the other, subjects in other studies are asked how they have responded to actual in-
stances of infidelity. This author points out that jealousy is one of the most common motives
in homicide and abuse of one’s significant other, and on that account, worthy of careful ex-
perimentation among both heterosexual and homosexual couples.

Research on jealousy often focuses on a person’s distress at either the partner’s sexual in-
fidelity or the emotional infidelity. In other words, a distinction is made between one’s part-
ner having sex with someone outside the relationship or one’s partner falling in love (and
having sex) outside of the relationship. When asked about their partner’s hypothetical infi-
delity, the gay men and women in Harris’ study were far more distressed at the prospect of
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FIGURE 6-5 Sir Laurence
Olivier plays Othello in
Shakespeare’s play of that
name. This drama reveals
some of the powerful and po-
tentially destructive aspects of
jealousy.



emotional than sexual infidelity. Interestingly, in evaluating the responses of heterosexual
women and men and homosexual women and men when confronted with actual infidelity in
their lives, all groups generally reported that emotional infidelity was far more distressing to
them than sexual infidelity.

Depending on Others
The term interdependence describes how people feel an authentic concern for the happiness
and welfare of their partner while at the same time remaining aware of their own needs and
autonomy. Most social and behavioral scientists claim that true interdependence is not de-
veloped before young adulthood when one has a better understanding that to be in a good
relationship with someone else, one must be at home with oneself as well. Interdependence
is a basic attribute of mature intimate relationships. To depend on another person can be a
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FIGURE 6-6 A “love triangle” can
reveal violent emotions associated
with jealousy. While this story
might seem unusual in some re-
spects, in fact it is based on a real
incident. Daily newspapers have
many unhappy stories similar to
this one.

Interdependence How one
feels and reveals an authentic
concern for the happiness and
welfare of one’s partner while
remaining aware of one’s own
needs and autonomy.



genuine aspect of respect, esteem, and trust, or it can result from a deeper inadequacy and
helplessness without the other. Just as real interdependence can occur in a robust and devel-
oped relationship, excessive reliance can present some problems.

In recent years, the term codependency has been used to describe relationships with an
unhealthy dependency, often for a variety of different reasons. These relationships can be
both unrewarding and frustrating and at the same time hard to get out of. Typically they do
not involve mature intimacy, love, and sexuality. A codependent person is secure in their
sense of being only when someone else defines their desires and wishes. They do not enjoy a
sense of self unless their life is given up to the needs and desires of another person. In a code-
pendent relationship a person feels bound psychologically to another person whose daily be-
haviors are motivated by a sense of urgency and compulsion (Giddens, 1992). Codependent
relationships often involve substance abuse, alcoholism, gambling, compulsive sexuality, or
another behavior pattern that is difficult to control. The term “codependency” has become a
popular catchword and is often used loosely and inaccurately, sometimes as a belittling label
to characterize highly complex problems in an overly simplistic way.

Theories of Love

Social and behavioral scientists develop theories about a wide variety of phenomena, and it’s
not surprising that a number of theories attempt to explain something as personal, emotional,
and enigmatic as love. We will look at two such theories.

Sternberg’s Triangular Theory of Love
We have already discussed many elements of attraction: proximity, familiarity, physical at-
tractiveness, similarity, and self-disclosure. These are only the building blocks for inti-
mate, enduring relationships, for clearly, there is more to loving than the sum of these
components. Robert J. Sternberg (1988) has given us a useful way of thinking about dif-
ferent kinds of love. He suggests there are three key kinds of loving, which he represents
schematically as three sides of a triangle: passion, intimacy, and commitment (Fig. 6-7).
Passion involves powerful feelings that become obvious in romance, physical attraction,
and a strong desire to become sexually involved. Intimacy is less intense and is reflected
in the desire to feel close and connected and to form a meaningful bond. Commitment is
associated with a time scale. On the one hand it involves a purposeful decision to love an-
other in the present, but it also entails a strong desire to maintain that love over a long
period of time.

Sternberg believes that the strength of our love depends
on the independent potency of each of these three elements,
while the particular kind of love we experience and the kind
of relationship in which we engage result from the relative
strengths of these three elements (Fig. 6-7). Table 6-2 illus-
trates how different types of relationships result.

Passionate Love Have you ever fallen head over heels in
love? Passionate love is characterized by strong, preoccupy-
ing thoughts of the person to whom one feels powerfully at-
tracted. Many people feel they are floating on a cloud and
have a constant desire to see, be with, talk to, and make love
with the other person. Passionate love can sometimes lead to
reckless behavior, however, and it’s still important to take
precautions regarding contraception and STDs. People in a
passionate relationship often feel all wrapped up in their feel-
ings, and later, when the intensity of these feelings begins to
ebb, as it inevitably does, some complain about being suffo-
cated by the attentions of the other. The component of pas-
sion in love is very different from the other components of
love Sternberg describes.
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Codependency A term that
describes a relationship in
which a clearly unhealthy inter-
dependence exists. Codepen-
dent persons are secure in their
sense of being only when
someone else defines their de-
sires and autonomy for them.
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FIGURE 6-7 For psychologist
Robert Sternberg, passion, in-
timacy, and commitment are
three essential and interre-
lated aspects of love.



Intimate Love Intimacy involves a genuine sense of
liking one’s partner and a desire to build together a more
cohesive rapport. It involves sharing one’s life with an-
other in a candid, nondefensive way. Trust, patience, and
tolerance are important aspects. A couple genuinely en-
joys developing their own communication style and be-
coming familiar with each other’s imperfections and idio-
syncratic characteristics—the things people rarely notice
when first absorbed in intense passionate love. A sense of
“we” develops, and the two look out for each other and try
to avoid what irritates their partner. They try to anticipate
each other’s needs and desires and share a sense of humor.
Respect is important in genuine, intimate relationships.

Commitment People work hard together to build a
commitment in a relationship. The two live in a climate of
steady, enduring, confident affection for one another and
strive to consolidate their union; they are partners. They
deeply respect one another’s privacy and enjoy sharing
their partner with others in social settings. Trust and devo-

tion are often at the heart of this kind of commitment. One would never take advantage of the
other’s vulnerabilities. They understand the inevitability of conflicts in daily living but do not
feel these can harm their mutual esteem. They negotiate their differences fairly and with good
faith. Of course, there are disagreements and differences in philosophy, yet they distinguish be-
tween significant and trivial concerns and work to resolve issues with focus and good will.

While Sternberg’s components all seem positive, there may be some debate about how
common or attainable they are and whether everyone shares the same vision that they com-
prise an attractive interpersonal relationship. To one degree or another, these three compo-
nents may be present in all relationships, and in consummate love (which Sternberg believes
is rare) all three are highly prominent.

A Typology of Love
The sociologist John Alan Lee has also explored the experience and expression of love
(1977). Any typology may lead to the incorrect impression that people can be easily and un-
ambiguously grouped into categories or that all of a person’s behaviors conform to the defin-
ing attributes of a category. Keeping this caution in mind, let’s examine Lee’s six styles of
loving.

Lee’s first style of loving, eros, is based primarily on a person’s physical appearance. There
may be many different and sometimes enigmatic reasons why one feels a powerful love for
another person, and these are often hard to describe clearly. Have you ever thought, “That
person is just my type.” He or she may indeed be your type, but you may soon learn that your
friends do not see this person in the same way you do. This is an “Eros lover,” according to
Lee.

The second style of loving is called ludus, which means “game playing.” In playful love
people do not commit to each other in a single, exclusive relationship but may enjoy many
other relationships too that don’t involve sharing deep feelings or highly personal aspects of
themselves. These are friendships more than intimate bonds, although they may include sex-
ual sharing.

A third style of loving, called storge, is a relationship that gradually evolves into a genuine
feeling of attachment. This style of loving is slow, patient, tolerant, and enduring. In storge
love, people explore a relationship they anticipate will eventually lead to a lasting devotion
to one another.

Mania, Lee’s fourth style of loving, involves a powerful romantic attachment involving
passion and possessiveness. The person is obsessively preoccupied with the other person and
constantly wants to be told and shown they are loved in return. They are highly anxious with-
out this frequent reassurance and find it hard to focus on daily tasks and responsibilities be-
cause of their fascination with the person to whom they are attracted.
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TABLE 6-2

The Triangular Theory of Love According 
to Robert J. Sternberg. Differing Combinations 
of Passion, Intimacy, and Commitment Result 
in Different Love Relationships

Type of Relationship Component

Passion Intimacy Commitment

Liking NO YES NO
Infatuation YES NO NO
Fatuous Love YES NO YES
Romantic Love YES YES NO
Companionate Love NO YES YES
Consummate Love YES YES YES

After Sdoro, 1993, 689.



A fifth style of loving Lee calls agape, or “selfless love.” This lover wants nothing in re-
turn for the expression of her or his affection. Just the experience of love itself is reward
enough. The person feels truly alive and is unselfishly devoted to another person, with no ur-
gency, jealousy, or clinging overprotectiveness in their feelings. They are both faithful and
diligent in their expressions of love and take genuine delight in these behaviors and feelings.

Lee’s last style of loving is called pragma. The word “pragmatic” means “practical,” and
the pragma lover seeks a partner who conforms to a number of sensible and often unroman-
tic attributes. For example, a man may look for a woman who comes from an affluent family,
is well-educated at a prestigious university, is pursuing graduate or professional training, and
is comfortable in delaying a decision to start a family. Although this may not sound like love
as it’s usually thought of, some people do form relationships on this basis.

A Theory of Love and Sexual Desire
The theorist James Giles (1994) examined some of the complex connections between love
and sexual desire, resulting in some thought-provoking speculations. Giles focuses entirely
on romantic or passionate love and explores how sexuality gets mixed into these feelings. His
perspective exclusively involves the experiences of loving and sexual desire and not their
overt behavioral manifestations.

His analysis begins with a reference to the noted humanistic psychologist Rollo May
(1969), who notes that “the paradox of love is that it is the highest degree of awareness of
the individual self and the highest degree of absorption in the other” (page 62). Love is a dual
self-awareness connected by the relation of desire. Giles then introduces one of the basic
ideas of his theory:

. . . at the very core of the experience of love lies a complex of intense desires involving
the desire to be vulnerable before another person in order that one may be nurtured or
cared for by that person, and, at the same time, the desire to have the other person vul-
nerable before oneself in order that one may nurture or care for that person. (p. 344)

Giles believes that intimacy, trust, and self-disclosure are all basic components of vulner-
ability. He suggests that in acting upon our sexual desires we bare our bodies to one another
in very much the same way we bare our souls to one another when we share our vulnerabili-
ties. In a sense, it is a physical kind of self-disclosure. And just as we share our nakedness,
we caress one another and share our caring as well.

In his view, emotional vulnerability and physical self-disclosure and fondling are two
sides of the same coin and complement one another in meaningful relationships. Either can
exist without the other, but rewarding relationships usually involve both. Although Giles’
speculations have not been explored by researchers for as long as Lee’s and Sternberg’s theo-
ries, they offer another significant way of thinking about the mysterious and awesome nature
of love.

The Biobehavioral Model of Romantic Love and Sexual Desire
Any discussion of love, attraction, attachment, and erotic interest will eventually provoke
questions regarding the degree to which these phenomena are part of a person’s biological
make-up: their genetic or perhaps hormonal characteristics. So far, we have examined two
theories of love which are based entirely on an individual’s feelings and perceptions. Yet, one
recently published theory examines carefully the extent to which romantic love and sexual
desire might indeed have biological roots which can be studied empirically (Diamond, 2003).
This theory has one important attribute which is missing entirely from the other perspectives
we have reviewed so far: it explicitly attempts to account for both heterosexual and homo-
sexual affectional inclinations. Diamond’s theory is based on a review, analysis, and synthesis
of the literature and offers an innovative and provocative approach to these complex
questions.

While acknowledging the obvious importance of heterosexual attraction and mating with
respect to the perpetuation of the human species, Diamond also makes clear a number of
premises amply supported by extensive research in biology, psychology, and sociology. These
are as follows: (1) sexual motives obviously concern reproductive outcomes, but romantic
love is based instead on attachment mechanisms that begin with the caretaker-infant bond;
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(2) romantic love has no gender orientation in and of itself and is based primarily on “sus-
tained [encounters] heightened proximity and physical contact” (p. 175) and (3) love often
leads to sexual desire and sexual desire often leads to love—the connection between love and
desire may therefore be “bidirectional.”

This theory makes clear that among all mammals (including humans), essential hor-
monal mechanisms underlie important infant-caretaker attachments early in life. The pitu-
itary hormone oxytocin is indisputably involved in early affectional bonds and, at the same
time, later in life underlies erotic interest and sexual behavior. Most importantly, this hor-
mone is not only associated with heterosexual erotic interest and sexual behavior, but also
it is fundamental to all deep, intimate human sexual attraction and expression. If our feel-
ings of attachment and affection initially emerge in the caretaker-infant bond, and if this
process is mediated hormonally, then it is not inappropriate to presume that such feelings—
and later sexual attraction—would later generalize to others of both the opposite and the
same sex. The hormonal mechanism of this attachment involves other agents as well, no-
tably the body’s “natural opiates,” the endorphins. Therefore, important neuroendocrine
agents seem to underlie powerful feelings of affiliation and, later, sexual pleasure. Diamond
cites research that demonstrates conclusively that large amounts of oxytocin in humans are
found in the bloodstream during sexual interactions, orgasm, and the experience of repose
that follows sexual sharing (Carmichael, Warburton, Dixen, & Davidson, 1994; Carter,
1992, 1998; Riley, 1988).

This theory asserts that there may be a “common denominator” for powerful, affiliate,
sexual feelings as well as measurable hormonal correlates to these feelings whether they are
involved in procreative sexual activities of a heterosexual nature or same-sex intimate shar-
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From “On Love” by Kahlil Gibran

K ahlil Gibran (1883-1931) was a Lebanese poet, philosopher,
and artist. His book The Prophet (1923) contains many po-

ems about virtually all aspects of our lives, and among the most
poignant is a delightful work about love. Here are a few lines
from that poem.

. . . When love beckons to you, follow him,
Though his ways are hard and steep.
And when his wings enfold you yield to him,
Though the sword hidden among his pinions may wound
you.
And when he speaks to you believe in him,
Though his voice may shatter your dreams as the north
wind lays waste the garden.
For even as love crowns you so shall he crucify you. Even
as he is for your growth so is he for your pruning.
Even as he ascends to your height and caresses your ten-
derest branches that quiver in the sun,
So shall he descend to your roots and shake them in their
clinging to the earth.
Like sheaves of corn he gathers you unto himself.
He threshes you to make you naked.
He sifts you to free you from your husks.
He grinds you to whiteness.
He kneads you until you are pliant;
And then he assigns you to his sacred fire, that you may
become sacred bread for God’s sacred feast.
All these things shall love do unto you that you may know
the secrets of your heart, and in that knowledge become
a fragment of Life’s heart.

But if in your fear you should seek only love’s peace and
love’s pleasure,
Then it is better for you that you cover your nakedness
and pass out of love’s threshing-floor, Into the seasonless
world where you shall laugh, but not all your laughter,
and weep, but not all your tears. . .

—11–13

Kahlil Gibran, Lebanese poet, philosopher, and artist.



ing of a homosexual nature. We feel this theory, all of which has not been presented here, has
vast potential for the further examination of this enigmatic and captivating aspect of human
nature.

Love, Sex, and Relationships

So far this chapter has dealt primarily with theories regarding the experience and expression
of love in its different varieties and manifestations. Now we’ll explore some empirical data
and lifestyle issues about the role of love in different types of relationships. Because roman-
tic love involves compelling feelings of closeness and attachment, much of this discussion fo-
cuses on this experience. The passionate component of love described by Sternberg has the
characteristics of what most people mean by “romantic love.” Hatfield and Rapson (1987)
suggested that romantic love occurs in virtually all cultures and age groups. Jankowiak and
Fischer (1998) found romantic love in 147 of the 166 cultures they studied. Apparently, cul-
tural values, trends, and traditions cannot suppress this universal human experience. Still,
the relationship between romantic love and long-term relationships has not always been ob-
vious in human history.

As summarized by Brehm (1985), the ancient Greeks celebrated the power and pleasure
of romantic love in both heterosexual and homosexual relationships but also acknowledged
its irrational qualities. They believed that enduring, committed love relationships were in-
compatible with the excitement and passion of romantic attachments. Platonic love sur-
mounted the urgency and lust of romantic love with an intellectual, austere rapport between
two people; the appetite for the physical consummation of love just wasn’t part of the picture.
Similarly, the Romans viewed love as a complex recreational enterprise in which the chase
was more fun than the capture. By the Middle Ages, a new tradition of love evolved: courtly
love. Maidens were “loved pure and chaste from afar,” and romance took on a highly idealis-
tic quality. Knights pledged their loyalty to their ladies, went off to fight wars on their behalf,
and returned to their idealized visions of purity and femininity, all of this supposedly involv-
ing a celibate, “higher” attraction than those carnal pleasures enjoyed by the peasantry. This
was a common tradition in the Western history of love and romance until the seventeenth
century, when the connection between love and marriage came to be
seen as feasible and desirable (Fig. 6-8).

Idealization and Disillusionment in Romantic Love
How does the “average” person look at love today? Do people still
believe it is a kind of madness or that it leads to frustration and dis-
satisfaction? Is love a diversion or entertainment? Does it inevitably in-
volve some self-deception? Our culture clearly idealizes love, but do we
have unrealistic expectations of it and its power to bond and enrich
relationships?

Many people certainly do have unreasonably high expectations of a
love relationship. Murray, Holmes, and Griffin (1996) suggest that en-
joyable, predictable interpersonal relationships require a predisposition
to see one’s less-than-perfect partner in an enhanced, idealistic way. They
call this a “positive illusion.” They found that a relationship was most
likely to continue over the course of their year-long study if both part-
ners idealized one another. They also discovered that when two people
idealized one another much at the beginning of the study, they reported
further increased satisfaction with the relationship and a decrease in any
conflicts or doubts they had at the outset. Interestingly, idealized part-
ners gradually came to see themselves as their partners saw them. These
researchers conclude that people may actually create the relationship
they want over time, and that there may be a self-fulfilling prophesy in
romantic attractions.

It seems as if love relationships involve an alternating awareness that
one’s partner is wonderful and perfect on one hand and human and falli-
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FIGURE 6-8 While the place
of love in marriage has
changed over the centuries,
the central, enriching role of
love in adult relationships is
an age-old aspect of human
nature.



ble on the other. How do these apparently contradictory qual-
ities coexist in the same person? Are we bound to find out
sooner or later that the person we love isn’t perfect? Judith A.
Livingston (1996) explored the theoretical implications of
these questions. A number of different things can occur when
one finds out that the loved one isn’t the perfect person once
thought to be: the relationship may end, may continue with a
more realistic, mature understanding, or may gradually fade
away (p. 550). Livingston suggests romantic love is “enriched”
by a balance between idealization and disillusionment, a bal-
ance that may change over the course of a relationship. How-
ever, sometimes a dramatic mismatch occurs between these
two pictures of the other, leading to the relationship ending
suddenly. For example, one person may have a desire for inti-
macy and commitment that is not reciprocated by the other,
who may be disinterested in a devoted, long-term relationship.
Such an incompatibility may be irreconcilable, and if these two

people continue to see each other, the mismatch in their personalities may make the relation-
ship unrewarding. Unlike Murray, Holmes, and Griffin (1996) cited earlier, Livingston believes
that the greater one’s idealization or sexual overvaluation of another, the greater the sense of
loss, pain, and disillusionment later on. Does this mean that we are foolish to fall head over
heels in love because the bloom of love will later be lost? Absolutely not. All intimate relation-
ships involve some risk and potential loss. Remember the truism: “nothing ventured, nothing
gained.” Livingston also notes that one’s idealization of another person is colored by early love
and attachment experiences (Fig. 6-9).

In an interesting longitudinal study, Huston, Caughlin, Houts, Smith, and George (2001)
studied newlywed couples within the first 2 years of their marriage and again after 13 years.
Earlier measures of romantic intensity and the degree to which individuals expressed nega-
tive feelings about their new spouse accurately predicted whether the couple was happy af-
ter 13 years (among those who did not divorce) as well as how long their marriage lasted be-
fore they separated (among those who did divorce). These authors interpret their results to
indicate that expressed disillusionment was a powerful predictor of the longevity of the mar-
riages examined in this investigation. When the expression of love is diminished, when there
is less expression of affection, when there is the feeling that one’s partner is unresponsive to
one’s gestures of inclusion, and when emotional ambivalence increases, these all play a role
in the eventual end of the marriage.

The Role of Age in the Development of Relationships
People often wonder whether same- or similar-aged individuals are the “appropriate” objects of
affection. In general, men tend to prefer women a little younger than themselves, while women
often seek men their own age or a little older (Hayes, 1995). Many data support this conclu-
sion (Buss, 1989; Kenrick & Keefe, 1992). Research supports this generalization among a vari-
ety of countries, ethnic groups, cultures, religions, and socioeconomic groups. This difference
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FIGURE 6-9 Ryan O’Neal and
Ali McGraw in “Love Story”
(1970), a powerful and emo-
tional film about a young cou-
ple deeply in love. McGraw’s
character, who  dies tragically
in her mid-20s, says, “Love
means never having to say
you’re sorry.”

Letter to Dr. Ruth Westheimer

Question:
Can you help me with a question I’ve had for a long time? Is it
polite for a woman to tell a man that she would like to have sex
with him? Of course, I’m only talking about unmarried men.

People do seem to be more bold with each other these days,
but I don’t want to seem aggressive or cheap. Still, I am very sure
about my feelings. I was raised to believe that “good girls” didn’t
express these feelings.

Answer:
Young ladies have always let men know how they feel, though
not always in words. At one time, a dropped handkerchief was
all it took, though these days dropping your handkerchief will
only get it trampled on. But you don’t have to rush off to the
other extreme, either. Some men might find your boldness
threatening, though others would enjoy it. My advice is to ad-
vance carefully. Remember, most women too do not like it if a
man tries to go too far too fast.



is apparent in self-reported preferences, marriage statistics, and personal advertisements in
newspapers (Hayes, 1995), and it has been true throughout the 20th century. Researchers be-
lieve that youth enhances women’s desirability as mates or marriage partners because men are
more likely to evaluate younger women as more attractive. The greater social status and finan-
cial resources of older males make them similarly attractive to younger women.

Nonetheless, it is hard to make broad generalizations based on age alone. Because people
are often grouped with similar-aged people when growing up, people naturally develop
friendships and affectional bonds with others with whom they spend time. Elementary, mid-
dle, and high school classes usually include girls and boys of the same or highly similar ages,
and the same is true in church groups and community centers. (As discussed in Chapter 12,
however, things change somewhat in adolescence because girls begin pubertal development
11⁄2 to 2 years ahead of boys and attract the attention of boys ahead of them in school.) In
general, then, most people fall in love with and have relationships with others of a similar age
despite what people say they prefer or seek.

The Role of Friendship in Intimate Relationships
Most people believe it is important for people to become good friends before they become
sexually intimate. As the terms “affection” and “intimacy” are difficult to define clearly and
unambiguously, so too is “friendship.” Many see friendship as a necessary first step in a com-
mitted relationship, while others see friendship as what remains when an intimate relation-
ship doesn’t succeed. Can it be both? In one study of 270 college students, Parks and Floyd
(1996) found that their subjects consistently attributed three main qualities to close friend-
ships: self-disclosure, support, and shared interests and clear statements of the importance of
the relationship. Generally, both females and males found these to be the most important fea-
tures of closeness, as did individuals in various types and stages of relationships. About half
of these subjects believed that “closeness” and “intimacy” have comparable meanings. These
data indicate something important about close relationships: people like hearing from their
significant other that the relationship is important. This is one of those simple, important
things that we sometimes forget, but maybe we shouldn’t.

Other characteristics of friendships serve to encourage and reinforce intimacy. For exam-
ple, feeling one can confide in another and offer emotional support is associated with a close
friendship more than a casual one (Derlega, Wilson, & Chaikin, 1976). Further, two people
have to be available to each other in order to participate in self-disclosure, an important as-
pect of close friendships (Rawlins & Holl, 1987). The little hassles and disagreements among
two friends are, as well, offset by the more important emotional intimacy of the relationship.
People in intimate relationships also consistently report that sexuality is an essential aspect
of their relationship as a whole (Blumstein & Schwartz, 1983); women and men are equally
likely to report this.

“Our First Big Fight”
Conflicts are inevitable in close human relationships. People differ in their perceptions, ex-
pectations, and ways of approaching and solving disagreements. As difficult and troubling as
arguments are, sometimes better understandings emerge from disputes. Siegert and Stamp
(1994) analyzed the “first big fight” as a pivotal event in the early development of a relation-
ship. They administered questionnaires to almost 250 undergraduate students, asking who
had survived their first big fight, who had not yet had it, and who had ended a relationship
because of it. These writers point out that relationships can grow and mature as a result of
conflict or can end if both parties do not want to explore conflict resolution to improve their
rapport, communication, and friendship. On the one hand, not everyone has the insight and
motivation to learn from their mistakes and change their behavior; on the other, not all rela-
tionships should be preserved.

The first significant disagreement or argument can be a critical event or turning point
early in a relationship. Siegert and Stamp discovered four common precipitating factors that
commonly lead to the couple’s first big fight.

� One key factor relates to the point in time when one or both people begin to question
their partner’s level of commitment to their relationship. Discovering that one’s partner
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inform a couple that their

friendship is likely to develop
a sexual aspect.
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isn’t equally invested in the future of the relationship can be a very unsettling discovery.
When one person begins to pressure the other for this kind of commitment and their ex-
pectations are not met, a serious conflict arises almost immediately. This is especially true
if the couple had been sharing sex on the assumption that a deep bond was developing.

� A second factor commonly leading to the first big fight is jealousy. Any third party, espe-
cially a former girlfriend or boyfriend, may provoke powerful feelings of jealousy and pos-
sessiveness that lead to an argument. Even if these concerns are not justified, the presence
of the third person is often viewed as a real rather than potential threat. Because it is un-
usual for two people in an early relationship to discuss openly their jealousy, it often re-
mains in the background but still affects expectations and perceptions.

� A third factor that often provokes a first big fight is a violation of the general expectations
of the relationship. When certain routines and regular contacts develop early in a relation-
ship, the couple often assumes they will continue and that both people will work to make
it happen. But circumstances, living arrangements, and schedules change and present chal-
lenges. Will both partners continue to make time for each other? Will they continue to put
the other first? Not always—and this realization can cause an argument in which one per-
son accuses the other of letting go or not taking this relationship seriously.

� Finally, simple personality differences can contribute to incompatibilities and differences
that often cause a couple’s first big fight. This may involve their religious, ethnic, racial, or
socioeconomic backgrounds. For example, one person may have strong academic goals
and work hard for high grades, while the other may be undecided about their goals and
not too involved in their studies. Sooner or later this couple is going to have a major dis-
agreement about the balance between academic and social pursuits in their lives.

These authors also identified a number of predictable consequences of the first big fight.
This kind of an argument can provide the couple with new information that helps them clarify
their feelings about each other and their relationship. People can learn much about themselves
and others when they see what things they stand up for, what things they can compromise on,
and what things for which they have flexibility and adaptability. Sometimes the urgency with
which one’s partner seeks a firm commitment can be surprising and unsettling, but this kind of
information can come out of a big argument. Sometimes a conflict shows both that they are in-
deed dedicated to one another but have trouble expressing their mutual feelings.

A second interesting result of a couples’ first big fight is a new awareness of their in-
terdependence on one another. A couples’ early arguments may highlight the delicate ten-
sion between two people striving to grow as individuals while trying to establish an alliance
that may mature for many years. Independence and dependency often exist in a fragile bal-
ance, and a quarrel may highlight this tension and still reveal the seriousness of the part-
ners’ mutual affection. Another outcome of a couple’s first big fight (presuming the couple
stays together, and many do not) is that one partner may now know the other’s vulnerabil-
ities and areas of personal conflict, fear, or anxiety. Siegert and Stamp believe that fights fo-

cus a couple’s attention on themes that may be problematic
and will likely recur in the relationship. Knowing about
these can be beneficial to the growth of the couple or may
offer one person the weapon with which to hurt the other.
Either way, a significant argument can quickly point out
exposed and unprotected parts of the other person’s
personality.

Finally, what factors differentiate between couples who
remain together after their first big fight and those who stop
seeing each other? For those who stayed together, the first
big fight significantly reduced their uncertainty about the
strength and future of their relationship; for those who dis-
solved their partnership, the first big fight increased their un-
certainty about the feasibility of the relationship continuing.
Secondly, in couples who did remain together, the partners
reported an improved ability to work together on issues con-
cerning their relationship (Fig. 6-10). These couples recog-
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FIGURE 6-10 Audrey
Meadows and Jackie Gleason
in the popular television show
“The Honeymooners” that
aired in the late 1950s. As
Alice and Ralph Kramden,
these characters argue during
every episode and each show
ends with Gleason telling
Meadows, “Baby, you’re the
greatest.”



nized that there was always an opportunity for growth and improvement through the in-
evitable disagreements. Finally, Siegert and Stamp suggest that when two people stay together
after their first big fight, they often believe the conflict derived from their shared interactions,
while the couples who split up tended to see the conflict in terms of the fallabilities of two
individuals acting independently. Although this study does not address all aspects of argu-
ments in relationships, it reveals much about what it takes to work on a relationship and
when it might be well to say good-bye.

The “Double Standard”
People in rewarding relationships who enjoy shared feelings and an equitable division of la-
bor often comment they “feel equal to each other.” Neither a leader nor a follower, a boss or
an underling—just two partners exploring life and its challenges together as a team. As
straightforward as this may seem, things have not always been this way. In the past many men
had the subtle but unmistakable assumption that they were somehow entitled to things that
their female partners were not, as if society had one set of standards for men and another for
women. This came to be known as the double standard and has been the subject of much
discussion and legislation. 

The double standard has been institutionalized in some Western legal traditions. For ex-
ample, in the English Divorce and Matrimonial Causes Act of 1857, there was a double stan-
dard in the provisions under which women and men were granted a divorce because of adul-
tery. If a woman committed adultery, that act alone entitled her husband to divorce her.
However, a woman could divorce her husband only if his adultery was combined with an-
other marital misdeed. This inequality was later corrected in the Matrimonial Causes Act of
1923 (Holmes, 1995). This is but one example of how the double standard affected women’s
and men’s rights differently (Table 6-3).

The sexual double standard remains an obstacle to
equal rights and privileges within different kinds of rela-
tionships and even affects how young people formulate
their ideas about what romantic love means for women and
men. For example, Cimbalo and Novell (1993) found that
for female undergraduates in their sample, traditional
romantic behaviors, sharing daily activities, marriage and
family issues, and religion were all a part of their attitudes
about romantic love. In contrast, the males were more
likely to emphasize shared sexual behavior, sexual experi-
mentation, and the use of consciousness-altering agents 
as aspects of their romantic attitudes regarding women. 
In general, women are more likely to associate romance
with security while men more readily associate romance
with sex. While this study describes differences in atti-
tudes, it remains to be seen if behavioral differences are sim-
ilarly obvious. It would be interesting to see if this study
could be replicated with a large sample of diverse young
people.

Despite the legal gains women have made in educational
and occupational arenas, there are still big differences be-
tween women and men in premarital sexual behavior. For
example, Klassen, Williams, and Levitt (1989) noted that
males are more likely than females to engage in premarital
sexual behavior, to have more partners than their female
counterparts, and to engage in sexual intercourse more fre-
quently. Apparently our culture still has somewhat different
expectations for females and males with respect to their
“sowing their wild oats.” We raise these issues because the
double standard is often still a background issue contributing
to assumptions and perceptions and perhaps still influencing
relationships.
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Double standard The as-
sumption that males are some-
how entitled to things that their
female partners are not, as if
there were one set of standards
and expectations for men and
another for women.

TABLE 6-3

The Sexual Double Standard—Different
Expectations of Women and Men in American
Society

WOMEN: Romantic expectations of men empha-
size security

Equitable sharing of domestic work
Focus on marriage and family values
Religious values are important in 
relationships

Passive deference to male authority
High degree of sexual selectivity
Infrequent desire for sexual inter-
course

Hesitant in sexual experimentation
MEN: Romantic expectations of women 

emphasize sex
Lack of involvement in domestic work
Focus on work and occupational 
values

Religious values peripheral to 
relationships

Active defiance of female authority
Low degree of sexual selectivity
Frequent desire for sexual intercourse
High interest in sexual experimentation

Based in part on Cimbalo & Novell, 1993.



Growing Relationships Change
Commonly, people think that if they could just find that “special someone,” they could sim-
ply build a good life together. Wouldn’t it be nice if things were so simple? In fact, just as in-
dividuals grow over time and change, relationships do too; they grow, become stable or
change, and sometimes end. Does love change over the course of a relationship, and do peo-
ple have to work hard to maintain their attraction to and affection for one another? Re-
searchers have learned some things about these issues but are still a long way from widely ap-
plicable generalizations.

Sprecher and Felmlee (1993) studied the role of conflict and expressions of love in re-
lationships that were developing, stable, or dissolving in a large sample of college students
(Table 6-4). They found that when relationships were failing, the partners involved
demonstrated fewer expressions of love and affection and seemed less actively committed
to maintaining the bond. There were more expressions of conflict and more ambivalence
about being in the relationship. Something quite different occurred in relationships that
were growing and developing. These subjects reported frequent expressions of love and
affection and worked hard to sustain the new relationship; they understood the impor-
tance of making the other person feel valued and liked the same treatment in return. In-
terestingly, reports of conflict did not decrease in these growing relationships, but conflict
seemed to encourage the couple to work hard at maintaining their relationship. Conflict
was important in the learning process of the couple getting to know each other intimately.
Just as people change over time, the relationships in which they are involved do too (Fig.
6-11).

Sprecher and Felmlee suggest it is a good idea for people in a developing relationship to
understand the importance of behaviors that help maintain their association with each other.
Self-disclosure, support, and shared interests are all maintenance behaviors that serve an es-
sential function in building closeness, affection, and trust (Fig. 6-12). When two people are
willing to occasionally discuss the quality of their relationship and examine problems to-
gether, the relationship will likely become even more rewarding and enjoyable and both part-
ners will feel more commitment to one another. These writers emphasize that when two peo-
ple are growing more serious about their relationship, they should expect to experience more
conflicts as they more seriously explore one another’s values. This is actually a good sign that
they are growing more deeply into one another’s lives and that their mutual growth requires
frank exchanges of views.
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TABLE 6-4

How to Keep a Good Relationship Growing

Express love and affection frequently and sincerely. Try not to feel constrained by tra-
ditional female and male roles and expectations.

Show an active commitment to mutual respect and open communication. Try not to
discourage the expression of strong feelings.

Try to validate one’s partner’s uniqueness and importance. Enjoy the little idiosyn-
crasies that make a person special.

See conflict as an opportunity to clarify values and expectations, as well as mutual
growth. Disagreements can lead to important understandings.

Mutual self-disclosure builds trust and a climate of psychological safety. It is impor-
tant to feel comfortable about being vulnerable with those we love and trust.

Politeness and civility should never be taken for granted. We all like to be treated with
respect no matter how well or how long we have known another person.

Try to maintain important friendships outside the relationship.

After Sprecher and Felmlee, 1993.



Love and Affectional Relationships Throughout Life

When Robert J. Sternberg suggested that passion, intimacy, and commitment were the three
basic components of loving, he no doubt knew that all rela-
tionships change over time and that each type of loving may
play a different role in a couple’s relationship as they grow
together. The experience and expression of love are some-
what different for adolescents, young adults, mature adults,
and the aging and elderly. It’s simply not true that we all “lose
the passion” as we get older. Because many marriages end in
divorce, perhaps many people are unaware of normal
changes in love and affection that occur over time and do not
know how to handle them when they occur. That passionate
interactions often become less frequent and intense with ag-
ing is no reason to believe the relationship is in trouble.

Special Issues Affecting Men Between the Ages
of 20 and 40
Erik Erikson (1963) was an influential theorist about major
developmental challenges throughout the life span. Accord-
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FIGURE 6-11 Relationships
mature and change over time.
The pleasures and priorities of
newlyweds become new inter-
ests and enjoyments in middle
and later adulthood.

FIGURE 6-12 Exploring many
shared interests together is an
important way to build a rela-
tionship. 
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Other Countries, Cultures, and Customs
Romantic Love Among College-Age Mexican Americans and Marital Love 
in Later Adulthood

M exican Americans comprise a large percentage of the
U.S. population, and researchers have wondered

whether their beliefs and traditions regarding romantic love
are similar to those of other Americans. One study explored
this issue among college students in Northern California
(Castaneda, 1993). A total of 83 students filled out surveys
on their thoughts about love; 90% of these students were
born in California, 5% were from other parts of the United
States, and 5% were born in Mexico. They were asked, “What
qualities and characteristics are important in a love relation-
ship to you personally?” The subjects ranged in age between
18 and 46, with a median age of 21. Five different elements
of romantic love emerged in the students’ responses. This
study had a small sample size and, therefore, these data may
not be generalizable to other Mexican Americans. Still, the
results are interesting.

The aspect of love most frequently noted in this sample
was trust. Trust was seen as essential to any loving relation-
ship, and honesty was its central component. These students
frequently equated trust with security in what Hazan and
Shaver (1987) referred to as secure attachment. The second
most frequently mentioned aspect of a romantic relationship
was communication and sharing, revealing characteristics of
oneself and learning similarly about the other person. We
have previously described this as self-disclosure. These re-
spondents noted that communication and sharing in a ro-
mantic relationship will not lead to judgments or rejection.

The third most frequent category of responses was mutual
respect. This involves attributing high esteem to the other
person and providing “special treatment.” These subjects
emphasized that when mutual respect is an aspect of a ro-
mantic relationship, partners can disagree without worrying
about rejection; their differences are tolerated and lead to
fruitful conflict resolution. The women in this study empha-
sized this importance more than the men. The fourth most
frequent category of responses involved shared values and at-
titudes. The last category, honesty, was seen as evolving out of
trust, communication, and sharing. Participants in this study
remarked on the damaging effects on a relationship when
honesty is lacking.

This study did not reveal any significant differences be-
tween Mexican Americans and other ethnic and cultural

groups studied in relation to attitudes about romantic love.
Nonetheless, it is always informative to learn about the sim-
ilarities and differences in the many subcultural groups that
live in the United States, especially since it is increasingly
common for women and men from diverse races, religions,
and ethnic and cultural groups to form relationships.

While these data reveal something about the romantic
thinking of Mexican American college students, they do not
necessarily indicate anything about people who eventually
marry or how opinions about love and marital satisfaction
may involve cultural differences. Contreras, Hendrick, and
Hendrick (1996) studied this issue with survey responses
from 54 Mexican American and 32 Anglo-American couples.
They found a number of interesting differences between
these groups with respect to marital love and satisfaction.
Anglo-American respondents were more supportive of both
responsible and idealistic approaches to sexuality than their
Mexican American counterparts, perhaps because sexual
matters are more obvious and pervasive in Anglo-American
culture than in Mexican American culture. In terms of Lee’s
styles of loving, Mexican Americans described themselves as
more game-playing and practical than Anglo-American re-
spondents. Even though differences exist between subcul-
tural groups, they may have little impact on the day-to-day
functioning of the marriage or the contentment of both part-
ners in the relationship.

Despite important cross-cultural differences in parenting
styles, it cannot be argued that raising children is a com-
mon stressor within a marriage that can affect the relation-
ship between a husband and wife.



ing to his theory, in young adulthood everyone, both female and male, grapples with the ten-
sion between intimacy and isolation. By “intimacy” Erikson meant the capacity to willingly
enter close, mutual relationships in which one comfortably and non-defensively shares vul-
nerabilities with another person while still maintaining autonomy and a sense of individual-
ity. Isolation is the failure to establish this psychological intimacy with a partner; the person
is self-absorbed and feels they cannot enter any relationship in which they might be rejected.
Traditionally, and to a significant extent today, women and men have somewhat different ex-
periences in this stage. Many women work to establish a marriage, home, and family and are
actively involved in the roles of wife and mother, while many husbands are investing most of
their energy in their work.

Developing intimacy in young adulthood is a major developmental challenge, particularly
for men (Colarusso, 1995). Many men in their late teens and twenties are more interested in
sexual activity than a deep intimate rapport with their partners; this is less true of women at
this age or men later on in adulthood. Sexuality has a special urgency for most men at this
time, and Dr. Colarusso believes that many men are not ready for truly intimate relationships
until they reach their mid-twenties. This theorist believes that men transition into a more in-
timate rapport with women slowly, and that young men do not understand it is happening
until they experience subtle feelings of loneliness during and after sex. After this change,
most men have increased respect for their partners and come to associate sexual attraction
with genuine love for the same person. These men come to see their partners as equals and
become more comfortable with their growing interdependency. Because many women have
been socially “scripted” to see sexual activity as a prelude to marriage and motherhood, they
are often more cautious in sexual relationships that might be recreational, possibly account-
ing for the gradual increase in sexual intimacy occurring in females in this age group.

An important cross-sectional study based on over 1800 German students between the
ages of 19 and 32 sheds some light on the duration of a non-marital relationship and the fre-
quency with which couples reported having sex (Klusmann, 2002). One main finding of this
investigation revealed that the amount of sexual activity and sexual satisfaction reported by
these subjects declined as the duration of the relationship increased. Further, sexual desire
declined only among the women in this sample, and the desire to share non-intercourse phys-
ical tenderness declined in men but increased in women. Caution should be exercised in in-
terpreting these data because this study was not designed to illustrate these types of changes
over long periods of time.

Many young men face another developmental challenge while these changes are taking
place: fatherhood. Many young men in adolescence and young adulthood try to avoid the
conception of a child. When they make a purposeful decision to become a parent, most
young men say their feelings about sexuality change: “I’ve always enjoyed sex, but now that
my wife and I are trying to have a baby it’s totally different. I hope we can do it. It will be
pretty awful if we can’t” (Colarusso, 1995, p. 88). The implications of sexuality extend be-
yond him and his wife, and the connection between sexual intimacy and becoming a father
is an explicit part of his life. Women too often gradually come to view the procreational role
of sex as superseding its recreational role. These changes require time and growth and often
are not easy.

Reappraisal During Early Marriage
The “7-year itch” is an expression traditionally referring to a period of marital uneasiness in
one or both partners at about 7 years of marriage (Berman, Miller, Vines, & Lief, 1977). This
is another of those familiar concepts about which there is relatively little serious research and
systematic data. Common manifestations of this state include extramarital affairs (by both
women and men), musing about marital separation, experimentation with one’s lifestyle, and
pervasive feelings of unhappiness with one’s marriage (Berman et al., 1977). Some re-
searchers (e.g., Levinson, 1986) describe an “age-30 transition,” in which adults who have
been married awhile reassess the “rightness” of their choice of a spouse and career. Because
marriage and job comprise such large dimensions of many people’s lives, this reappraisal can
be very preoccupying. It is normal to wonder if we might “do better” in another relationship
or job. In a sense, this is a process of exploring new alternatives when beginning to approach
middle adulthood. Levinson (1980) describes various outcomes from the age-30 transition.

Chapter 6 • Love, Affection, and Sexual Intimacy 187



A person may see that their marital and occupational choices are
good and continue in their current lifestyle; a person may change di-
rection in their job or marriage; or a person may make new marriage
and job choices.

Berman et al. (1977) conducted a questionnaire study at the
Marriage Council of Philadelphia and found that couples in which
one or both partners were between the ages of 27 and 32 and had
been married for an average of 7 years sought marriage counseling
almost twice as often as other age groups (Fig. 6-13). They pointed
out that these couples were experiencing not boredom but commu-
nication and sexual problems that had persisted for quite some time.
The partner experiencing the most inner turmoil usually initiated
the decision to seek counseling. Often some specific precipitating
event, like the death of someone close or a new friendship, stimu-
lated a reassessment of the relationship and the desire to either re-
pair it or move on. Events outside the marriage often led to examin-
ing the relationship, apparently because it could not support the
person’s attempts to cope with the new circumstances.

The Quality of Long-Term Relationships
Through the Life Span
So far we have focused on the challenges facing young adults in the
early years of marriage. Many marriages last decades, however, and
researchers have examined how marital satisfaction or dissatisfac-
tion grows or declines over the long haul. Does marriage keep get-
ting better? Do people routinely become bored with one another? Is
it common for women and men to lose their sense of passion or in-
fatuation over time?

Psychologists and sociologists have discovered a “curvilinear” re-
lationship between the amount of time a couple is married and their
reported marital satisfaction. Generally, marital quality is at a high

level in the years immediately following the wedding, but slowly and gradually declines over
the next 15 to 20 years, then begins to rise again. Why these changes occur is becoming
clearer with research. Partners in a long-term relationship are less likely to experience seri-
ous financial problems as they grow older together, men and women have often attained se-
curity in their jobs, and when children have left the home, women often enjoy more in-
volvement in their careers, continued education, community and church involvement, and
so on. Also, the often crushing responsibilities of raising children have diminished. Thus it
is easy to see why in some cases the relationship improves (Berry & Williams, 1987; Pina &
Bengston, 1993; Ward, 1993).

John Gottman, one of the best known researchers in “marital satisfaction,” has described
the factors that consistently detract from the quality of a marriage (Gottman, 1994). Analyz-
ing videotaped interviews with married couples over 20 years, he found that while many peo-
ple believe that anger is the most common cause of unsatisfying marriages, in fact it is not.
Criticism, contempt, defensiveness, and stonewalling (refusing to discuss or negotiate prob-
lems) are far more harmful. Additionally, a lack of sharing power equally in the relationship
has a highly negative impact. Generally, when a couple cannot accept each other’s differences,
problems gain an enduring quality that makes them more difficult to solve.

While the afterglow of the honeymoon stays fresh for many couples for a long time, com-
monly the pressures of creating a home, starting a family, and beginning a career affect the
quality of a marital relationship. Things do not inevitably get worse, but they do inevitably
change. The tensions and stresses of parenting and the economic pressures confronting
younger couples are challenges that also affect those who marry later.

Intermarriage and Marital Contentment
The term intermarriage describes a marriage between two people of different cultural, reli-
gious, racial, or ethnic groups (Durodoye, 1994). This phenomenon is growing rapidly in
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FIGURE 6-13 It is often said
that “a good marriage takes a
lot of work.” Sometimes this
“work” involves a couple par-
ticipating in a marriage en-
richment workshop of some
kind.

Intermarriage Marriage be-
tween two people of different
cultural, racial, religious, or eth-
nic groups.



prevalence and popularity in the United States, which does not have a longstanding tradition
of comfortably tolerating intermarriage. For example, in the past, 40 of the 50 states at one
time or another had laws prohibiting African-Americans and other groups from marrying in-
dividuals with European ancestry. Specifically, West Indians, Japanese, Chinese, Cherokees,
Mongolians, Malayans, and Ethiopians were banned from marrying Whites (Cretser & Leon,
1982). Now, over a million intermarriages occur in the U.S. each year, due in part perhaps to
the dramatic increase in global business and education. Most research about intermarriage
has been based primarily on relationships between Blacks and Whites and between Gentiles
and Jews, but this situation is changing as intermarriage has become increasingly more
common.

Are people who intermarry as happy as others, or do differences in racial, cultural, and
religious customs create inevitable tensions that diminish the satisfaction of the relationship?
Sociologists have found increased conflict among intermarried couples (Cottrell, 1990), al-
though one would expect that people with any substantial differences would have a little
more trouble getting along with one another (Fig. 6-14). McGoldrick and Preto (1984) sug-
gest several factors that influence the marital satisfaction of intermarried couples:

1. The extent of difference in values between the cultural groups involved.
2. Differences in the degree of acculturation of each spouse; couples are likely to have

more difficulty if one spouse is an immigrant and the other a fourth-generation Amer-
ican.
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Other Countries, Cultures, and Customs
Interdependence Over the Life Course in Japanese and American Marriages.

A mericans often think marriage is similar in other cul-
tures, which is not necessarily true. Ingersall-Dayton,

Campbell, Kurokawa, and Saito (1996) described a number
of intriguing similarities and differences between American
and Japanese couples over the course of marriage, from ex-
tended narrative interviews with 11 Japanese and 13 Ameri-
can couples. The Japanese couples were married for an aver-
age of 43 years, the Americans an average of 47 years. The
couples had an average of two children.

There are some cultural differences between the United
States and Japan in terms of how interdependence changes
over the course of marriage. In Japan, a marriage is more an
agreement between two families than between two individu-
als. Most of these Japanese couples lived their early years to-
gether in an extended family; all felt powerful pressures to
conform to the customs of their elders rather than develop
their marital relationship by themselves. Another important
difference is the apparent lack of role equality in Japanese
marriages. Males are more dominant and make virtually all
significant decisions that affect the partners’ lives together.
While there are still gender inequalities in the U.S., they are
far less apparent than in Japan.

Ingersoll-Dayton et al. explored three primary dimen-
sions of these marriages: separateness and togetherness, ne-
gotiating roles in marriage, and negotiating intimacy in mar-
riage. With respect to separateness and togetherness, the
marriages in these two countries began very differently; the
Americans chose their spouses, and most of the Japanese
couples had their marriages arranged, and for this reason,
most of the Japanese women emphasized the difficulties in

their early years of marriage. American wives devoted their
early married years to their homes and families and later re-
turned to work. Interestingly, throughout these interviews
the Americans always used the word “we” to refer to their
marriages, but this was virtually never the case among the
Japanese.

Another difference between the American and Japanese
couples concerned how they negotiated their roles in their
marriages. The American couples were more interested in an
egalitarian bond in which the woman and man shared
equally in establishing and maintaining their relationship. In
contrast, the Japanese marriages were based on complemen-
tarity, with each partner doing those things they were best at,
without any effort for equality. Among the Japanese, roles
were renegotiated over the course of the marriage.

There was an interesting difference between the Japanese
and American couples in terms of their intimacy over the
course of marriage. While the Japanese reported they enjoyed
more time and emotional intimacy together the longer they
were married, the Americans reported they sought more time
to pursue their own interests in their later years.

Despite the methodological drawbacks to this study (i.e.,
only happily, once-married couples were studied), it de-
scribed some interesting differences about couples in these
two cultures. As U.S. society becomes more heterogeneous,
such differences in racial, religious, and cultural perspectives
on marriage will become more apparent. Clearly the nature
of a happy marriage depends in part on a culture’s customs
and values.



3. Religious differences in addition to cultural differences.
4. Racial differences; interracial couples are most vulnerable to being alienated from both

racial groups and may be forced into couple isolation.
5. The sex of the spouse; sex roles intensify certain cultural characteristics.
6. Socioeconomic differences; as Americans move upward in socioeconomic status, their

cultural patterns tend toward the mainstream. Partners from different socioeconomic
backgrounds or from cultures placing a differential value on socioeconomic status may
have added difficulties.

7. Familiarity with each other’s cultural context before marriage.
8. The degree of resolution of emotional issues about the intermarriage reached by both

families before the wedding.

Other factors may affect the compatibility of intermarried couples, including different
cultural values about taking care of and disciplining children, sexual expression in the rela-
tionship, and differences in food and beverage preferences (Romano, 1988).

A recent study of Black/White interracial couples (Foeman & Nance, 2002) found that
such relationships develop in four relatively discrete stages: (1) enhanced awareness of dif-
ferent racial customs and norms, (2) coping with often critical public opinion, (3) the devel-
opment of the couple’s own, unique identity, and (4) working at maintaining the relationship.
These writers believe that each of these stages is accompanied by different communication
challenges.
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FIGURE 6-14 There are often special stresses in a
marriage with people of different races, religions,
and ethnicities—but the basic importance of hard
work, trust, and good communication is no dif-
ferent.



Is Finding the “Right” Person a Matter of Guesswork?

What factors predict a rewarding long-term relationship? Current thinking focuses on some-
thing obvious but essential called “mindless moments” (Marano, 1997). Dr. John Gottman
believes it’s the little things that really count. A good emotional rapport in any partnership
seems to be built on hundreds of small kindnesses and considerations in the daily interaction
between partners. These little courtesies build a solid foundation for weathering the in-
evitable common hassles of everyday life. Gottman believes that long-term relationships end
not because some big, terrible thing happens but because the partners have not sustained
their relationship by demonstrating their care and respect daily. Knowing this can perhaps
help couples develop little ways of nurturing one another regularly. When problems do
emerge, a couple with such a solid base in their marriage can better communicate nondefen-
sively if one partner expresses a problem or dissatisfaction. Drs. Scott Stanley and Howard
Markman have developed a 12-hour course that teaches couples to air their complaints with-
out making accusations or becoming negative. A good marriage involves skills that can be
taught and practiced. Other marriage communication courses also contribute to low divorce
rates and greater relationship satisfaction. In one of the most remarkable innovations in pre-
marital counseling, “community marriage policies” have evolved in many large American ur-
ban centers. Churches and synagogues of all denominations agree to perform weddings for
only those couples who have had training in communication and conflict resolution
(Marano, 1997). Since 74% of marriages in the United States are performed by clergy, this
pact can affect a great many couples. As of 1997, 64 American cities had some type of mar-
riage policy. Other marriage policies involve judges and magistrates as well.

Premarital Counseling Programs
Sullivan and Bradbury (1997) have shown that couples who participated in premarital coun-
seling programs have better marital outcomes than those who do not. Why? Exploring this is-
sue requires careful consideration of variables that put a couple at an above-average risk of mar-
ital strife (Karney & Bradbury, 1995). Important predictors of problems are (1) youth (below
age 21), (2) income below average for age and educational attainment, (3) lower educational
level (no postsecondary education), (4) parental divorce, (5) lower reported levels of marital
satisfaction, (6) higher degrees of anxiety, (7) higher levels of stress, (8) physical aggression,
and (9) persistent impulsive behavior. Couples in which a number of these are present are es-
pecially vulnerable to marriage problems, and when they do not have access to or receive pre-
marital counseling, they are certainly at an increased risk for problems in their marriages.

Premarital Counseling and Marital Satisfaction
Larsen and Olson (1989) developed a lengthy questionnaire called PREPARE, which has been
shown to predict which couples are likely to have marital problems and which are not. This
simple paper-and-pencil test predicts with 80% accuracy those couples who eventually get di-
vorced versus those who remain married. Various score categories on this questionnaire pre-
dict relatively well which couples will be happily married or unhappily married, those who
will cancel or delay their marriage, and those who will become separated and/or divorced.
Several aspects of the marital relationship are explored, including such issues as realistic ex-
pectations, personality issues, communication, conflict resolution, financial management,
leisure activity, sexuality, children and parenting, family and friends, equalitarian roles, and
religion. While these factors are not equally powerful in predicting marital compatibility,
most offer a good indication of marital satisfaction or dissatisfaction. When engaged couples
had similar views in these areas, they were more likely to be happy in their marriages 3 years
later. This research demonstrates that the roots of serious marriage problems can be recog-
nized long before they may become a serious obstacle to the growth of the relationship.

Interviews with people who have had premarital counseling provide additional informa-
tion. Stucky, Eggeman, Eggeman, Moxley, and Schumm (1986) interviewed ten couples par-
ticipating in a marriage enrichment program for newlyweds and 68 female graduates from a
high school family life course, asking about their involvement in premarital counseling. They
wanted to learn whether the respondents thought premarital counseling was an effective, re-
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Imagine that you and your
fiancée have just completed

premarital counseling and hae
been told you have serious

and basic incompatibilities of
which you were previously
unaware. What do you do?

FOR DISCUSSION . . . 



alistic introduction to marriage. Despite the small sample size, important findings emerged.
Two factors were found especially important in their assessment of premarital counseling: the
number of hours they spent in counseling and whether participation was voluntary. Longer
premarital counseling experiences were evaluated more positively and as offering a more ac-
curate picture of day-to-day married life. Subjects who participated in premarital counseling
as an independent, personal choice said they got a lot more out of it than others. The mar-
riage policies described earlier that are implemented by local clergy may thus have an inher-
ent flaw in that they remove much of the voluntary nature of premarital counseling. Inter-
estingly, the Stucky et al. study found that the length of a couples’ engagement was not a
predictor of the effectiveness of premarital counseling.

Other types of premarital counseling take diverse approaches to exploring couple com-
patibility. Trainer (1979) developed a five-visit strategy for counseling and health-related is-
sues. When time is limited and several important issues need to be covered, a method like
this might be most effective. The first visit concerns the reciprocal, mutual, and contractual
nature of marriage, along with important aspects of home life, including personality differ-
ences, money management, pregnancy, home management, and leisure time activities. This
approach begins with the pragmatic aspects of living with someone else and sharing your
lives, plans, and living space. Visits two and three focus on the partners’ medical histories and
a comprehensive physical examination for both. Various lifestyle issues are explored, partic-
ularly those affecting health, and plans are discussed for changing behaviors that impair
health and longevity. Issues such as testicular self-exams, breast self-exams, and Pap smears
are raised. The fourth visit summarizes the first three visits in a wide-ranging discussion, fol-
lowed by a discussion of relationship building. Verbalizing feelings, communication skills,
and realistic expectations of marriage are explored. Later, 8 to 12 weeks after the wedding, a
fifth session examines and solves any problems that may have emerged so far. Although this
approach may seem rigid and regimented, when there is little time or enthusiasm for pre-
marital counseling, this concentrated technique serves the needs of many couples.

Principles of Effective Communication

The term relationship awareness refers to the ability and inclination to talk about the attri-
butes of a relationship. Women generally have a better relationship awareness than men and
find it somewhat easier to talk about the quality of a relationship. In addition to talking about
their feelings, couples need to talk about their opinions, thoughts, and world views as well.
Both emotional and intellectual communication are important.

According to Gergen (1986), a second important characteristic of communication in close
relationships is the equitable division of labor. Not everything always has to be equal, but fair-
ness is needed in view of the time, skills, and abilities both partners bring to their relation-
ship. When there is little communication about this issue, one or both partners may feel ex-
ploited, making further discussion more difficult.

Gergen suggests a third attribute of close relationships can be enhanced by good com-
munication: trust and the importance of “we.” Couples who believe that their partners behave
with loyalty and fidelity report higher levels of love, happiness, and marital satisfaction, but
they have to discuss their expectations clearly and sometimes frequently. Good communica-
tion is, therefore, needed. The importance of being a part of a couple depends on the recog-
nition that they are a “we” as well as two “I”s.

A prerequisite for good communication, according to Gergen, involves negotiating the
rules of the relationship. People more or less “invent” their understanding of their relation-
ships, but over time a couple comes to understand their expectations of each other; accept-
able and unacceptable behaviors need to be clear and comfortable for both partners. The trust
they develop assures them that they will each abide by their agreements. For example, many
couples never openly discuss extramarital sex. One who has firm feelings about this should
be sure to discuss them with their partner and come to a mutual understanding of the impli-
cations of such behavior for the relationship.

A last necessity for good communication in a relationship is equality in decision-making
power. Shared decision making is an important predictor of marital satisfaction. However, be-
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cause many men have been socialized to think they must be in
charge, they are often reluctant to share responsibility equally
and their spouses often feel slighted. On the other hand, some
women are brought up thinking that it is appropriate (if not
necessary) to surrender authority to their male partners and
passively accept the decisions he makes (Table 6-5).

In addition to these principles of good communication
are a number of specific suggestions. Johnson (1987) sum-
marized the distinctive features of effective communication:

� Speak for yourself. Take ownership for your remarks.
They are not your parents’ or friends’ utterances, they are
not representative of any doctrine—they are yours. An-
other potential problem is speaking for no one, in which
you use such words as “it,” “some people,” “everyone,”
“they,” or “one” instead of the pronoun “I.” Don’t refer to
that big, anonymous crowd with statements that can be
neither validated nor falsified.

� Describe things objectively; don’t judge subjectively. Per-
sonal judgments can distort the accuracy of your state-
ments. Focus on the other’s behaviors rather than making
inferences about their intentions (which cannot always be
verified). While focusing on the behavior of others, be
brief, don’t repeat yourself, and avoid sarcasm.

� Focus on the relationship. Your statements about how you
perceive the relationship are extremely important for your partner. Comment not about the
other person but about your rapport with them. Saying, “I really enjoy how you let me re-
lax with my own thoughts when I get home from work,” is a statement about your part-
ner’s role in the relationship. Relationship statements can help your mate feel like an inte-
gral, contributing member of a strong bond.

� Pay attention to different perspectives. All too often, we see our world and others only
through our own eyes and lose the capacity to see things from another’s perspective. Fa-
tigue, stress, frustration, or anxiety may color how we see things, and it is important to un-
derstand that different perceptions lead to different interpretations of things around us.

Nonverbal Communication
People can communicate thoughts and feelings in many ways without words. Nonverbal
communication has been an exciting and active area of research for years. Although some ob-
vious cues and signals are clearly conveyed during interactions, there are few clear, unam-
biguous gestures, expressions, or postures that reveal the thoughts of someone who doesn’t
want to communicate. One cannot read someone’s mind by observing that person’s nonver-
bal communication. People have similar facial expressions when experiencing certain emo-
tions, but these do not precisely show what they might be thinking. For example, when
someone won’t look you in the eye, they may not be telling you everything on their mind.
Body language and gestures are often highly personal mannerisms, however, and one should
not infer too much from another person’s posture or gestures. Learning to communicate well
verbally leaves little to chance and causes the fewest ambiguities in interactions (Fig. 6-15).

How to Bargain Successfully
Differences in opinion or perspective often create situations in which two people have to re-
solve their differences through discussion or bargaining. Without successful skills in negoti-
ation, two people may have poor communication, and their interpersonal disagreements
could prove destructive to the relationship (Johnson, 1987). A few simple rules are useful for
resolving these differences to the couple’s mutual satisfaction:

� Both people have to accept each other as equals at the outset. To successfully bargain and
resolve a conflict, partners must see one another as equals. In many marriages an odd and
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TABLE 6-5

Some Principles of Effective Communication

1. Each person in a relationship is responsible for
his/her own growth as a person. Mature adults
do not entrust their personal development to
others.

2. It is essential to maintain one’s independence
while involved in a relationship with another.

3. Comfortably tolerating differences and imperfec-
tions reveals respect for one’s partner.

4. Take some time every day to talk about a broad
range of issues. Be supportive and clearly ex-
plain anything distressing. Be concise and do not
repeat complaints.

5. Listen to your partner’s complaints without in-
terrupting.

6. Try to avoid being sarcastic. Avoid changing the
subject when difficult issues emerge. Try not to
be judgmental.

7. When a difficult problem has been solved, be
sure to express appreciation.



unproductive assumption hurts the couple’s ability to successfully negotiate their differ-
ences: the person who earns the most is the boss. This creates a situation in which one per-
son feels less important or influential than the other.

� Both have an equal opportunity to state their views and concerns without interruption.
If something is troubling you and you want to get it off your chest, it is extremely frus-
trating if your partner tells you, “I don’t want to hear what you have to say; I want you to
listen to what I have to say.” Denying another the chance to express their concerns is es-
sentially denying their personhood and importance. It takes self-control and restraint to re-

main silent while your partner tells you something you might
not want to hear, but unless you take turns with a frank ex-
change of views, nothing will be solved and both parties will
feel angry and unfulfilled (Fig. 6-16).
� Both parties get something and both give up something.

Disagreements in relationships require compromise, a
basic value in human relations of all types. When you ne-
gotiate a ticklish situation with another person, be pre-
pared to accept less than you might want, and under-
stand that you may not be able to choose what you have
to surrender. Although both partners may not be entirely
pleased with a compromise, they do not feel exploited,
used, or defeated. In a negotiation situation be clear in
your mind at the outset about issues on which you will
not compromise and go from there; but try to be reason-
able and fair.

� Everyone still has their dignity when it’s over. At the con-
clusion of a successful negotiation no one has been of-
fended, insulted, or deceived. Both parties feel that they
have treated the other fairly and honestly and feel good
about the other’s behavior, as well as their own. If there is
a residue of rancor, further honest communication is ex-
tremely difficult. Much in any relationship has to be nego-
tiated. As important as this negotiation is, people seldom
learn how to do it well. We think the guidelines above are
useful for relationships and even one’s job.

Sexual Trust and Spontaneity
When two people have had a relationship over a significant
amount of time, they often report that their physical intimacy
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FIGURE 6-15 A person’s pos-
ture, gestures, and facial ex-
pressions are important com-
munication cues. Here actors
Harrison Ford (left) and
Kevin Spacey (right) depict
strong, assertive, self-
confident characters apart
from their spoken words.

FIGURE 6-16 In genuine ne-
gotiation, all parties state
their views without interrup-
tion, accept one another as
equals, gain something and
give up something, and keep
their dignity and integrity
throughout the whole process.



has lost some of its early passionate excitement but that their sexual communication contin-
ues to enliven and maintain their rapport. Often sexual sharing is a source of the bond of
their relationship. It is often said that a couple’s sex life is a microcosm of their broader life
together. In other words, the conflicts, stresses, joys, and rewards that characterize their
shared activities are also obvious in their sexual interactions. If a couple negotiates well,
trusts one another, resolves conflicts when they arise, and shares what’s in their hearts and
heads, then most likely their sexual sharing also reveals this trust, love, flexibility, and spon-
taneity. In contrast, when two people have a relationship in which they do not perceive one
another as equals, have trouble talking about important problems, can’t seem to share their
resources in working through obstacles, and behave in their roles in rigid and inflexible ways,
these same issues are likely reflected in their sexual expression. Rarely does a couple enjoy
terrific sex while the rest of their relationship is conflicted, frustrating, or punishing, at least
not for very long.

Many people take better care of their cars than their relationships. Just as a car needs
oil changes, tune-ups, and other regular upkeep to avoid a breakdown, so too do mean-
ingful interpersonal relationships and marriages require maintenance. It takes effort to
preserve a quality bond between two people, and this effort is needed regularly, not 
just when the relationship seems at risk of a breakdown. Any mechanic can tell you how
much heartache you can save by doing a little preventive maintenance on your car.
Marriages don’t come with warranties or owner’s manuals and maintenance schedules, 
and you can’t buy any insurance to be helped at the roadside when your marriage fails.
The very best kind of relationship maintenance is regular, honest, unselfconscious com-
munication with which a couple prevents little problems from turning into big ones. The
communication skills described in this chapter help to build a sense of solidarity between
two people and reduce the ambiguity that can lead to misunderstandings and subtle
worries.

Dealing With Anger
Anger is one of the most common, powerful, and perplexing of human emotions. The things
that make people angry are as diverse as people themselves. Anger can have a significant im-
pact on interpersonal communication. For a relationship to last and two people to take pride
and delight in their togetherness, sooner or later they have to deal with anger and how to
manage the experience and expression of anger.

People who are angry don’t always act angry. A frank expression of anger is sometimes
easier to deal with than more subtle or even devious expressions of hostility. A particularly
difficult expression of anger is called passive-aggressive behavior. The person’s remarks are
nonviolent and indirect: instead of expressing their anger, passive-aggressive individuals may
behave in a stubborn, obstructionistic, or deliberately ineffective way. The person may use
caustic, sarcastic, or catty expressions instead of more honest angry expressions. Dealing with
passive-aggressive people can be tremendously frustrating, and you must make an effort not
to do what they want you to do: lose control.

Frequent angry outbursts are often a sign of personal issues with which a person needs
to deal, perhaps with professional assistance. On the positive side, when people get angry
they often communicate that they will not let someone else take them for granted or be so
uncaring about their feelings and interests. They are sticking up for themselves. When two
people can express their anger, work through it, and solve problems together, their relation-
ship is strengthened.

Offering and Accepting Criticism
Friction and misunderstandings are inevitable in close interpersonal relationships, and how
one receives and offers criticism has much to do with whether anything good can emerge
from differing viewpoints. Offering and receiving criticism are communication skills that re-
quire experience and practice for improvement. Doing this well allows a couple to enrich
their problem-solving techniques and emerge the stronger for it. First you should ask your-
self why you are criticizing someone close to you. If your intention is to hurt the other, then
there’s a different problem that needs to be solved. But if the intent is to work through a prob-
lem, you can learn to do this well. David W. Johnson (1987) formulated guidelines for ac-
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Passive-aggressive be-
havior An expression of
anger in which a person be-
haves in a stubborn, obstruc-
tionistic, or deliberately ineffec-
tive way.



cepting and giving criticism. These techniques can help improve virtually any kind of com-
munication. We paraphrase his suggestions:

How to Accept Criticism
1. Listen carefully. Repeat the criticism in your own words so that you and your partner

are sure about the nature of the conflict.
2. Try to see yourself as others see you. This change in perspective may show you some-

thing about yourself you didn’t previously realize. You can learn something about your-
self if you can do this.

3. Don’t assume criticism is an assault on your behavior. Much criticism is intended to be
constructive, but if we overreact negatively, good discussion doesn’t result from it. Con-
structive criticism can be a way another person shows you how much you mean to that
person.

How to Give Criticism
1. Consider how the other person might accept your criticism. If you know a lot about

the other person, tailor your message to fit their background and perspective.
2. Only speak for yourself. Never tell another person what others say about their person-

ality or behavior; they can take care of themselves.
3. Only criticize actions or behaviors, never motivations or intentions. Never make infer-

ences or guesses about what the other person is thinking.
4. Be clear and specific about why you think the other’s actions are undesirable or inef-

fective. Describe your reactions to their behaviors and how they seem to be hurting
your relationship.

5. Try to assess how the other person is receiving your comments, both while you are
making them and later on. Following criticism with encouragement helps the other
person feel better about themselves.

6. Try to focus on and mention positive attributes of the other person when making crit-
icisms. This balance is only fair and shows your good intentions.

Differences in What Women and Men Look For
Sociobiologists speculate that women and men have been driven by different evolutionary
pressures with respect to procreating and caring for their progeny. Women have found it
advantageous to mate with men with resources to provide for and protect their offspring,
thus ensuring the perpetuation of the woman’s genes in subsequent generations. Men, of
course, do not face the physiological costs of pregnancy or risks of childbirth. To get their
genes into the next generation men would, therefore, seek someone young and fertile. Of
course, these issues rarely affect how a person actually thinks when exploring a relation-
ship with a member of the opposite sex. Yet this distinction may help explain the stereo-
types that men want to have sex with many different women and women need to be more
selective about their sexual partners because they carry the risks and costs of childbearing
and childrearing.

If indeed this is part of our evolutionary heritage, such differences might be expected in
personal advertisements. An analysis of over 1100 personal advertisements generally sup-
ports this evolutionary hypothesis (Wiederman, 1993). Men are far more likely to advertise
their financial resources, as well as their honesty, sincerity, and integrity while at the same
time seeking attractive (and presumably younger) women, a pleasing body shape, and a pho-
tograph. As noted earlier, women were more likely to offer men an appealing body, seek fi-
nancial security, and look for honesty and sincerity in their potential mates. The men in
Wiederman’s study were more likely to look for women younger than themselves while
women sought men older than themselves.

While body shape and attractiveness are commonly mentioned in personal advertise-
ments, one “ideal” physique cannot be gleaned from these ads. Epel, Spanakos, Kasl-Godley,
and Brownell (1996) analyzed 500 personal advertisements and found that women were less
likely than men to publicize their body weight, and that lesbians were less likely to describe
their bodies than heterosexual women. In contrast, gay and African American males were
more likely to describe their body characteristics than other groups in this study. When
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women did advertise their body configuration, they typically conformed to current norms
equating attractiveness with thinness.

What qualities do gay and lesbian individuals seek when they use print media to find
partners? Hatala and Prehodka (1996) evaluated 396 randomly selected gay and lesbian per-
sonal advertisements and found males were more interested than the females in sexuality and
physical attractiveness issues, while women seemed more
concerned than men with personality characteristics of
prospective partners. More systematic research is needed,
however.

Romance on the Internet
In addition to personal advertisements, people are now ex-
ploring relationships on the Internet (Fig. 6-17). Something
of a sexual revolution is taking place on the Internet, but not
always with happy outcomes. Some people disclose many
personal things about themselves to total strangers, maybe
because they believe they will never see the person. It can be
a big relief to get something off one’s chest without worrying
it may come back to haunt you in the future. However, much
has been written about the inflated expectations of Internet
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Research Highlight
What Are People Looking For?

R esearchers have analyzed personal advertisements to
learn about what women and men are looking for when

they use this medium in hopes of starting a relationship
(Cicerello & Sheehan, 1995). This study revealed something
about exchange theory, concerning how people negotiate a
“deal” in which one offers something in exchange for some-
thing from the other. In personal advertisements, men are far
more likely to seek attractiveness and specific physical char-
acteristics in a woman while offering financial security. In
contrast, women offer youth and physical attractiveness while
looking for specific physical attributes and financial security.
Women seek an older partner perhaps because age is typically
associated with higher income, as well as personality attri-
butes younger women might find reassuring and comforting
in an older, and presumably more mature, partner (e.g.,
knowledge, patience, skill, and wisdom) (Cicerello & Shee-
han, 1995). Both women and men seek partners interested in
health and shared professional and leisure interests. One sur-
prising finding was that men frequently advertised emotion-
ally expressive traits while women promoted their ambition
and intelligence, representing something of a reversal of tra-
ditional feminine and masculine roles. The subjects in this
study were self-identified heterosexuals; the women ranged in
age between 23 and their “late fifties,” and the men between
26 and 40. Whether these data can be generalized is an issue,
however. The sample was entirely American, and racial dif-
ferences were not assessed. Further, those who write personal
ads may not be representative of the general population in sig-
nificant ways. One also wonders whether the way people truly
view ideal attributes in a potential mate corresponds to the
personal advertisements they actually write.

In personal ads, women often seek men with financial re-
sources who are willing to impart them, while men typically
look for attractiveness and particular physical characteris-
tics. This is an example of “exchange theory.”

FIGURE 6-17 Meeting people
and beginning a “relationship”
on the Internet have become
common. Yet certain risks are
associated with such “friend-
ships,” and caution and pa-
tience are extremely important.



“friendships,” as well as bizarre and even dangerous outcomes to exploring relationships on-
line.

The Internet gives many lonely people the opportunity for a form of human contact with
others. Therapists and counselors are frequently hearing from lonely people who deal with
their social isolation by making friends on the Internet. But this is not a relationship in the
true sense of the word. Very little of what this chapter says about relationships is true of In-
ternet “relationships.” Very little effort is involved in making and keeping these contacts, and
one is in total control of self-disclosures. People can be as candid or deceitful as they please.
People who use the Internet to “meet” other people often feel dissatisfied and unfulfilled by
their reciprocal communications. Yet some become compulsively involved with Internet ac-
quaintances and continue communication that is unfulfilling.

Computer dating has become big business. For example, at Match.Com based in San
Francisco (http://www.match. com), for a fee you can publish a profile of yourself and read
those others have posted. In 1997, Match.Com had 60,000 active users, 70% of whom are
men and 30% women. Most are professionals over the age of 30 whose incomes are higher
than average. Of course, many on-line relationships do find their way into the real world and
result in compatible relationships and marriages. Nonetheless, it is important to be cautious.
Following are safety tips for exploring relationships on the Internet, quoted from an article
published in the Guardian by Jim McClellan (1997):

� Be patient. E-mail may seem like a very direct and immediate form of communication, but
don’t force the pace. Take time in establishing trust.

� Be sensible. When arranging real world first dates with online friends, no matter how well
you know them, choose a public place and make sure someone knows where you’re going.

� Be realistic. People can get carried away online and kid themselves they have found true
love. Step back from things occasionally.

� Don’t accept pressure and report any harassment to those maintaining the site.
� Look out for passive language or frequent use of “could”, “should”, and “would”, appar-

ently indicators of a potential lack of commitment or outright duplicity.
� Pay attention to choppy sentences or stories, where extraneous detail has obviously been

edited out. Apparently online lies are often well rehearsed and the writer only includes the
essentials.

� Guard your anonymity. Don’t rush into revealing your real name and phone number. Avoid
people who pressure you for those kinds of details.

� Don’t feel obliged to meet someone. It doesn’t matter how long an online relationship has
been going on—you don’t necessarily have to take it into the real world if you don’t want to.

—From the Guardian, FEBRUARY 6, 1997

In addition, if you are thinking of meeting someone you have been communicating with on
the Internet, it’s a good idea to talk on the telephone first and to exchange photographs.

Internet “relationships” sometimes have bad endings. While the anonymity allows some
people to be candid about their passions and tastes, successful outcomes are the exception
rather than the rule (Lovey, 1996). Eventually solitude and loneliness become apparent to
those hoping for something intimate and rewarding. At other times, behavior can get out of
hand. For example, in 1996 James Wilson, age 15, from East Dundee, Illinois walked, bicy-
cled, and rode a bus to get to Hingham, Massachusetts seeking another 15-year-old whom he
first contacted on the Internet. Police found him just one block from the young lady’s home
and identified him as a missing person. He was returned to Illinois without ever meeting the
girl he sought (Ferdinand, 1996).

In another case, an engineer from Philadelphia, Cary Bodenheimer, age 30, met a 13-year-
old girl in Matteson, Illinois on the Internet and later had sex with her at a motel. He had ini-
tiated intimate contacts with other very young girls in the Midwest in a chat room for teens
(O’Connor, 1996). Because cases like this are not unusual, Internet users should use every
reasonable caution to avoid potentially terrible consequences. The Internet offers unsavory
characters one more avenue to take advantage of youthful inexperience. Just as people who
live in urban areas develop a “city sense” to stay aware of potential dangers around them, In-
ternet users need to develop a “cyber sense” for the same reasons.
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Much has been written about the potentially compulsive use of the Internet with regard
to romance as well as more explicitly sexual/erotic interests. Counselors and psychologists
are noting an increasing number of individuals who are seeking assistance concerning their
on-line habits. The “MSNBC On-Line Sexual Survey” involved collecting data from over
9,000 individuals who logged on to the web site and voluntarily filled out a 59-item survey.
These data were analyzed and the results published in the journal, Professional Psychology:
Research and Practice (Cooper, Scherer, Boies, & Gordon, 1999). Interestingly, only 8% of this
(self-selected) sample revealed that they explored sexually oriented web sites and chat rooms
in a compulsive manner, while 92% disclosed that their on-line habits were not troubling for
them. Still, whenever any type of uncontrollably recurrent behavior becomes personally dis-
tressing or affects one’s relationships it should probably be evaluated by a competent mental
health care professional.

Love, Attraction, and Romance in the Workplace

Social scientists have learned from the study of assortative mating that apart from real or
imagined similarities between two people, the amount of time they spend together is a pow-
erful predictor of attraction. Propinquity, which means “nearness,”  is a useful concept for un-
derstanding why people who are apparently quite different strike up friendships that some-
times go much deeper. Because most adults spend more time interacting socially where they
work than where they live, the workplace is the most important arena in which adults form
romantic attachments, and workplace romances are, therefore, worth studying. Researchers
are interested in how and why romance flourishes in the workplace and what the outcomes
are for the people involved, their superiors, and the organization as a whole. The results of
such study are also applicable to higher educational settings, community organizations, the
military, and religious groups.

Well over half of married women and most unmarried adult women work in this coun-
try. America’s workforce is sexually integrated (Pierce, Byrne, & Aguinis, 1996). Pierce,
Byrne, and Aguinis (1996) define a workplace romance as “ . . . any heterosexual relationship
between two members of the same organization that entails mutual sexual attraction” (p. 6).
We are not discounting homosexual attractions and/or romances in organizations, but het-
erosexual relationships have been researched more fully. Working closely with someone who
is attractive, articulate, and intelligent and has a good sense of humor quite normally leads
to feelings of fascination. A detailed analysis of the literature on attraction in organizations
(Pierce et al., 1996) found the following variables affecting office romances:

Attitude similarity
Propinquity
Repeated exposure
Job autonomy
Organizational culture
Attitude toward romance at work
Job productivity
Worker morale
Worker motivation
Job involvement
Gossip
Promotion decisions
Relocation decisions
Termination decisions

These factors were isolated from a number of different studies using diverse research
methods, including mail surveys, anecdotal reports, reports of expert panels, case studies,
telephone surveys, and literature reviews. Clearly many workplace issues can bring people
together in conversations in which they would discover similar attitudes, opinions, and
world views. Such interactions would reveal to workers who their friends and supporters re-
ally are, and this familiarity and feeling of support could contribute to deeper feelings of affin-
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ity or infatuation. Physical appearance is also likely to be important, but we know less about
how this variable operates in the workplace.

How do organizations react when employees are involved with one another? Although
some take a restrictive approach and openly condemn such relationships, the United States
Constitution entitles us all to freedom of association. An employment interview or organiza-
tional handbook are good sources of information about how a particular corporation, orga-
nization, educational setting, or military unit judges “office romances.” The organizational
culture with respect to office relationships directly affects the likelihood of such liaisons de-
veloping. Where there are no prohibitions and workers feel free to flirt and banter, romances
are likely to develop. But what happens when an organization explicitly forbids such rela-
tionships? Naturally they still occur but must be carried out with more propriety or even se-
crecy. Different organizations have different personalities, and the character of many inter-
personal interactions is affected by such unwritten but powerful mandates. For example,
Mainiero (1989) reported that office cultures that are “slow-paced, conventional, traditional,
and conservative” generally dampen office romances, while those that are “fast-paced, action-
oriented, dynamic, and liberal” are far less repressive of such relationships.
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FIGURE 6-18 Preserving one’s
individuality while sharing a
close, trusting, intimate rela-
tionship with another can be
a challenge. As relationships
mature, these challenges be-
come less stressful and the
way they are dealt with can
reveal a deep and enduring
bond between two people.

Conclusion

This chapter should help you think more concretely about the re-
lationships you have had, are having now, and will have in the fu-
ture (Fig. 6-18). Although it is not always easy to generalize about
something as subjective as love, many aspects of relationships

have been studied using rigorous methods of the social and be-
havioral sciences. The place of love in sexuality and the place of
sexuality in love should now be clearer.

Learning Activities

1. Sometimes, when people have known and loved one another
for a long time, they seem able to finish each other’s sentences.
Have such people maintained their individuality in their intimate
relationship?

2. Often a number of unspoken assumptions lie in the back-
ground of many important relationship issues, conflicts, and chal-
lenges. They may never be explicit to both parties but can be very
powerful in controlling the communication between two people.
Here are a few questions to help you recognize some of these hid-
den suppositions in your own relationships.

a. Do you believe that one person in a relationship is responsi-
ble for the other’s happiness? If so, when the other person
acts unhappy, what feelings do you have and how do you ex-
press them?

b. Do you believe one person in a relationship is the leader and
the other the follower?

c. Do you ever find yourself “testing” the loyalty or affection of
someone close to you? Does this person know they are being
tested? How do you tell them that they have “passed” or
“failed” your test?

d. Do you believe that those who love you should “rescue” you
from difficulties or protect you from them?

e. Do you overtly or covertly compare your significant other to
your mother or father? If you make this comparison to the
other, do you do so to point out a deficiency in your partner’s
behavior?

f. Do you frequently talk about the progress of your relation-
ship, where it’s going, or personal habits that might be hurt-
ing the relationship?

You can see how any of these issues might make it difficult to
participate in a mature, communicative relationship with uncon-
ditional positive regard and mutual acceptance. Do you recognize
any of these communication habits in yourself or your partner?

3. Write two personal advertisements. In one, describe yourself
and highlight your best and most interesting attributes. Make the
other an advertisement supposedly written by another person in
whom you would be interested. Would you require a photograph?
Rank the three most important characteristics you are looking for
in another person.



Chapter 6 • Love, Affection, and Sexual Intimacy 201

Key Concepts

• Intimate relationships involve sustained affection and love, mu-
tual trust, and a sense of closeness and cohesiveness between part-
ners. Intimate relationships involve the challenge of being a fully
participating member of a couple while also maintaining one’s au-
tonomy and even developing one’s independence.

• Adult relationships can be described in terms of different at-
tachment styles, including secure attachment, anxious-ambivalent
attachment, and avoidant attachment.

• Sternberg’s triangular theory of love describes three primary
components love: passion, intimacy, and commitment.

• John Alan Lee has described a typology of six styles of loving:
eros, ludus, storge, mania, agape, and pragma.

• Relationship awareness refers to one’s ability and inclination to
talk about the characteristics of a relationship with a view to im-
proving or maintaining its quality.

• Equitable division of labor is an important characteristic of
close relationships.

• Trust and the importance of “we” are attributes of close rela-
tionships that can be enhanced by good communication.

• Effective communication involves the following principles:
Speak for yourself
Describe objectively; don’t judge subjectively
Focus on the relationship
Pay attention to different perspectives

• Communication in relationships is enhanced by effective nego-
tiating skills including but not limited to the following:

Both people accept each other as equals at the outset
Both partners have equal opportunity to state their views and
concerns without interruption
Both parties get something and both parties give up something
Everyone has their dignity when it’s over

• Effective interpersonal communication includes learning how
to accept and give criticism.
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Sexual Arousal 
and Responsiveness

Sexual Arousal 
and Responsiveness

OBJECTIVES

When you finish reading

and reviewing this chapter,

you should be able to:

� Relate interpersonal sexual communication factors in arousal
and response to anatomical and physiological aspects of
human sexual response.

� Describe the diverse aspects of eroticism and the many
manifestations of learning, thinking, and feeling underlying
human sexual motives, desires, and preferences.

� Discuss individual differences in the ways in which we receive,
evaluate, and act on sexual cues in our environment.

� Describe the structures in the central and peripheral nervous
systems involved in our sexual responses.

� Describe the most important sex hormones in women and
men and their functions.

� Discuss the four stages of Masters and Johnson’s sexual
response cycle in women and men, emphasizing the
anatomical and physiological changes in each.

� Discuss the three stages in Kaplan’s model of sexual arousal
and response, including psychological issues in the first stage
and anatomical and physiological changes in all stages.

� Summarize the perceptual and cognitive aspects of sexual
arousal and response in the approaches of Reed and Palace.

� Discuss the notion of a “climate of psychological safety.”

� Summarize biological factors affecting sexual arousal and
response, including issues such as cyclic hormonal changes in
women, the use of oral contraceptives, and pregnancy.

� Evaluate the effects of various substances thought to have an
aphrodisiac effect and those that inhibit sexual arousal and
response.
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Basic Concepts of Arousal and Response

We all know that sexual excitement changes us. Our thoughts change, our bodies change,
and our thoughts about our bodies change. Since we are usually not taught this while we are
growing up, we often learn about it on our own; then we usually wonder if we are “normal.”
People respond to and find arousing a large number of interesting and diverse erotic stimuli,
but what one person finds erotic may not interest another person. Despite the fact that our
bodies respond in fairly similar ways to sexual stimulation, the different stimuli that elicit
those responses can be quite varied. Interestingly, many people believe that if you study this
subject too objectively or too scientifically, you take the “magic” out of it and are left only
with cold, hard facts. We don’t believe this. As you have read in other chapters, accurate and
complete sexual information only enhances the quality (and perhaps even the quantity) of a
person’s life.

One of the more interesting aspects of sexual excitement is the many different changes
that accompany arousal. For example, there are many physiological and hormonal changes.
Not all are easy to observe and measure, but all certainly play a role in erection, vaginal lu-
brication, orgasm, and ejaculation. Many physical changes take place in the same time inter-
val, making it hard to focus on any one aspect at a time. This is extremely important: our psy-
chological perceptions of sexual interaction affect how we interpret the physical aspects of
arousal and response. Therefore, it only makes sense when studying arousal and response to
ask, at the same time, what is going on in the minds of the people involved and in their so-
cial environment.

The Interpersonal Context
Most books about human sexuality present extensive, detailed information about what hap-
pens in our bodies during the stages of arousal and response, and this chapter also will in-
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From Dr. Ruth Westheimer

My field, sex therapy, would no doubt not exist if it weren’t
for Masters and Johnson, who studied thousands of sexual

episodes to learn how sexual functioning really occurs. Because
of them we have scientifically validated information that we sex
therapists use to help people have better sex lives.

When you think about these scientists watching people hav-
ing sex, some of you might think, “What a great job!” And, yes,
at the beginning they may have been “turned on” by seeing all
this sexual activity. But I’m certain that after a few thousand ob-
served episodes, their watching people have sex ended up much
more routine and scientific.

Some of you in fact may be turned off at the thought of
watching even one couple have sex. That’s part of what this
chapter is all about—the different things people find arousing or
not. Because sex is so personal, many people don’t know or care
much about other people’s sexual desires. In relationships where
one partner wants sex once a week and the other ten times a
week, however, the two may criticize each other, calling each
other “pervert” or “prude.” And people who have unusual sexual
desires, like fetishists, are often scorned. Thanks to Masters and
Johnson and others who have followed, we now know a lot
about eroticism and what turns people on. Although it is natural
to seek out your own sexual self in this chapter, make sure you
keep in mind the differences among all of us.

If there is one word that crops up more than any other in
questions people ask me, it is not penis or vagina or orgasm, but

“normal.” Many people are concerned with whether or not their
body or their sexual response is like everyone else’s. Since these
topics don’t ordinarily crop up in conversation (“Did you and
your husband have sex last night? What exactly did you do?”),
it’s understandable that people might want a yardstick by which
to judge themselves. You can see how tall the people around
you are and judge normal height, and you can pay attention at
work or school to judge what performance there is “normal.” But
you rarely see other people’s genitals and even more rarely get
a peek at them having sex. The research of Masters and Johnson
provides some of those yardsticks, however. And the one con-
clusion we can reach from their work is that the norm does not
fall within a small range but rather extends broadly to include
most of us.

Finally, while you may be tempted to look for yourself in this
chapter to compare yourself to the “norm,” please keep in mind
the differences in sexual functioning among people. For you see,
sex, at its very core, is the sharing of pleasure between two peo-
ple. For you to limit your horizons to only your own sexual
arousal is really to miss the boat. Yes, you want to receive pleas-
ure from sex, but to get the most out of it you should also want
to give pleasure. You can do that successfully only if you accept
and understand the needs and desires of your partner, as well as
your own.



clude that information. It is based on extensive, thorough, controlled laboratory observa-
tions. In 1954 William Masters began the first systematic, empirical study of human sexual
response. Scientific research came late to this study of human physiology, perhaps because the
personal and fundamentally private nature of our sexuality created a sense of “specialness”
about erotic arousal and response. As Masters discovered, the ways we become sexually ex-
cited and respond to erotic stimulation follow a fairly predictable sequence of events.

This objective and straightforward discussion of human sexual response leaves something
out, however, and, therefore, we will explore human sexual response within the psychosocial
and communication context of two people being intimate with each other. Of course, this
doesn’t mean that physical changes accompanying masturbation aren’t normal. Rather, the
environment in which we live, what we have learned to think of as erotic, and how we com-
municate with each other in sexual settings are important topics not to be divorced from what
is happening in our bodies. In other words, the “big picture” is generally more informative
than just what the physiologist’s “microscope” shows us. Our approach to arousal and re-
sponse is, therefore, more “macro” than the traditional “micro” perspective, as we introduced
these terms in Chapter 1.

Eroticism: The Driving Force Behind Sexual Arousal 
and Response
Our environment is full of sexual signs, symbols, and stimuli, and our interpretation of this
information has a major role in sexual interest, arousal, or responsiveness. Everyone has his
or her own sexual value system, which is the sum of all those stimuli that have erotic mean-
ing for the person individually (Masters & Johnson, 1978, personal communication). What
some think is sexy, others may think is stupid. This very personal perspective on what we
think is sexy affects what we pay attention to and how we respond. These underlying beliefs
about what is attractive or exciting are a necessary part of the study of the physiology of sex-
ual arousal and orgasm.

Because what we perceive is so basic to what we think is sexual, our study must also in-
clude the importance of our senses in receiving and interpreting information. Eroticism in-
volves sensory experiences that focus our attention on personally relevant sexual stimuli.

Consider the little things we do when we are trying to make a good impression on some-
one we find sexually attractive. We try to present that person with a number of cues he or
she will like and associate with us. We dress attractively, even sometimes provocatively. We
style and color our hair. We try to speak in soft and inviting tones. We use soap, perfume, de-
odorant, toothpaste, and mouthwash. We may reach across the table for a tender touch or ca-
ress. When all of this sensory information is perceived by the other as enjoyable and even a
little novel or exciting, the moment becomes special and perhaps sensual and exciting. This
is a big part of eroticism. Other people may be less attentive to these stimuli and, instead, fo-
cus on factors such as personality, intelligence, wit, sense of humor, self-confidence, or nur-
turance and caring. We are all different with respect to what we think is erotic and how we
respond accordingly (Fig. 7-1).

Psychologists and other social and medical scientists know that when the experience of a
stimulus is pleasurable, a person is attentive to the possibility of experiencing that stimulus
again. This association is a powerful factor for learning the relationship between environ-
mental elements and sexual feelings. This process begins early in life and in some ways forms
the foundation on which further sexual learning takes place. By adolescence, most people feel
that sexuality has meanings that are strong and special. Images of sexual attractiveness in art,
literature, and the media often become part of one’s sexual value system. Yet as long as we
live, we have the capacity for growth, change, and choice. What is erotic at one time in our
lives may not be at another time.

Despite the fact that erection, vaginal lubrication, orgasm, and/or ejaculation are obvious
signs of erotic arousal, they are by no means the whole story. Generally, as long as people are
aware of their sexual desires, they have a better understanding of the stimuli to which they
are most responsive. But sexual desire has to be refreshed and maintained. Affectionate, sen-
sual, and sexual stimulation is the cornerstone to understanding desire and one’s own sexual
value system, and ideally still is an important part of any couple’s intimate behaviors
(McCarthy, 1995).
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Sexual value system The
sum of all thoughts, feelings,
and behaviors that have an
erotic meaning for a particular
individual.

Evaluate your personal sexual
value system. List and
describe the variety of

environmental stimuli that
have erotic meaning for you.

Describe how you convey 
this information to those in

which you feel a strong 
sexual attraction.

FOR DISCUSSION . . . 



An interesting and informative approach to sexual desire and the problems that some-
times surround it is that of Barry W. McCarthy (1987, 1995). His approaches emphasize that
our personal eroticism is enhanced if we take time to think about it, and this is one important
objective of this chapter. An important part of the arousal accompanying sexual anticipation
is spontaneous sexual expression.

Another aspect of sexual desire and eroticism, according to McCarthy, is taking personal
responsibility for one’s own sexuality. This means that a person feels comfortable making
their sexual preferences and standards known to their partner without fear of being evaluated
or judged. When one has learned communication skills to enhance sexual sharing, McCarthy
believes the next main aspect of desire is feeling deserving of the enjoyment of sexual pleas-
ure. In other words, regardless of our life circumstances, we are all worthy of the special en-
joyments from that intimate sharing. A person who thinks that sexual arousal and respon-
siveness are only for the young, thin, rich, or “well-adjusted” has made a fundamental error
about human nature. The next important aspect of sexual desire involves recognizing how
broad and diversified sexual responsiveness actually is. It is often said that there is more to
sex than orgasm, and more to orgasm than sex. Powerful and poignant enjoyments come
from sexual sharing of many kinds, and orgasm is only one part of sexual pleasure. Finally,
McCarthy emphasizes emotional intimacy as a building block for healthy sexual desire. This
means that a couple feels comfortable sharing their vulnerabilities and knows the other per-
son would never exploit this information to hurt him or her. Intimacy is a reciprocal sharing
of thoughts and feelings and frequently promotes a loyal bonding. When one’s partner feels
free and uninhibited sexually because they feel valued and worthy, this responsiveness is eas-
ily communicated and becomes very exciting.

Because eroticism is so personal and specific to one’s own tastes and experiences, it is not
easy to compare one person’s sexual interest with another’s. One’s own feelings of intimate at-
traction to someone may be very different from that person’s. Does this mean there is no com-
mon ground for what we do and think when attracted to someone else? Not at all. Everyone
knows what flirting is; most people have done it and most have had someone else flirt with
them. Flirting is interesting because it is conditioned by the psychosocial environment, and
its expression reveals much about what facilitates sexual arousal.

Abrahams (1994) carried out an analysis of what is conveyed during flirting and found
that both women and men have the same general ideas about what flirting communicates.
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FIGURE 7-1 Television shows
depict society’s ideas about
what is erotically interesting;
as society changes, so too do
these portrayals. At left is a
scene from the show “Blind
Date,” which aired between
1949 and 1952. At right is a
scene from a current program.



For example, both women and men in this study recognized
flirting as an expression of sexual assertiveness. In other
words, flirting is a proactive behavior that states one’s interest
in someone; it says “I’m interested in you and am taking the
initiative to tell you.” In addition, flirting is overt, with little
about it that is subtle because flirting is meant to be noticed.
Flirting is also an invitation and reveals an open, welcoming
attitude toward the other person. Like other invitations, the
person flirting wants to find out if it is accepted or declined.

Another characteristic of flirting described by Abrahams
is its playfulness; in other words, flirting isn’t deadly serious,
and the person just wants to find out if the other will notice
them and is safely exploring their desirability in a social set-
ting. Perhaps the playfulness of flirting is an easy way to ex-
plore someone’s interest without them beginning to think
about a “relationship.” Another aspect is that flirting can be nonverbal, which does not imply
that verbal flirting does not convey much information. The human face can reveal an aston-
ishing array of subtle expressions that communicate a wide variety of interests, feelings, and
judgments (Fig. 7-2). On the other hand, it may be that the lack of thorough and accurate
disclosure of intention makes flirting so provocative and interesting. A wag once commented
that flirting is like a bathing suit: what it reveals is often very interesting, but what it conceals
is vital! Finally, Abrahams demonstrated that women and men respond to the unconvention-
ality of flirting communication. How a person flirts says a lot about their uniqueness and per-
sonal characteristics. Little nuances in traditional flirting “scripts” may have a powerful
attention-getting appeal. While the way we dress and hold ourselves can sometimes be
provocative, unusual and unconventional ways of communicating personal interest introduce
creativity into the social rituals with which we attempt to get to know other people. 

Psychological Aspects of Sexual Arousal
Many psychological factors affect sexual arousal. Our awareness of our genitals and our
thoughts certainly are linked. Since Masters and Johnson’s work was first published, investi-
gators have seen that human sexual arousal and response can be subjects for empirical in-
vestigation, adding to information from anecdotes and case histories that do not tell the
whole story about how people become aroused and have orgasms. An interesting place to be-
gin is the hypothesized existence of a basic, primal “sexual energy” that leads to sexual be-
haviors (Bancroft, 1983). Although clearly most people are motivated to act on their feelings
of sexual interest and/or arousal, no convincing data support the existence of a specific sex-
ual energy that can be observed and measured with existing scientific instruments. Sigmund
Freud believed in a basic motivational energy in the personality he called the libido, but this
idea was more a hypothetical construct than an observable or verifiable force. Note that dif-
ferent scientists define the terms “arousal” and “response” in different ways. Some make no
significant distinction between these words, while others (including we authors) see sexual
arousal as leading to sexual response.

If erotic stimuli can have such powerful effects, what is the role of romantic feelings in
fostering sexual arousal? In a number of different controlled laboratory experiments, physi-
ological measures of sexual arousal were made while subjects were presented with erotic au-
dio tapes (Heiman, 1977) or erotic films (Fisher & Byrne, 1978) or asked to participate in
sexual fantasies (Mosher & White, 1980). In these experiments, the content of the tapes,
films, and fantasies either was explicitly sexual or emphasized the committed, romantic na-
ture of the encounter being depicted. These investigations all revealed that sexual arousal as
measured physiologically was most pronounced when the content of the message was frankly
sexual; arousal was significantly lower when themes of attachment, love, and romance were
presented to the subjects. Apparently, arousal is stronger with specific erotic stimuli that
come to be associated with arousal close together in space or time.

Another important aspect of sexual arousal involves the degree of assertiveness or domi-
nance that a person exercises during the intimate interaction. This refers not to unwanted ag-
gressiveness but rather to a more positive and confident interpersonal demeanor. When
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FIGURE 7-2 Facial expres-
sions convey a lot of informa-
tion about feelings of attrac-
tion. Here these two people
demonstrate focused gaze, an
enigmatic smile, and an invit-
ing, friendly expression.



measuring physiological responses to the presentation of erotic au-
dio tapes, Heiman (1977) explored the impact of tapes in which
the man or the woman took a more assertive, independent role in
eliciting and furthering the sexual action. Among the female sub-
jects in this study, greater genital response was noted when the fe-
male in the tapes took the initiative rather than in other tapes in
which the male was the sexual initiator. Maybe these women iden-
tified with the women they were listening to in the tapes and felt a
greater sympathy with a more independent, assertive feminine sex-
ual style. In another experiment, Garcia et al. (1984) asked female
and male subjects to read erotic stories in which women or men
were more active in initiating and guiding a sexual encounter. Here
again, women were more aroused as measured genitally by reading
stories about dominant women, and men were more aroused as
measured genitally by reading stories about dominant men. To-
gether, these studies suggest a lot. Perhaps feeling in control or 
in charge is an important determinant of sexual arousal (Fig. 
7-3). Of course, these data were collected under highly controlled
laboratory conditions, and whether these conclusions apply in the
real world is a question to be approached with appropriate, rigor-
ous scientific methods.

“Natural” Conceptions of Sexual Arousal
and Response
Masters and Johnson revealed or rediscovered some very impor-
tant although obvious truths. For example, people often find it dif-
ficult to accept sexuality as a “natural” function, as we might, for
example, the circulation of the blood or the activity of the nervous
system (personal communication, 1978). Think about this for a

moment. During a visit to your physician, you probably find nothing at all odd or anxiety
provoking about having your temperature taken, your blood pressure taken, or your throat
examined. But as soon as you begin to anticipate a pelvic examination, breast exam, or
prostate exam, things change in your mind. Suddenly this isn’t just clinical, its really personal.

This way of thinking about sexuality has preserved its mysterious, private, and “special”
attributes, but it hasn’t helped us gain a useful, objective grasp of this basic aspect of per-
sonhood. Most people have difficulty separating the physiosexual aspects of their bodies from
the erotic associations of arousal and response. For example, if you are accustomed to think-
ing of penile erection solely in terms of penetration during intercourse, then some common
observations might seem confusing. Normal, healthy men have erections in their sleep every
80 to 90 minutes during the rapid eye movement (REM) sleep stage that accompanies dream-
ing. These dreams need not be sexual for these erections to occur, and it is, therefore, diffi-
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FIGURE 7-3 Body posture of-
ten reveals erotic interest, but
this type of sexual assertive-
ness in a woman may make
some men uncomfortable.

Letter to Dr. Ruth Westheimer

Question:
My girlfriend always wants the same “routine” when we make
love and has no spontaneity or variation in her behavior. Is this
normal? I’d like it if we had more variety.

Answer:
It’s not uncommon for people to fix on a certain pattern and then
use it over and over again. This doesn’t apply just to sex. For ex-
ample, some people always eat their meat first, then the potato,
and then the vegetable. They enjoy the pattern and, in some
cases, may feel safer because of it.

I don’t know how easy it will be for you to motivate her to
change, but perhaps you can work out a compromise that will
help her try something new. Ask her if she wouldn’t mind hav-
ing sex once in a while with some variation in style just for your
satisfaction. Let her know in advance what variation you’d like to
try, so that she won’t worry that it might be something that she
abhors. Perhaps she’ll get into it and enjoy the experience, and
perhaps she won’t, but at least you’ll have had the pleasure of
trying.
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Research Highlight
Measuring Sexual Arousal in the Laboratory

A critical characteristic of scientific investigation is that it
deals with observable and measurable phenomena. If

something cannot be seen either directly or indirectly and
cannot be described quantitatively, then scientists cannot
study it scientifically. In addition, most scientists believe it
imperative to describe the conditions in which a phenome-
non occurs and that it occurs regularly and reliably in those
conditions. Many interesting aspects of human nature, how-
ever, cannot be studied in this way. For example, “willpower”
is an interesting concept, but scientists can not define with
any certainty the independent variables that foster it. This is-
sue, although interesting, is not readily open to scientific in-
vestigation and, therefore, it is extremely difficult to make
statements about willpower that are widely generalizable.
Similarly, statements about sexual arousal and response must
be based on observable, quantifiable data.

As described in Chapter 2, Masters and Johnson were the
first investigators to study human sexual response in the lab-
oratory. Earlier writers and scientists had certainly explored
many aspects of human sexual interest and behavior, but
they had not carried out laboratory investigations of observ-
able, measurable aspects of sexual arousal and response.
Masters and Johnson used not only observational methods
but also a more informative research method called the clin-
ical study method, which combines direct observation and in-
depth interviews. After observing their subjects in a variety
of circumstances that led to arousal and orgasm, they ques-
tioned them about the feelings, perceptions, and emotions
that accompanied these physiological events. The verbal
records of these interviews are at least as important as the
data collected with sophisticated electrophysiological instru-
ments. Masters and Johnson studied the associated physio-
logical and psychological aspects of human sexual response.
Masters and Johnson measured the physical manifestations
of arousal and response both inside and outside the body.
Films were taken and the tension in the body’s musculature
recorded. Breathing rate, heart rate, blood pressure, and per-
spiration were also measured quantitatively. The presence of
a “skin flush” was recorded photographically. Breast changes
accompanying arousal and response were measured and pho-
tographed. The physiological and anatomical changes of the
penis and inside the vagina were measured with two special
instruments. The penile strain gauge (inset, A), which looks
like a narrow rubber or stainless steel noose, fits around the
base of the penis. Inside this little loop is a thin filament of
mercury through which a tiny electrical current passes. Dur-
ing erection, the circumference of the penis increases, caus-
ing a change in the amount of current passing through the
mercury filament as it is stretched. This minute electrical
change is measured to show changes in penis circumference,
which are shown on an oscilloscope or polygraph.

To observe and record changes in the vagina that accom-
pany sexual arousal, a vaginal photoplethysmograph (inset,
B) is used. This device is smaller than most tampons and is
inserted directly into the vagina. Just as a man’s penis en-
gorges with blood during erection, a woman’s vagina also
swells slightly due to the engorgement of blood vessels. The
increased blood circulating in the vagina is measured by the
photoplethysmograph. A tiny bulb inside it emits light that is
reflected back from surrounding tissue. The amount of light
reflected back is measured. Sexual arousal and vaginal en-
gorgement are correlated with less light being reflected back
from the interior of the vagina. As with the penile strain
gauge, this physiological measure is observed on an oscillo-
scope or a printed polygraph record.

A wide variety of people volunteered as subjects in Mas-
ters and Johnson’s experiments. In all, 382 subjects were in-
vestigated thoroughly. Women and men between the ages of
20 and 90 were studied, including both Caucasians and
African-Americans, who had varying levels of education, in-
cluding 68 with some postgraduate training. They came from
different socioeconomic groups. (Although people who vol-
unteer for sex research studies may have more open and can-
did attitudes about sexuality than the general population, no
data suggest that they are any more or less responsive.) To
make physiological measurements of erection and vaginal
arousal, Masters and Johnson instructed each subject to ap-
ply the penile strain gauge or insert the vaginal photo-
plethysmograph.

Thus far we have described some of the benefits of con-
trolled laboratory procedures to measure human sexual
arousal. But there are drawbacks. Laboratories aren’t very
friendly, informal places. Indeed, they are highly artificial
compared with most other places people experience sexual

A. A penile strain gauge. B. A vaginal photoplethysmo-
graph. These are two important tools in studying human
sexual arousal and response in the laboratory setting.



cult to interpret these erections as erotic responses. Another example is that baby boys usu-
ally have an erection sometime during the first 48 hours of life, and some even emerge from
the uterus with an erection. Again, it is hard to explain such erections as responses to erotic
stimuli or thoughts. Similar findings occur with women. Normal, healthy women vaginally
lubricate every 80 to 90 minutes during sleep, also during REM sleep. And similarly, baby
girls vaginally lubricate sometime during the first few days of their lives.

Biological Substrates of Sexual Arousal and Response

A full understanding of what happens physically during sexual arousal and response requires
examining the roles of the brain, spinal cord, and endocrine system in these processes. Al-
though neural and endocrine function might seem “wired in,” their activities depend heavily
on how people acknowledge, evaluate, remember, and act on stimuli, and this is always
highly personal.

The Central Nervous System
The central nervous system is composed of the brain and spinal cord (Fig. 7-4). Both are im-
portant in sexual arousal and response. Some neural pathways underlying sexual excitement
are simple, while others are tremendously complex and involve one’s personal sexual value
system, as well as stimuli. The brain and spinal cord are both involved in perception, think-
ing, and motivation, which are all basic to most aspects of sexual functioning. Scientists are
certain of two things about these structures: specific behavioral functions seem to be local-
ized in fairly discrete areas of tissue, and different areas work together and coordinate their
different contributions. In general, all incoming information from the sensory organs ascends
from the body up the spinal cord and reaches specific areas of the brain. In contrast, body
movements originate in outgoing nerve messages that descend from the brain down the spinal
cord and to the muscles.

A basic neural function is the reflex. A reflex is the simplest stimulus-response connec-
tion in the nervous system. Sense organs gather information and send it to the spinal cord
over specific nerve fibers. Nerve cells inside the spinal cord receive this information and
process it. Nerve impulses originating in the spinal cord then travel back out to the body,
such as to cause a muscle to contract if your finger has been pinched. Reflexes take place au-
tomatically and unconsciously; a person cannot “will” a reflex. Reflexes do not involve think-
ing. Although erotic stimuli can enter the central nervous system through all the sense or-
gans, touch generally has the most important role in sexual reflexes. Sexual arousal in both
women and men depends on several reflexes occurring inside the spinal cord. Let’s examine
how this works in an erection.
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Penile strain gauge A
narrow metallic or rubber

noose that fits around the base
of the penis and sends electri-
cal messages to devices that
record increases in the circum-
ference of the penis during
erection.

Vaginal photoplethysmo-
graph A small device in-
serted into the vagina that
measures the engorgement of
blood vessels during sexual
arousal.

Nocturnal penile tumes-
cence Penile erections during
sleep.

Spinal cord Part of the cen-
tral nervous system located in-
side of the vertebral column.
Sensory messages ascend to
the brain and motor messages
descend from the brain through
the spinal cord.

Reflex The simplest stimulus-
response connection of which
the nervous system is capable.

Research Highlight
Measuring Sexual Arousal in the Laboratory (Continued)

arousal and response. Nonetheless, the data recorded in this
controlled environment can usually be generalized to other
places people experience intimacy. The data recorded and
collected by Masters and Johnson do not seem in any way pe-
culiar to the laboratory setting or more characteristic of their
subjects than the general population. In fact, with only mi-
nor revisions in their four-stage sexual response cycle (e.g.,
by Kaplan, 1974), surprisingly little data have been inconsis-
tent with their research.

Because subjects quickly get used to wearing a penile
strain gauge or vaginal photoplethysmograph, these devices

can be used also to measure the changes of sexual arousal
during sleep. The changes described earlier in sleep were de-
termined with laboratory data using these devices. For ex-
ample, nocturnal penile tumescence (NPT) is a technical
term used to describe the erections men have when asleep.
Chapter 14 describes how erections observed to occur during
sleep can be used to rule out physical causes of erectile diffi-
culties in men and allow therapists to focus instead on psy-
chological reasons for this problem. Similarly, vaginal photo-
plethysmography is useful for monitoring sexual arousal
during sleep in women.



Touching, stroking, and rubbing a man’s penis are exam-
ples of tactile stimulation often interpreted as erotic or sexual.
This touch information is carried to an area in the lower
spinal cord. A well-defined, discrete collection of nerve cells
in the central nervous system is called a nucleus. A nucleus
plays an important role in a sequence of events leading to an
erection. Nerve cells in this nucleus send a message that even-
tually relaxes muscle fibers in arterial walls in the penis, al-
lowing the arteries to swell as more blood fills them. This
causes an enlargement of the corpora cavernosa (discussed in
Chapter 4) and an increase in the length and circumference of
the penis. Tiny valves in the veins of the penis are com-
pressed, allowing the blood that has engorged the penis to
stay there. As long as this state is maintained, the erection
continues.

Sexual arousal, however, is not the same kind of reflex as
a knee-jerk elicited by tapping the knee. Sexual arousal is an-
other category of reflexive response in the nervous system.
Thought processes have much to do also with the develop-
ment of an erection; fantasy alone may elicit the reflex. The
brain, after all, interprets stimuli as erotic or non-erotic; the
erection itself is the reflex.

Just as erection depends on the normal functioning of
spinal reflexes, ejaculation does too. Another spinal center
controls the reflex involved in ejaculation; this one is located
higher in the spinal cord, and the blood vessels of the penis
are not involved. Continued tactile stimulation of the penis
selectively stimulates this area of the spinal cord, which in
turn sends signals to the internal sexual structures involved
in the muscular contractions that eject semen from the body.
As with the reflex of erection, cognitive factors are relevant.
One’s thoughts and personal interpretation of sexual stimuli
may either assist or inhibit ejaculation. In other words, in
both spinal reflexes, the brain is the key interpretive organ.

The neurological structures and processes underlying fe-
male sexual arousal and orgasm are presumably similar to
those in men, although these events in women take longer,
sometimes a lot longer. Women and men both should under-
stand this important sexual difference. We use the word “pre-
sumably” because the neural pathways underlying the in-
volvement of the spinal cord in female arousal and orgasm
have not yet been fully investigated. However, a surprising
discovery (Komisaruk, Gerdes, & Whipple, 1997; DeKoker,
1996) has shed some light on a nerve pathway that previously was not thought involved in
sexual arousal and orgasm. An important nerve called the vagus courses through most of our
internal organs. It is involved in such functions as vomiting, swallowing, and breathing. Be-
cause it does not come close to the spinal cord, scientists never considered it might have a
role in sexuality. Reports of spinal-cord–injured women having orgasms, however, aroused at-
tention in the scientific community. Despite the fact that these women had severed spinal
cords, tactile stimulation in body areas above the level of spinal transsection seemed to reach
the brain stem via the vagus nerve to give rise to orgasmic experiences. In these studies when
women with lower spinal cord injuries engaged in genital self-stimulation for 12 minutes, in-
creased thresholds to pain, increased heart rate, and increased blood pressure were measured;
these commonly accompany orgasm. These women also reported menstrual discomfort dur-
ing their periods. Apparently, sexual and other vaginal feelings can reach the brain through a
pathway previously undiscovered. Similar research on spinal-cord–injured men is currently
underway.
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As discussed in Chapter 3, despite the controversy sur-
rounding female ejaculation, many women do in fact ejacu-
late, and fluid is released from the urethra at the time of or-
gasm. Such ejaculation is a predominantly local event
involving stimulation of the Grafenberg area and the conse-
quent pressure exerted on Skene’s glands surrounding the
urethra (Davidson, Darling, & Conway-Welch, 1989).

Up to this point, we have focused on the lower levels of
the central nervous system. Yet some brain function is
clearly involved in the perceptions of sexual stimuli and the
arousal that sometimes follows (Fig. 7-5). But just exactly
what does the brain do with erotic information? Note, first,
that the brain functions underlying sexual feeling and be-
havior involve thinking, or cognitive assessment. A person’s
evaluation of the environment, memories of the past, and
emotional habits all clearly influence his or her sexuality and
all involve brain functions.

One area of the brain with a large role in the emotional
elements of sexual experience is the group of interconnected subcortical structures called the
limbic system. The brain is divided down the middle by a central fissure into two cerebral
hemispheres. These hemispheres have a wrinkled appearance and are covered by a layer of
nerve cells just a few millimeters thick, called the cerebral cortex (the word “cortex” comes
from an old Greek word meaning “bark”—the thin layer covering a tree). Our most “human”
cognitive abilities are mediated by the cerebral cortex: learning, memory, judgment, percep-
tion, planning, and so on. The limbic system is a group of subcortical structures, located un-
derneath the cortex. Figure 7-6 illustrates the various structures of the limbic system. The
limbic system plays a crucial role in the experience and expression of emotion. Scientists
have discovered that electrically stimulating various areas of the limbic system promptly elic-
its erections in monkeys and the assumption of mating postures in rats. Electrical stimula-
tion of other brain areas does not cause this effect. Apparently spinal cord reflexes, thinking,
and subcortical functions all interact in the pleasurable aspects of sexual experiences.

The Autonomic Nervous System
As described above, sensory nerves carry information into the central nervous system, and
motor nerves carry directions from the central nervous system to the muscles. Parts of the
nervous system not included in the central nervous system are collectively referred to as the
peripheral nervous system. An important part of the peripheral nervous system is the auto-
nomic nervous system; “autonomic” means independent, automatic, or involuntary. The au-
tonomic nervous system controls many essential physiological functions without our being
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aware of its functioning, although it does have connections to the brain and spinal cord.
Some of its activities are clearly related to sexual arousal and response.

The autonomic nervous system has two separate branches: the sympathetic nervous sys-
tem and the parasympathetic nervous system. The former is composed of two chains of
nerves and ganglia that run along both sides of the spinal cord. (A ganglion is an aggregation
of nerve cells outside the central nervous system.) The parasympathetic nervous system is
made up of two localized neural centers at the top and the bottom of the spinal cord (Fig. 
7-7). These two branches of the autonomic nervous system are anatomically separate and
have different biological functions. In many ways, their functions are “antagonistic,” that is,
their activities are opposite one another. For example, the sympathetic nervous system is in-
volved with “fight or flight” behaviors. It prepares us for emergencies, conflicts, or flight from
conflict. Sympathetic arousal is associated with increased heart rate, increased blood pres-
sure, increased breathing rate, and the stimulation of glucose production and release of glu-
cose from the liver; these changes are adaptive at tense times. The hormones epinephrine and
norepinephrine are released with sympathetic activation. In contrast, the parasympathetic
nervous system helps the body return to normal after a fight or flight situation and keeps the
body’s physiological systems on an even keel throughout the day and night.

The autonomic nervous system is also closely related to sexual arousal and response. The
parasympathetic nervous system’s activities underlie sexual arousal and are involved in vagi-
nal lubrication and erection. Once sexual arousal has occurred, the sympathetic nervous sys-
tem mediates orgasm.

Overall, then, both the central nervous system and the autonomic nervous system are in-
volved in sexual arousal and response. While brain and spinal cord activity take place very
promptly in response to sexual stimuli, the autonomic nervous system’s responses take a lit-
tle longer but are as important in the subjective experience of excitement and orgasm. Recent
data also suggest that the sympathetic nervous system may be involved in perceptions of sex-
ual arousal, as well as orgasmic experience. 

Hormones and Sexual Arousal and Response
In the past, the nervous system and the endocrine system were considered separate and in-
dependent, but scientists today see these two important physiological entities as profoundly
interrelated. Scientists today talk about “neuroendocrine” functions, because the nervous sys-
tem affects glandular secretions and these hormones affect neural functioning. The effects of
hormones can be highly variable. In some cases their action lasts only minutes, as in the case
of a heart rate increase during moments of stress, threat, or excitement. In other instances,
the effects of hormones occur over months or even years, such as with growth hormone se-
creted by the pituitary gland. Although the influence of hormones on behavior is clear and
direct in animals, because humans have a well-developed cerebral cortex, most behavior is
influenced much more by thinking and perception than simply by hormonal action.

As discussed in Chapter 4, tiny amounts of hormones can have a profound effect on sex-
ual differentiation and the prenatal development of female and male body configurations.
Specialists in the study of endocrine glands and hormones are called endocrinologists. This
chapter will consider the effect of sex hormones on sex drive, arousal, and response. Hor-
monal actions can be both powerful and subtle at the same time. Human sexuality researchers
make a distinction between the organizing effects and the activating effects of hormones. Orga-
nizing effects are ways in which hormones direct early physical development and, therefore,
affect the anatomy and physiology of specific organs. Chapter 4 described how the prenatal
secretion of androgens from a male embryo’s testes causes the differentiation of external male
genitalia and how the absence of this hormone fosters the differentiation of external female
genitalia. In contrast, activating effects are the ways hormones affect the appearance or ces-
sation of a specific behavior. Although organizing effects are easy to document experimen-
tally, it is more difficult to prove the existence of clear and unambiguous hormone-behavior
relationships in humans.

The hormone that has been most extensively studied in connection with sexual interest,
arousal, and response is testosterone. Both women and men have this hormone. It is pro-
duced in a male’s testes, in small amounts in a woman’s ovaries, and in the adrenal glands of
both sexes. Of course, men have far more than women. Investigators believe that testosterone
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FIGURE 7-7 The sympathetic and parasympathetic branches of the autonomic nervous system. The
former manage the body’s “fight or flight” responses to threats and stressful stimuli, while the latter
help the body to return to normal after these types of experiences.



has an activating effect on human sexual desire. Supporting evidence for this includes the fact
that castration and antiandrogen drugs cause a pronounced lowering of a man’s sex drive, al-
though not always immediately. Because cognitive and psychosocial factors also play a pow-
erful role in sexual desire, however, the lack of testosterone alone does not always immedi-
ately inhibit sexual desire in men. Another example of the impact of testosterone on male
sexual desire is the sudden increase in sexual interest, and sometimes sexual behavior, that
occurs with adolescence in males. Sex hormones not only have a powerful effect on changes
in body configuration during this time but also are related to an increase in adolescent men’s
interest in the opposite sex. Again, testosterone does not act simply by itself; the wider psy-
chosocial environment has tremendous influence on the form and direction of this sexual in-
terest. Generally, however, higher levels of testosterone are correlated with higher levels of
sex drive and more frequent sexual activity.

One of the more interesting differences between women and men concerns the activating
effects of the primary sex hormones. While the impact of testosterone on male sex drive is
pretty clear, the same is not true of the effects of estrogen on a woman’s sexual desires and
inclinations. Although a woman’s body produces relatively small quantities of testosterone,
her body is far more sensitive to this small amount of testosterone than is a man’s body
(Bancroft, 1984). The small secretion of testosterone from a woman’s ovaries and adrenal
glands has an important impact on her sex drive, and generally, this “maintenance level” of
testosterone secretion in women is meaningfully correlated with sexual arousal and respon-
siveness. During menopause, when there is at first a gradual decrease in the secretion of es-
trogen from a woman’s ovaries and then later a profound decrease and ultimately a cessation
of this hormone, testosterone secretion from her ovaries is diminished significantly as well.
Hormone replacement therapy helps avoid some of the health problems that often accompany
diminished estrogen secretion, such as osteoporosis and increased risk of coronary artery dis-
ease. Some estrogen supplementation products include a small amount of testosterone, which
has a generally enjoyable, facilitating effect on an older woman’s sexual interest and respon-
siveness (Sarrel, Dobay, & Wiita, 1998). The decision to use hormone replacement therapy
is made by the woman and her physician.

Heiman, Rowland, Hatch, and Gladue (1991) compared the effects of erotic stimuli in
women observing sexually explicit videotapes with the effects on women observing a neutral
videotape. Physiological measures of sexual arousal were noted more in the women watching
the videotapes with sexual content than in women watching other tapes. However, endocrine
changes are more difficult to determine. The amounts of cortisol (an adrenal hormone), pro-
lactin, luteinizing hormone, and testosterone in the bloodstream were measured before and
during presentation of the erotic videotapes. Interestingly, these researchers found no differ-
ences between the two groups in any of the four hormones related to sexual stimulation from
viewing the videotapes.

It is difficult to point to a direct, prompt cause-and-effect relationship between sex hor-
mones and sexual arousal and responsiveness. It is risky to suggest that taking testosterone
automatically helps someone with declining sexual interest and performance because this
does not always occur. Even low doses of testosterone have some dangerous side-effects in
older men, and it may promote the growth of prostate cancer. Also, the rate at which natural
testosterone secretion diminishes in women and men is not always easy to predict. With
other drugs available for the treatment of lack of sexual responsiveness, this issue may be-
come less important in the future. Nonetheless, testosterone replacement therapy can, when
properly used under medical supervision, have a facilitating effect on sex drive in both
women and men.

Patterns of Human Sexual Response
The pioneering efforts of Masters and Johnson began with recording data without any exist-
ing scheme for categorizing and analyzing the physiological changes that accompany sexual
arousal and response. These laboratory results led to the development of more comprehen-
sive approaches to human sexual responses. The accuracy and reproducibility of these data
along with the ingenuity of the research methods built the foundation on which most subse-
quent sexual research on erotic response is based. 
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Masters and Johnson’s Human Sexual Response Cycle
In all, 382 unmarried or married females and 312 unmarried or married males volunteered
as subjects in this research, including 118 female and 27 male prostitutes. By Masters and
Johnson’s own admission, their sample could not be called large or randomly selected, yet in
many ways it was representative of the wider population. Data from this sample for over 11
years revealed compelling consistencies in the four-stage sequence of arousal and response.
Masters and Johnson emphasize that there is significant variation in responses among men
and women, but what follows is true of most people most of the time (Fig. 7-8).

Female Sexual Arousal and Response
Excitement Phase Erotic feelings build gradually over time, generally more gradually in
women than in men. While a woman’s thoughts certainly play a major role in sexual excite-
ment, the discussion here will focus primarily on the body (Fig. 7-9). Heart rate and blood
pressure gradually increase throughout the excitement phase. Vasocongestion is the gradual
accumulation of blood in blood vessels, in this case, in the vagina and lower pelvis. Because
of this, the coloration of interior vaginal tissues changes. As blood accumulates, women of-
ten feel warmth and some swelling in the area, usually accompanied by a viscous vaginal se-
cretion. This slippery liquid functions to facilitate comfortable penile penetration; physio-
logical excitement in both women and men prepares for the comfortable entry of the penis
into the vagina. This lubrication is somewhat alkaline, although it changes during the sexual
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response cycle. As discussed in Chapter 13, as women get older, there is progressively less
vaginal lubrication. Accompanying these changes near the opening of the vagina are other
changes deep inside. The innermost two-thirds of the vagina becomes longer and expands
significantly. While lubrication, puffiness, and warmth are easy to notice, these deeper vagi-
nal changes may not be apparent at all. During continuing excitement there is also a slight
change in the orientation of the uterus with respect to the vagina; it seems to “sit up” a little
and moves forward from its position before stimulation. While all this is happening, the labia
minora and labia majora gradually become larger and softer and change to a darker, some-
times brownish or purple hue. The head of the clitoris becomes wider and the clitoris be-
comes longer. As sexual tension gradually builds, the head of the clitoris extends beyond the
clitoral prepuce and is more exposed and, therefore, more sensitive to direct touch. Clitoral
changes during excitement vary considerably among women. The length of the clitoral shaft
may be more noticeable during self-stimulation of the wider genital area and somewhat less
obvious during sexual intercourse.

During sexual excitement, a woman’s breasts change (Fig. 7-10). Nipple erection oc-
curs early during arousal, as does a gradual increase in the overall size of the breasts. Gen-
erally, the larger a woman’s breasts are, the more apparent is this swelling in the excite-
ment phase, caused by the increased flow of blood into the vessels of the breast. During
excitement, the nipples may feel a bit harder while other breast tissue often feels softer to
the touch.

In addition to vasocongestion in the genital area, a “sex flush” often appears over a
woman’s breasts, neck, and upper abdomen. As sexual arousal builds during the excitement
phase, this change in skin coloration may become progressively more pronounced. For many,
one of the pleasures of sex with the lights on is that these skin signs of arousal are more ap-
parent, and people like seeing that their sexual sharing is producing a pleasurable response.

The Plateau Phase With continued erotic stimulation, further physical changes occur
along with the individual’s perception of growing sexual pleasure. One of the most consistent
aspects of the plateau phase in women involves the slight retraction of the clitoral shaft and
glans beneath its hood. The exact extent and latency of clitoral retraction may depend on the
nature and duration of sexual stimulation. For example, Masters and Johnson note that with
sexual intercourse or fondling of the breasts, clitoral changes occur later in the plateau rather
than earlier. In contrast, with pressing or manipulation of the mons veneris, clitoral retrac-
tion occurs earlier. In the plateau phase, the labia majora and labia minora become further
engorged with blood and swell accordingly.

The most prominent physiological change during the plateau phase occurs in the outer
third of the vagina. Masters and Johnson refer to this highly localized vasocongestion as an
“orgasmic platform,” which creates a significant narrowing to the opening of the vagina. This
tightening effect creates a firm fit of the penis in the vagina, increasing tactile stimulation on
the shaft of the penis and enhancing pleasure for both the man and the woman. If the woman
does not have an orgasm, it may take as long as 20 to 30 minutes for the orgasmic platform
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to return to its usual dimensions. In the plateau phase, the uterus loses some of the elevation
it gained during the excitement phase. In women who have a tipped or retroflexed uterus,
these changes in the orientation of the uterus and cervix in response to erotic stimulation do
not occur. Also in the plateau phase the inner two-thirds of the vagina becomes significantly
wider and deeper. This “tenting effect” creates a small pool into which semen is deposited
when the man ejaculates.

The areola of a woman’s breasts swells so substantially during the plateau phase that it
may look as though some of the nipple erection that occurred during the excitement phase
has been lost, because much of the base of each nipple is concealed by the enlarged areola.
Vasocongestion in the breasts causes further enlargement in the overall size of the breasts.
This enlargement occurs much more in women who have breast-fed an infant than in those
who have not; in women who have nursed, the breast may increase by as much as one-fourth
its size (Masters & Johnson, 1966, page 29). The sex flush described earlier may grow in in-
tensity or vividness, and muscular tension throughout the body may increase substantially.
Heart rate, breathing rate, and blood pressure all continue to increase. The pulse rate may
more than double from its normal resting rate during plateau.

Overall, the plateau phase represents a heightened state of sexual tension and desire and
the experience of enhanced erotic arousal and enjoyment. Most individuals at this stage are
fully aware that there is more to be experienced and savored. While it is appropriate and nor-
mal for the plateau phase to progress to the next stage (orgasm), it does not do so in all cases
and may leave one or both individuals frustrated and feeling incompletely stimulated. This is
discussed in the later chapter on sexual dysfunctions.

The Orgasm Phase The sudden release of the tension that built during the plateau phase
is an orgasm, in lay language also called “coming,” “getting off,” or a “climax.” It is a power-
ful, pleasurable feeling that focuses the person’s attention and thoughts entirely on sexual
feelings and anatomy. In an evolutionary perspective, orgasms feel good because behavior
that leads to perpetuation of the species is reinforced by intensely pleasurable sensations.

Because the clitoris retracts beneath its prepuce during the plateau phase, direct observa-
tion of this structure during orgasm is virtually impossible; Masters and Johnson never ob-
served or recorded clitoral changes during orgasm. Nonetheless, powerful, pleasurable feel-
ings often involve the clitoris during orgasm. As noted in Chapter 3, both clitoral and vaginal
enjoyment may accompany orgasm. Rhythmic tensions frequently accompany orgasms, and
these may spread throughout the pelvic area.

During orgasm specific changes take place in the vagina. There is a rapid loss of vaso-
congestion at the vaginal opening with the resulting loss of the orgasmic platform. Muscular
contractions occur both at the orgasmic platform and in the musculature surrounding the
anus and the urethra. Vaginal muscular contractions are rhythmic, strong, and in some cases
prolonged, with almost a second between them in the beginning of orgasm. As these con-
tractions continue, they are progressively farther apart and they grow less intense. A woman’s
report of the strength of her orgasm is generally correlated with the number and overall du-
ration of vaginal muscular contractions accompanying orgasm. It is not unusual for more
than a dozen vaginal contractions to accompany orgasm. Bohlen, Held, Sanderson, and Boyer
(1982) measured the muscular contractions accompanying female orgasm and found that
they lasted from 13 to 51 seconds. The increased tension in the musculature of the orgasmic
platform increases the tautness around the penis, helping keep semen inside the vagina to in-
crease the likelihood of conception.

During orgasm, muscular contractions of the uterus have also been recorded, but they are
irregular in intensity and duration and it is difficult to generalize about them. Generally, uter-
ine muscular contractions begin high in the uterus and progress downwards toward the
cervix. They begin at about the same time as the contractions of the orgasmic platform. Heart
rate, breathing rate, and blood pressure generally reach their peaks during orgasm. Heart rate
may reach 180 beats per minute, with a respiration over 40 breaths per minute. Blood pres-
sures as high as 220/130 have been noted. Other involuntary motor behaviors may accom-
pany orgasm, including uncoordinated movements of the arms, legs, neck, and torso. Some
women arch their backs, and others may (sometimes embarrassingly) suddenly develop a
cramp in their legs or feet. Uninhibited vocalizations or moaning is also common.
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Whether orgasm derives from interpersonal manual stimulation, sexual intercourse, mas-
turbation, or the use of vibratory aids, steady, continued stimulation is usually most effective
in eliciting and prolonging orgasm. Many women never have orgasms during penis-in-the-
vagina intercourse although they may do so readily during masturbation. It is often a good
idea for a woman to communicate to her partner if they are doing anything that detracts from
the gradual build-up of sexual tension and its release. Remember, again, that sexual arousal
and response occur in a psychosocial/communication setting.

The Resolution Phase In the resolution phase, the woman’s body returns to its pre-
excitement state. In later life resolution occurs more quickly than in women in their 20s and
30s, but the feelings of peace, satisfaction, and repose that accompany resolution are no less
enjoyable. Many women report that in this phase they especially enjoy being held, cuddled,
nuzzled, and caressed. The intimacy shared during intercourse now has a more emotional
than physical texture.

The physical changes that occur during resolution are fairly straightforward. In a matter
of seconds after orgasm, the clitoris returns to its usual unstimulated position beneath the cli-
toral hood. This occurs more quickly than the gradual dissipation of the orgasmic platform
at the vaginal opening. The slight swelling in the size and diameter of the glans of the clitoris
during arousal is lost very gradually. Masters and Johnson observed that this process may take
as long as 5 to 10 minutes, or in rare instances up to 15 to 30 minutes. In a woman who en-
tered the plateau phase but did not have an orgasm, clitoral enlargement may continue for
hours after all erotic stimulation has stopped.

After sexual intercourse with ejaculation, if no barrier contraceptive method was used,
there is an accumulation of semen at the back of the vagina, sometimes called the “seminal
pool.” During resolution, the cervix is “dipped” or immersed in the seminal pool, which fa-
cilitates the chances of sperm entering the uterus and subsequently the fallopian tubes to lead
possibly to conception. The cervical opening may also widen slightly during resolution. The
uterus descends a little to its position before sexual arousal. Heart rate, breathing rate, and
blood pressure return to normal during the resolution phase. Any sex flush that developed
will gradually dissipate. Many women experience noticeable perspiration during resolution
as well, which can be quite profuse.

Finally, during resolution a woman’s breasts decrease to their usual size, as engorgement
of the veins diminishes throughout the tissue. The nipple retracts and the surrounding are-
ola loses its swollen appearance, leading to the appearance that the nipples are again erect,
although they only look that way because more of the nipple is visible. This process takes 5
to 10 minutes after orgasm. Generally women who have not breast-fed an infant lose their
breast enlargement more slowly than women who have.

In his book, The New Male Sexuality (1992), Bernie Zilbergeld comments that many
women need to feel emotionally connected to their partners after sexual intercourse. Re-
gardless of whether the intimacy was planned or not, many women say that these moments
of close togetherness are very important and desirable. A man who abruptly separates him-
self physically from his partner after ejaculation sends an undesirable message: “I got what I
want; I’m leaving.” One woman in Zilbergeld’s study remarked, “For me, the buildup and the
afterwards are at least as important as the actual sex. It’s just a wonderful sense of connection
that I have to have” (page 198).

Male Sexual Arousal and Response Because a man’s external genitalia are visible and
erection is such a clear change, one might think that male sexual arousal and response are
obvious. Yet sexual excitement, orgasm, and ejaculation involve a number of fascinating and
complex physiological events (Fig. 7-11).

Excitement Phase Erection occurs from vasocongestion in the pelvic area. Erection in-
volves an elevation of the shaft of the penis and a slight retraction of the glans. The scrotum
is drawn closer to the body, its skin stiffens and “puckers” somewhat, and the testes are ele-
vated. How quickly an erection takes place varies significantly, but it generally takes longer
in an older man. (The effects of aging on human sexual arousal and response are discussed
in Chapter 13.) The nature and consistency of sexual stimulation affect the development of
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an erection, and some men need vigorous and prolonged stimulation while others become
erect quickly with little or no physical stimulation. The type of erotic stimulation that fosters
excitement also varies considerably. Visual, auditory, and tactile stimuli may all be involved,
or fantasy alone may produce an erection. Distraction can lead to a sudden loss of tumes-
cence. It is also normal for a man to experience brief periods in which the erection is lost but
then regained.

Just as women’s breasts change during excitement, similar changes sometimes occur in
men’s nipples. Masters and Johnson reported that 60% of their male subjects showed nipple
erection, usually later in the excitement phase. Nipple erection may persist long after resolu-
tion, up to an hour or more. The sex flush also sometimes occurs in men, often developing
late in the excitement phase or well into the plateau phase. Generalized muscular contrac-
tions often occur late in the excitement phase with both voluntary and involuntary muscu-
lar tension. As in women, heart rate, breathing rate, and blood pressure also increase.

The duration of excitement depends on the couple’s interaction. When foreplay is
leisurely and relaxed, arousal may build slowly. When it is more focused and urgent, excite-
ment may develop suddenly. Different people have different preferences, but most couples
like to get “in sync” with each other.

Plateau Phase In the plateau phase, the penis further increases slightly in diameter. This
is more obvious toward the glans. The penis may also have a slight color change at this time,
becoming a bit darker, due to continued vasocongestion. This color change does not occur
in all men and varies widely. As the plateau phase continues, a man’s testes are drawn more
closely to the body. Masters and Johnson explained that for men to experience full ejacula-
tory discharge of their semen, the testes must be fully drawn toward the body. If sexual in-
teraction during the plateau phase is cut short and the testes have not been retracted fully be-
fore ejaculation, the semen leaves the body with less force. The testes also increase in size
during the plateau phase, from 50% up to a 100% increase. This occurs due to vasoconges-
tion in the testes; generally, the longer the plateau phase lasts, the larger the testes become,
the higher they are retracted, and the more forceful this ejaculation is.

In the plateau phase the secretions of Cowper’s glands often cause a visible accumulation
of clear liquid at the tip of the penis; in some men this occurs in the excitement phase. Chap-
ter 11 explains why this is one reason that coitus interruptus is ineffective for contraception.
The nipples do not change much in appearance during the plateau phase. Generalized body
tension continues to build, particularly apparent in the man-on-top position while he is sup-
porting his weight and may feel shaky because of involuntary muscular spasms. Heavy
breathing, a fast heart rate, and further increases in blood pressure all occur in the plateau
phase. Loving and encouraging words can add much to this build-up of arousal, and one’s
partner generally feels an especially effective lover when hearing them! Sometimes, both
women and men need to be reminded that “talk” isn’t just another four-letter word
(Zilbergeld, 1992, page 191).

The Orgasm Phase Orgasm in men involves rhythmic contractions of tissues and muscles
throughout the genitalia and pelvis. Muscles surrounding the urethra, the corpora cavernosa,
and deep in the groin and hip area all contract to help force semen out of the body. Masters
and Johnson showed that these contractions begin at intervals of less than a second and be-
come longer after the first few spurts of semen. These contractions continue at more irregu-
lar intervals for several more seconds, still releasing semen but with far less force. Learning
about one’s orgasms can be a very interesting exercise in self-awareness. Many men observe
that the moments after the bulk of ejaculate has left the penis are the most intensely pleas-
urable. Orgasms can last from a few to many seconds. During this time there is little change
in the size and position of the testes.

Orgasm in men is often accompanied by vigorous pelvic thrusting, involuntary muscular
spasms, and shouting, grunting, or other verbalizations, although less dynamic responses are
also common and normal. Just as women often feel a need to show that they have had an or-
gasm in order to reassure their partners of their ability as lovers, men often feel the same way.

In men, orgasm is often described as a two-stage process of emission and expulsion. In
the emission phase, seminal fluids are held momentarily at a point close to the tiny muscles
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surrounding the urethra where it exits from the bladder. At this point of “ejaculatory in-
evitability” a man knows he is about to ejaculate. In the expulsion stage, the rhythmic penile
and pelvic muscular contractions begin, and semen is forced through the part of the urethra
that runs through the penis. Some men feel the emission stage as “having an orgasm” and the
expulsion stage as “coming.”

If the man developed a sex flush, it may become more obvious during orgasm. Muscular
tension during emission and expulsion become intense. Masters and Johnson recorded heart
rates above 180 beats per minute in men during orgasm, and blood pressure and the breath-
ing rate also peak at this time, although some men hold their breath while engaging in vig-
orous pelvic thrusting at orgasm. Many men perspire profusely after ejaculation, even if sex-
ual interaction was not vigorous. The soles of the feet and palms of the hands are most likely
to be wet with perspiration, often along with many other areas on the surface of the body.
Masters and Johnson reported that about one-third of their male subjects reacted during or-
gasm with a significant perspiration.

The Resolution Phase As a woman’s body returns to its pre-arousal state during the res-
olution phase, so does a man’s. The shortening and softening of the penis, called detumes-
cence, occurs in two stages. The primary stage takes place soon after ejaculation, when the
penis decreases in size but is still about 50% larger than it is when unstimulated. Later, the
penis decreases in size to its unstimulated, usual size. After prolonged intercourse the pri-
mary stage of detumescence is extended and the secondary stage delayed. Generally, with in-
tense, prolonged erotic stimulation, detumescence takes longer and the penis is slower to re-
turn to its unstimulated appearance. Masters and Johnson reported that if the penis is left in
the vagina after ejaculation, detumescence of the penis may be delayed significantly, but if in-
timate closeness is interrupted and the man is distracted after intercourse, full detumescence
may occur quickly.

After orgasm and ejaculation, men enter the refractory period. “Refractory” in this con-
text means “unresponsive,” and at this time continued erotic stimulation will not re-arouse
the male, who cannot soon attain another erection. In younger men the refractory period may
last an hour or so, whereas in older men it may last several hours or even a day.

During resolution, the testes return to their pre-excitement size and return to their usual
lower position in the scrotum. Longer periods of erotic stimulation in the plateau and orgasm
phases generally delay testicular and scrotal changes, and they may not return to their un-
stimulated stage for some time. Heart rate slows, breathing frequency decreases, and blood
pressure returns to normal in the resolution phase. The sex flush dissipates very quickly.

Just as many women desire to be held and cuddled after intercourse, many men too re-
port strong feelings of closeness and savor this personal time together, although much less
has been written about this issue among men.

Helen Singer Kaplan’s Three-Stage Model
Masters and Johnson’s Human Sexual Response was published in 1966. Another way of ana-
lyzing the changes that occur during human sexual response was suggested by Dr. Helen
Singer Kaplan in 1979. Kaplan was a sex therapist with a background, training, and experi-
ence different from that of Masters, a physician who specialized in obstetrics and gynecology
and whose medical orientation contributed to laboratory-oriented ways of measuring the
physiology of arousal and response.

Kaplan’s conceptualization is different from that of Masters and Johnson in that she labels
the first stage of arousal and response “desire” (Figure 7-8B). Kaplan felt psychological fac-
tors are critical early in a person’s sexual excitement. The other stages in Kaplan’s model are
“excitement” and “orgasm.” The physiological events occurring in Kaplan’s three stages are the
same as in Masters and Johnson’s four stages, of course, but with a different conceptualiza-
tion of the first stage, “desire.”

The Desire Phase Earlier we referred to the importance of a person’s sexual value system
and how it colors one’s world and perceptions of erotic stimuli. Stimuli that for some are
arousing, for example, may provoke anxiety and fear in others. Such differences depend on
one’s personal past as a developing child, adolescent, and mature adult. There are no certain,
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unvarying stimuli that carry the same sexual meaning for everyone. Therefore, desire is very
idiosyncratic and personal and can be affected by many different considerations, including
general health, psychological well-being, and medications.

Desire involves the mind. While Masters and Johnson observed and measured sexual
arousal by focusing on its reflexive nature, Kaplan emphasized the importance of perception,
memory, judgment, and other cognitive processes. Sexual desire also has a willful quality, in-
volving a purposeful decision to feel or suppress sexual desire. One who is tired or depressed,
for example, might have to make a psychological effort to feel sexual yearning. Similarly, at
times when sexual thoughts and arousal would be disruptive, one can focus on something
else.

Kaplan’s model clearly distinguishes between desire as a psychological issue and the
solely physical first stages of response in the approach of Masters and Johnson. Both ap-
proaches are important and provide insight into human arousal and response.

The Excitement Phase In Kaplan’s second stage, vasocongestive responses of the pelvis
and genitalia are prominent, corresponding to what Masters and Johnson discovered about
penile erection and vaginal lubrication. A generalized, whole body increase in muscular ten-
sion (myotonia) is prominent during this phase along with a modest increase in heart rate,
blood pressure, and respiration rate. For Kaplan, these physiological changes are continuous
with the plateau stage, where sexual excitement continues to build. Kaplan’s model also de-
scribes excitement and plateau as closely related and not separable in any meaningful way.

The Orgasm Phase The third and final stage of Kaplan’s model is orgasm, with the phys-
iological changes described earlier. Resolution is not included in her scheme. While Kaplan
appropriately emphasized the importance of cognitive and emotional factors preceding sex-
ual excitement, it seems odd that she had little to say about similar psychological matters af-
ter two people have shared intimacy. Kaplan apparently felt that the return to preexcitement
levels of physiological arousal did not comprise a coherent structure meriting a separate stage
designation.

Thinking, Perceiving, and Sexual Arousal and Response
Masters and Johnson’s and Kaplan’s approaches to human sexual response are now classic and
widely followed. In more recent years, new theories continue to be developed that emphasize
perceptual and thought processes involved in how people perceive erotic elements in the en-
vironment and respond to them. This more recent focus on the psychological dimension is
natural, since Masters and Johnson so thoroughly covered the medical and physical dimen-
sion.

Two of these newer approaches are those of David Reed (cited in Francoeur, 1991) and
Eileen M. Palace (1995). Both of these models share something significant: a moment-by-
moment attention to simultaneous events in mind and body. Reed developed what he called
the erotic stimulus pathway model (Figure 7-8C). Reed built on the work of Masters and John-
son and suggested a sequence of changes he named seduction, sensations, surrender, and re-
flection. His model focuses on both physiological changes and the psychosocial environment.
For Reed, desire and excitement are essential parts of seduction, which involves both attrac-
tion and charm. In seduction, people give themselves permission to think and feel sexually
and attempt to present themselves in a way intended to be perceived as erotic by their some-
one else. While the word “seduction” is sometimes used to mean taking unfair advantage of
someone, Reed used the term differently. The seduction process, therefore, involves arousal,
which sometimes takes place over an appreciable length of time. The word “process” is 
important here: feelings of seduction often grow slowly, even imperceptibly, during the de-
velopment of desire, arousal, and focused sexual interest. Seduction is often prolonged and
patient.

For Reed, sensations correspond to the latter part of excitement and the plateau phase as
described by Masters and Johnson. During this phase people become acutely, sometimes hyp-
notically focused on erotic information from the senses. Many people report an enhanced
acuity of touch, smell, and vision for erotic experience. One’s interpretation of such percep-
tions is a cognitive experience accompanying other thinking about one’s body and one’s part-
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ner’s body, but there is still often an element of primal feeling along with these more rational,
interpretive experiences.

Reed’s third stage is called surrender. Here one relinquishes restraint and gives in to the
pleasures of the moment. One submits to high sexual arousal levels and yields to the desire
for orgasm. During plateau, a person is more or less aware that orgasmic response is ap-
proaching but can delay or slow down that approach. In surrender, one stops such maneu-
vers and “lets go.” “Surrender” in this context involves liberation and the free expression of
sexual response. Not everyone can easily let go, however, and sometimes an excessive need
for control and/or manipulation hinders full, uninhibited feelings of release. In Victorian
times, for example, many men associated orgasm with loss of control over their own bodies
and thereby felt guilt with orgasm. A young woman raised to think that “good girls” don’t
have orgasms may also feel guilt and ambivalence with building sexual arousal.

Reed’s final stage is called reflection, which coincides with resolution. Reed’s assumption
here, with which we agree, is that it is common and normal for people to think about their
behaviors. When intimacy has been fulfilling and liberating, one is likely to assess the expe-
rience as positive and may even feel more sexually competent the next time. If the experi-
ence involved feelings of shame, guilt, and failure, however, the person may become appre-
hensive about intimate relations in the future. Although reflection is a private experience, it
is generally good to share one’s feelings with one’s partner and it often helps one feel better
for doing so. In some ways Reed’s scheme is a refinement of the work of Kaplan and Masters
and Johnson.

The role of cognitive and perceptual processes in sexual arousal has been further explored
experimentally by Palace (1995). This research emphasizes that becoming sexually excited is
not primarily reflexive but that what one thinks and feels plays a major role. It has been found
that generalized autonomic nervous system arousal may play an important role in sexual ex-
citement. Palace demonstrated that viewing films that are likely to provoke anxiety or sexual
excitement increases the likelihood that a person will respond physiologically to sexual stim-
uli, presumably because both anxiety and sexual arousal result from activation of the sympa-
thetic branch of the autonomic nervous system. Interestingly, women subjects who were told
that their physiological measures indicated sexual arousal when this was not true reported
increased erotic arousal to sexual stimuli and also showed increased genital arousal. When
this “false feedback” is combined with general autonomic nervous system arousal, these sub-
jects reported high levels of erotic responsiveness and had elevated genital arousal measured
by photophythsmography. In other words, believing one is sexually aroused may be sufficient
to cause some physiological arousal even when the belief is based on false information.
Palace’s work supports the role of cognitive and perceptual events in arousal. This research
was based on the responses of women to erotic stimuli and may not generalize to men. Palace
points out, however, that men know when they are becoming erect and, therefore, have a
clear indication of excitement. Women, in contrast, cannot directly see genital changes that
indicate growing erotic arousal. Maybe Sigmund Freud was correct when he said our most
sensitive erogenous zone is located between our ears!

We have discussed the anatomical and physiological aspects of different conceptions of
the sexual response cycle, but until recently there were no reports of changes in hormone lev-
els that accompany sexual arousal and orgasm in females. Exton et al. (1999) developed a
technique by which moment-by-moment changes in various hormone levels correlated with
sexual arousal and response could be recorded. They also recorded changes in heart rate as
well as subjective levels of sexual arousal. An intravenous cannula, inserted into a vein in
each subject’s arm, was used to collect approximately 1 milliliter of blood per minute while
subjects observed a documentary film about culture in Nepal for 20 minutes, followed by a
20-minute pornographic video, and again the documentary film for another 20 minutes.
About halfway through the pornographic video, subjects masturbated to orgasm while re-
clining and watching the video. Control subjects watched the documentary film for 60 min-
utes. Sexual arousal increased heart rate as well as levels of adrenaline and noradrenaline in
the bloodstream. Subjective reports of arousal and vaginal changes also revealed increasing
levels of sexual excitement. Interestingly, levels of the hormone prolactin increased signifi-
cantly during sexual arousal and orgasm and remained elevated for as long as an hour after
orgasm. Similar findings were reported in a comparable study of men (Kruger et al., 1998).
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Factors Affecting Sexual Arousal and Response

A meaningful understanding of human sexual response ideally includes not only biological
facts but also useful information about psychosocial issues and communication strategies.
We call this a climate of psychological safety, by which we mean that two individuals approach
a sexual experience willingly and without any suggestion of coercion or force. They feel com-
fortable in discussing sexual issues before, during, and after they make love and do not ig-
nore any misunderstandings or incompatibilities that may emerge in any aspect of their rela-
tionship. Neither person feels that they are being judged by the other; both enjoy what the
famous clinical psychologist Carl Rogers called “unconditional positive regard.” In other
words, they like, respect, and may love each other no matter what. People who enjoy a cli-
mate of psychological safety feel that they can be independent and part of a couple at the
same time. A climate of psychological safety can be an important element of love, but people
can also enjoy these mature relationship qualities without being in love (Table 7-1). Unless
individuals feel safe, however, they will probably not be fully and comfortably receptive about
intercourse or non-intercourse sexual pleasuring (Hendrick & Hendrick, 1992; Byrne &
Murnen, 1988).

Psychological Factors
Do our moods affect our sexual feelings and responsiveness and, if so, how? Can sexual ex-
citement be willed by just thinking about sexual experiences? Can sexual arousal be invol-
untary and beyond our control? These questions involve the relationship between mind and
body and the role of psychological factors in sexual excitement and orgasm. The mind stores
recollections of thoughts, feelings, and actions, as well as their pleasurable or unpleasurable
consequences. Because of the incredible human capacity for mental imagery and accurate rec-
ollection, people have a repository of their own sexual history, which affects their sexual be-
haviors.

Kaplan’s model of sexual arousal begins with the idea of desire, which involves psycho-
logical aspects of sexuality more than just genital changes. But how is desire communicated?
Earlier in this chapter flirting was described as one way. In addition, words spoken between
people in intimate situations can play a big part in their excitement. How people verbally
communicate their erotic feelings and desires has been systematically evaluated and reported.
Wells (1990) assessed the kinds of language people find erotically arousing in intimate situ-
ations and found an interesting difference between heterosexual and homosexual individu-
als. Wells asked his subjects about their sexual references to male genitalia, female genitalia,
intercourse, oral-genital stimulation, and manual stimulation of the genitalia. Many formal
and slang terms were used by these subjects (heterosexual males, gay males, heterosexual fe-

males, and lesbians), and different kinds of people found dif-
ferent kinds of words erotic. Subjects were asked about their
usage of formal terms (penis, vagina, clitoris, make love, fel-
latio, cunnilingus, masturbate) and common slang terms
(dick, pussy, clit, fuck, blow job, eat, jack off). Although such
terms are commonly used, Wells was unable to discover
much about how these subjects used these terms with their
spouses or lovers. However, he did discover that homosexu-
als in his study were more likely to use erotic expressions
during sexual interactions with their partners and were also
more likely to use slang terms for body parts and sexual acts
than heterosexuals. Presumably, different communication
styles are related to different types of climate of psychologi-
cal safety. Some people are comfortable with slang and others
are not, and neither is more or less “normal” than the other.
People generally seem to find their own way to express desire
and excitement.

Sexual imagery and fantasy are also associated with ex-
citement and response. Sexual fantasies include recollections
of previous sexual experiences and imagined sexual interac-
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TABLE 7-1

Climate of Psychological Safety

Two individuals approach a sexual experience will-
ingly, willfully, and without any suggestion of co-
ercion or force.

Two individuals feel comfortable discussing sexual
issues before, during, and after they make love.

Two individuals do not ignore any misunderstand-
ings or incompatibilities that may emerge in any
aspect of their relationship.

Neither individual feels judged by the other and
both enjoy unconditional positive regard. They
like, respect, and love each other without 
conditions.

Two individuals feel that they can be independent
and still be part of a couple at the same time.



tions with someone to whom one is attracted but has not been intimate with, sexual activi-
ties with strangers, or sexual activities thought unusual or “taboo.” Most people fantasize
during masturbation, and many also have sexual fantasies during intercourse; such fantasies
may enhance an individual’s arousal and responsiveness (Leitenberg & Henning, 1995).
Many people need the stimulation of sexual imagery to have an orgasm during masturbation
and look to erotica or pornography for this stimulation. Sexual fantasies may also focus on
emotions that accompany sexual behavior.

Experts disagree whether sexual fantasies are a voluntary or involuntary aspect of sexual
behavior. Fantasy can be provoked or stimulated but also frequently seems to happen on its
own. Not all people have sexual fantasies, but those who do seem to experience them fre-
quently. Smith and Over (1990) reported that men can be taught to enhance the vividness of
their sexual fantasies, which heightens both physiological and subjective measures of arousal.
However, other subjects who were given general instruction concerning imagery experienced
no such enhancement when instructed to fantasize about sexual themes. Some writers sug-
gest that sexual fantasies are a type of creativity and that they represent a basic human desire
to explore our curiosity. Indeed, sexual fantasies have been viewed as a way of safely prepar-
ing for sexual experiences one has not had but has perhaps thought about exploring. Not
everyone wants to act out his or her fantasies, however, and many may want to keep their
fantasies highly private.

Sexual fantasies have been explored in the laboratory, with physiological measures of
arousal compared with the subjects’ perceived strength of the images. In one study (Tokatlidis
& Over, 1995), female subjects were presented with three different sexual themes and asked
to fantasize about each. These were fantasies with images or activities involving genitalia,
themes involving dominance during sexual acts, and themes involving sensual, non-
intercourse experiences. The clarity of mental images and the subjects’ focus on the content
of the fantasy were related to the frequency with which these women had fantasies about
these topics in the preceding year. Apparently, the more frequently a woman incorporated a
theme into her sexual fantasies, the more evident it was in the subject’s imagination and the
more easily could the woman concentrate on specific attributes of the fantasy. Fantasies in-
volving genital themes were generally most arousing, sexual power the next most exciting,
and sensual scenes and feelings the least. Whether the results would be similar for men is a
topic for further investigation (see Chapter 8, Table 8-3).

Another psychological aspect affecting sexual arousal is performance demand, or the “im-
plicit or explicit desire for increased sexual performance” (Laan, Everaerd, Van Aanhold, &
Rebel, 1993). This raises an interesting question: if we feel that someone else wants or ex-
pects us to behave sexually, does this facilitate or inhibit our arousal? Are we excited by be-
ing wanted or inhibited by concern for performing wonderfully? As discussed in Chapter 14
on sexual dysfunctions, performance demand can be potentially inhibiting, mainly for men.
In a study of the impact of performance demand on arousal in women by Laan, Everaerd, Van
Aanhold, and Rebel (1993), healthy women with normal sexual responsiveness were shown
erotically explicit films or asked to engage in fantasy and were told to “try to become as sex-
ually aroused as possible within 2 minutes and try to maintain it for as long as you can. Your
level of sexual arousal will be recorded.” Women in the control condition were told: “Focus
on the sexual enjoyment or pleasure you might receive from the film (or your fantasy). Your
level of sexual arousal is of no importance.” Vaginal photoplethysmography was used to as-
sess sexual arousal, and subjects were asked to rate their overall sexual arousal, their most
powerful feelings of sexual arousal, their strongest genital feelings, and their strongest extra-
genital sensations. By both subjective and physiological measures, those women given the
performance demand experienced greater levels of sexual arousal. Physiological arousal was
more pronounced in women observing the erotic film, and subjective arousal was greater in
the women asked to fantasize. These data were similar to those recorded from men
(Abrahamson, Barlow, & Abrahamson, 1989). This study showed that performance demand
may play an important role in the sexual response cycle.

Sexual Experience and Sexual Responsiveness
Researchers have also asked whether individuals with many sexual experiences become sex-
ually aroused more readily than those with fewer sexual experiences or those who are virgins.
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A related question is whether those who become aroused more often get better at recogniz-
ing the signs of sexual excitement. Kilmann, Boland, West, Jonet, and Ramsey (1993) ex-
plored these questions using various self-report questionnaires. Subjects were undergraduate
volunteers, who were placed in three groups based on their reported sexual experiences: vir-
gins, those with between 1 and 5 casual sexual experiences, and those with 6 or more casual
sexual experiences. The word “casual” was used in this study to describe an unplanned sex-
ual encounter of individuals who had intercourse shortly after they met and who did not plan
to ever see each other again. The study polled 362 never-married undergraduate students,
85% of whom had reported at least one sexual encounter. The results were straightforward:
subjects with more casual sexual experience did not rate themselves as more easily aroused
sexually.

Whether subjective experiences can affect the magnitude or timing of sexual arousal has
intrigued other investigators. Laan, Everaerd, Van Der Velde, and Geer (1995) sought to find
out if a woman’s awareness of her genital sensations while being shown erotic film images
would contribute to her subjective reports of sexual arousal. The answer was yes: greater
physiological measures of genital excitement correlated strongly with personal reports of sex-
ual arousal. Women likely use two kinds of cues for evaluating their levels of arousal: their
perceptions of external stimuli and their body’s responses to those stimuli. These investiga-
tors reported that this relationship is clearest at low to moderate levels of sexual arousal and
not so clear at higher degrees of arousal, perhaps because high levels of sexual arousal are
more difficult to create and measure in the laboratory. The Laan et al. study did not explore
this relationship in men. Men, of course, can easily see and feel the physical manifestations
of sexual arousal; their erections are generally obvious. Because in women there is no obvi-
ous reflection of excitement, women need to attend to more subtle indications of levels of
arousal.

People can become aroused and have orgasms with or without a partner, of course, but
shared sexuality is often more arousing if one’s partner seems really involved in the love mak-
ing. Both women and men think of partner involvement as extremely desirable, especially if
it involves orgasm. Darling, Davidson, and Cox (1991) studied orgasmic response in women
in relation to the timing of their partner’s orgasm. These investigators surveyed over 700
women and discovered that when women experienced orgasm after their partners, they re-
ported lower levels of physiological and psychological enjoyment. However, when women re-
ported having orgasms before or simultaneously with their partners, their level of satisfaction
was much higher. Women often do not have an orgasm at all during sexual intercourse;
Reinisch (1990) reports that 50-75% of women who have orgasms through masturbation do
not have them during sexual intercourse. This kind of information is helpful to couples who
may not be aware of the timing of their responses and who might benefit by better verbal and
nonverbal communication in their arousal and plateau stages.

Controlled experimental techniques have been used to examine whether a person can
“will” or “suppress” sexual excitement through cognitive strategies alone. Mahoney and
Strassberg (1991) reviewed the literature on this question and carried out experiments to
clarify the issue of voluntary versus involuntary control of sexual arousal in men. While pe-
nile erection is primarily under the control of the autonomic nervous system, there may also
be a voluntary component to arousal (Herman & Prewett, 1974; Quinsey, Bergersen, & 
Steinman, 1976). A summary of the literature by Hatch (1981) leads to a few generalizations.
First, many men can suppress the physiological signs of sexual arousal, even when presented
with explicit sexual stimuli. Second, some men can “will” an erection, even when there are
no obvious erotic cues present. This may be similar to how some people can use biofeedback
to alter physiological functions, such as blood pressure or heart rate, that are generally
thought beyond voluntary control. 

Habituation
So far, we have seen that several psychological factors have a clear impact on the magni-
tude, latency, and duration of excitement. Another interesting psychological variable re-
lated to sexual arousal is habituation, a term that refers to diminished behavioral re-
sponses during repeated presentations of the stimuli that elicit them. We habituate, or get
used to, erotic stimuli and have a lessened response to them the more we experience them,
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although perhaps only within restricted periods of time.
Koukounas and Over (1993) asked male subjects either to
watch the same 60-second erotic film segments or to en-
gage in the same sexual fantasy for the same period of time.
Participants repeated this procedure 18 times in consecu-
tive trials, during which their penile circumference was
continuously measured with a penile strain gauge and after
which participants subjectively rated the eroticism of each
film exposure and fantasy period. On the 19th and 20th tri-
als, new film segments or fantasy themes were introduced.
On the 21st and 22nd trials the subjects were again asked
to focus on the earlier film segment or fantasy theme.
Throughout the initial 18 exposures, subjects showed pro-
gressively less physiological arousal and lower subjective
sexual arousal as they habituated to the stimuli. On the
19th and 20th trials with new stimuli and fantasy themes,
both physiological and subjective measures of arousal in-
creased significantly; this phenomenon is known as disha-
bituation. Finally, when subjects were re-exposed to the original film and fantasy, their
physiological and subjective arousal levels returned to their lowered levels. Similar data re-
garding habituation have been reported by Meuwissen and Over (1990). In a different
study, however, using color slides instead of film clips or fantasy, the amount of habitua-
tion recorded both physiologically and subjectively was significantly smaller than in these
other studies (Laan & Everaerd, 1995).

Habituation may be a relatively common phenomenon. Many people in long-term
monogamous relationships report that they find their partners less exciting and their sexual
routines more routine and predictable, and even that they are somewhat bored with the phys-
ical aspects of their relationship. Women’s magazines have frequent articles on how to “spice
up your marriage.” Even in long-term relationships, exploration, curiosity, and novelty are al-
most always appreciated and often invigorate patterns of sexual interaction that may have
grown too predictable (Fig. 7-12).

Emotion and Sexual Arousal and Response
Just as our thoughts and fantasies affect sexual arousal, so too do our moods. Emotions such
as anxiety, fear, or depression reflect clear changes in cognitive functioning and may also af-
fect the activity of the autonomic nervous system. Many people find it difficult or impossible
to feel sexual when they are anxious, fearful, hostile, or depressed, and these emotions also
affect sexual arousal and response. These emotions are very common emotions and are often
so troubling that many take prescribed medications to treat them. Studying the impact of
these emotions involves methodological challenges. Should researchers rely on the findings
of counselors and psychotherapists who study this issue in clinical settings but who, there-
fore, lack empirical evidence of the nature and extent of the disruptive effects of these emo-
tions? Or can this question be explored reliably in the laboratory through short-term, artifi-
cial manipulations that may foster only temporary or insignificant levels of these emotions?
Almost all sex therapists acknowledge the inhibiting impact of negative emotions on sexual
arousal in both women and men.

A laboratory study by Hale and Strassberg (1990) demonstrated that when male subjects
temporarily worried about avoiding electrical shock or critical feedback, their physiological
arousal while watching erotic films was substantially lower than that of subjects not con-
tending with these concerns. However, another study (Bozman & Beck, 1991) did not find
significant differences in response between similar groups. Anxiety, of course, involves a per-
vasive but diffuse feeling of apprehension not specifically related to particular events—real,
possible, or imagined. One of the problems of managing anxiety is that the person does not
know exactly what (or who) causes it and, therefore, what or whom to avoid. When people
know exactly what they find problematic or threatening, this is called fear. Anxiety can be
mild, moderate, or severe and is often difficult to describe precisely. Both Kaplan and Masters
and Johnson have described the negative impact of anxiety, including anxiety that has noth-
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ing to do with sex, on sexual arousal. Chapter 14 on sexual dysfunctions discusses this topic
further.

Depression also is a very common emotion. The effects of depression on arousability are
not as clear as with anxiety. It is difficult to artificially induce depression in the laboratory.
Still, Meisler and Carey (1991) found that men experiencing depression had diminished and
delayed subjective sexual arousal, although penile tumescence as measured with a penile
strain gauge was unaffected. It may not be possible to generalize results from such labora-
tory experiments to the population at large, however. Further, data regarding the relation-
ship between depression and female sexual arousal are mixed. Some depressed women show
delayed and diminished sexual arousal when presented with erotic stimuli, and others may
have increased arousal. Further research is needed to elucidate the relationship of depression
and arousal. It should also be noted that many depressed people take antidepressant med-
ications, which themselves can significantly diminish sexual arousal in some people.

Anger is another emotion whose effects have been studied. Bozman and Beck (1991)
studied the effect of anger on sexual arousal in men as subjectively and physiologically meas-
ured. In comparison to the control group and the subject group experiencing anxiety, partic-
ipants who were angry had the greatest suppression of sexual arousal when presented with
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Other Countries, Cultures, and Customs
Sexual Arousal and Painful Stimulation in Aboriginal Cultures

In a true classic in the study of human sexuality, Clellan S.
Ford and Frank A. Beach published Patterns of Sexual Be-

havior in 1951, which presented a cross-cultural analysis of
sexual behavior in 191 different cultures, societies, and tribes
on all continents. Their book is faultless by all scholarly stan-
dards. Although variations in foreplay and different types of
sexual touch are discussed in Chapter 8, we will note here
that approaches to sexual arousal differ significantly among
different cultures. Behaviors that elicit sexual arousal in one
part of the world may be utterly ineffective in another.

Ford and Beach point out that in our society women and
men may “...pinch, scratch, bite, or otherwise bring pain to
the partner” (page 55) during moments of keen arousal.
When these behaviors are mild or moderate, the individuals
do not feel threat or fear. While “rough sex” is practiced and
even enjoyed by some people, when this behavioral pattern
becomes habitual and abusive, it is plainly deviant. Ford and
Beach speculate that although all humans may tend to be
more assertive and physical during lovemaking, aggressive-
ness is not common in our own society. Their cross-cultural
analysis of sexual behavior revealed that in some societies,
however, this erotic/aggressive tendency is both magnified
and accepted.

For example, the Siriono, a South American tribe, engage
in extremely physical sexual interactions. The anthropologist
A. R. Holmberg summarizes his research into the sexual prac-
tices of this group by noting:

The sex act itself  . . . is a violent and rapid affair.
There are few if any preliminaries. Kissing is un-
known, but oral stimulation is not absent; lovers have
the habit of biting one another on the neck and chest
during the sex act. Moreover, as the emotional inten-

sity of coitus heightens to orgasm, lovers scratch each
other on the neck, chest, and forehead, so that often
they emerge wounded from the fray. Although people
are proud of them, these love-scars sometimes cause
trouble (in cases of extramarital intercourse), because
they are visible evidence of the infidelity of a husband
or wife.

—Holmberg, 1946, p. 184, 
cited in Ford and Beach, 1951, p. 56

Ford and Beach offer more examples. Women of the
Choroti, another South American tribe, routinely spit in their
partner’s face during intercourse, and women of the Apinaye
(also of South America) frequently bite off parts of their part-
ner’s eyebrows and spit them off to the side with great fan-
fare. Other examples:

Ponapean men [Oceania] usually tug at the woman’s
eyebrows, occasionally yanking out tufts of hair.
Trukese women [Oceania] customarily poke a finger
into the man’s ear when they are highly aroused.
Women of many societies bite the skin of the partner’s
neck, shoulder, or chest when sexual excitement is at
its height. The red marks left on the skin may be a sub-
ject of jest; the Toda [Eurasia] greet any person who
is so marked with the quip; “You have been bitten by a
tiger.”

—Ford and Beach, 1951, p. 56

Of course, love bites, or “hickies” as they are sometimes
called, are common in our own society too. These red or pur-
ple marks result from “suction kisses” and may persist a day
or two (Reinisch, 1990, page 111).



erotic audiotapes. These investigators believe that the anger experienced by many people im-
pairs sexual arousal both psychologically and physiologically.

Biological Factors
Like psychosocial and interpersonal factors, many biological issues have a lot to do with sex-
ual arousal and response. We have emphasized elsewhere that women experience cyclic
changes in levels of female hormones before menopause, while men experience relatively
steady levels of male hormones. Because different levels of female hormones are associated
with mood changes and feelings of well-being, researchers have asked if women experience
predictable changes in arousability in different phases of their menstrual cycles. Meuwissen
and Over (1992, 1993) found that arousability does not differ across phases of the menstrual
cycle. Both physiological and subjective measures of women’s responses to sexual fantasies
and erotic films did not reveal consistent, reliable differences in arousability through the
menstrual cycle. Remember, however, that women vary much in their feelings of sexual re-
ceptivity during the menstrual cycle, and expecting to become aroused can often facilitate
such arousal. There is nothing unusual about a woman who feels noticeable differences in
arousability through the menstrual cycle. This research was done in a laboratory, and labora-
tory results are often different from those in other settings. Keeping a diary or personal jour-
nal would help one recognize whether such changes actually occur.

If the cyclic hormone changes in the menstrual cycle seem unrelated to sexual arousabil-
ity, might hormone changes during pregnancy affect a woman’s feelings of sexual inclination
or erotic interest? Barclay, McDonald, and O’Loughlin (1994) reported on an extensive inter-
view study that explored sexual interest and behavior during pregnancy. Twenty-five married
couples participated during the first trimester of the pregnancy, and many of them also at the
end of the second and third trimesters. The study revealed a significant decrease in sexual in-
terest among these women through their pregnancies. Their husbands, however, reported no
such decline in sexual interest. There was a notable decrease in the frequency of sexual in-
tercourse through the pregnancy, although they commonly enjoyed non-intercourse sexual
pleasuring. The diminished sexual interest in the women in this study may have been due to
both hormonal changes during pregnancy and the potential physical discomfort of having in-
tercourse with a notably distended abdomen.

Do oral contraceptives affect sexual arousability? Birth control pills artificially regulate
levels of female hormones, which might have an effect on sexual arousability. This question
is not as simple as it seems. Some oral contraceptives deliver a relatively constant level of fe-
male hormones, but others dispense different amounts of hormones during different phases
of the menstrual cycle. Methodological questions are also involved, such as whether research
dealing with the impact of oral contraceptive usage should be prospective or retrospective.
Setting up questionnaire protocols before the period of study is generally better than relying
on subjects’ memories of their feelings of well-being and sexual interest in cycles once they
are past. The data are far from clear.

Graham and Sherwin (1993) evaluated the effects of triphasic oral contraceptives on
mood and feelings of sexual interest in a sample of women for whom the pill was pre-
scribed to lessen premenstrual symptoms. Triphasic pills deliver different doses of syn-
thetic female hormones during each of the first three weeks of a woman’s cycle, with no
hormone delivered during the fourth week. The women in this study who received oral
contraceptives reported lessened sexual interest during and after the menstrual phases of
their cycles. A subtle but important finding was that overall mood and sexual desire are in-
dependent of each other. The hormonal effects of birth control pills, therefore, had an ad-
verse effect on both. In an earlier investigation, Bancroft, Sherwin, Alexander, Davidson,
and Walker (1991) examined sexual experience and sexual attitudes among women who
did or did not use oral contraceptives. Among the women in ongoing sexual relationships,
those using oral contraceptives reported having intercourse more often and greater levels
of sexual motivation and enjoyment, and evaluated their partners more positively than the
women not using oral contraceptives. Finally, Warner and Bancroft (1988) noted that
women using triphasic oral contraceptives were more likely to have rising and falling feel-
ings of well-being and sexual interest compared with women using monophasic oral con-
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traceptives delivering the same dosages of synthetic female hormones for 21 days of a 28-
day cycle.

Legal and Illegal Drugs
Legal and illegal drugs are another interesting biological factor that affects sexual arousal and
response. Drugs enter the central nervous system and affect our perceptions of erotic stimuli
and our responses to them. Aphrodisiacs are substances that supposedly enhance erotic per-
ceptions and sexual performance. In virtually all societies, people have sought such agents
and have attributed magical or powerful properties to unusual substances, like ground rhi-
noceros horn. Although various drugs alter the intensity of physical sensations during sexual
interactions, it is controversial whether any single substance has singular and specific effects
in enhancing sexual arousal and orgasm. Because of simple expectancy, if one is told that a
substance will enhance sexual feelings and response, a self-fulfilling prophesy may occur
such that one perceives that effect even if any real effect is minimal or nonexistent. Finally,
an agent that effectively stimulates sexual interest and response is not the same as an agent
that nonspecifically lessens inhibitions, as discussed below.

Virtually all societies have discovered drugs that alter consciousness, including an enor-
mous variety of substances. Even the most remote groups of people have discovered the
mood and mind-altering properties of herbs, plants, fungi, and yeast fermentation. Societies
everywhere perpetuated the use of such drugs through word of mouth, written records, and
religious traditions. It seems the desire to alter consciousness is a cultural universal.

Alcohol is probably the most available mind-altering agent and is often reported to lessen
inhibitions and enhance sexual feelings. But there are some serious risks associated with the
use of alcohol. Adolescents and young adults often have a false sense of safety with alcohol
because of its known potency and purity. Some young people assume that because they know
the strength of what they are drinking and trust its purity in its manufacturing and packag-
ing, then it must be safe. Alcohol is very different from drugs purchased on the street with lit-
tle trustworthy information about their potency or purity. Even though people might not con-
sciously think about it this way, most people just naturally assume alcohol is relatively safe
since it seems such an accepted and pervasive part of our society. Yet alcohol does not affect
everyone in the same way; people have different tolerances for it, and some people are at

greater risk for developing a problem with alcohol.
The effects of alcohol on sexual feelings and behaviors are well

known, even among those who don’t drink, although those who do
drink have a more accurate understanding of the effects (Bills &
Duncan, 1991). Alcohol lessens a person’s inhibitions and facili-
tates saying and doing things one might not otherwise say or do
(Fig. 7-13). Although alcohol does not turn one into a completely
different person, someone who becomes highly intoxicated is often
surprised (and dismayed) to learn later about things they said and
did “under the influence.” Herein lies the dilemma for alcohol
abuse related to sexual behavior: people can put themselves into a
state of mind in which they may be very open or even aggressive
about expressing sexual thoughts and acting on sexual inclina-
tions, and one can also facilitate another person becoming so in-
capacitated that she or he cannot signal their lack of willingness 
to get into a sexual situation. The effects of alcohol depend on the
individuals involved, of course, and their psychosocial setting
(Table 7-2).

The effects of alcohol on human sexual experience and expres-
sion have been researched. In a study published in 1981, which an-
alyzed the responses of 917 women over the age of 21 who repre-
sented the general United States population in demographic
characteristics (Klassen & Wilsnack, 1986), most respondents
stated that alcohol lessened their sexual inhibitions and helped
them feel closer to others socially and emotionally. Although many
people believe that when drinking women become less discrimi-
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FIGURE 7-13 Alcohol often
lessens inhibitions, including
sexual ones. Alcohol use may
contribute to contraceptive
negligence, unsafe sexual be-
haviors, and aggressive
behavior—not a very good
combination.

Aphrodisiac Substances
that are supposed to enhance
erotic perceptions and sexual
performance.



nating about whether or when to have sex, only 8% of these
women indicated this resulted from their drinking. However,
22% indicated that they became more sexually assertive and
perhaps more active in taking the lead in suggesting sexual
intercourse. Disturbingly, fully 60% of these women reported
they had been the object of another drinker’s sexual aggres-
sion. Women in this study who drank daily and more heav-
ily had the highest reported rates of sexual disinterest and the
lowest rates of orgasm during intercourse. In other words, al-
though alcohol may facilitate erotic interest and enhance
sexual feelings, prolonged heavy drinking is associated with
diminished sexual interest and responsiveness with a partner.
Generally, lighter drinking is associated with more rewarding
sexual experiences, according to these authors.

Crowe and George (1989) reviewed the literature on the
impact of alcohol on both women and men and concluded
that although alcohol may diminish inhibitions and enhance
sexual arousal, it plainly suppresses physiological responses to sexual stimuli. This is under-
standable since in even moderate doses, alcohol is a depressant. These authors emphasize
that the disinhibiting effects of alcohol are greatest with light drinking, and the physiological
suppression is greatest with heavier drinking. Do individuals who drink with the expectation
of enhanced sexual response experience more uninhibited, fulfilling sex? Generally, men who
feel secure in their sexuality (who don’t feel they need to get drunk to participate in sexual
behavior) indicated that their expectation of enhanced sexual feelings predicted how much
they drank (not too much), their maximum alcohol consumption (not too much), and the
frequency of their drinking (not too often) (Mooney, 1995).

In a comprehensive analysis of the impact of alcohol on female sexual behavior, Beckman
and Ackerman (1995) demonstrated that alcohol causes substantive changes in sexual be-
havior for only a minority of women, which contradicts the research of Klassen and Wilsnack
(1986). In fact, alcohol may serve only to magnify one’s “true” self when drinking. These au-
thors emphasize that the expectancy for alcohol’s effects is a very important factor in its ac-
tual effects. Although much has been written about the effects of drugs on “risky” sexual be-
haviors, Beckman and Ackerman did not find alcohol consumption associated with these
behaviors. Chapter 17 discusses this further in relation to sexually transmitted diseases and
AIDS. These writers state, however, that heavy alcohol use is often associated with sexual vic-
timization.

Recreational Drugs and Sexual Behavior
Cocaine, like alcohol, has generated both folk myth and scientific research regarding its ef-
fects on sexual functioning. Cocaine users often say it magnifies perceptions of sexual ex-
citement and makes orgasms feel stronger and seem to last longer. Like alcohol, cocaine
lessens a person’s inhibitions, but as also occurs with alcohol, chronic cocaine use has un-
pleasant consequences. Kim, Galanter, Castaneda, Lifshutz, and Franco (1992) reported that
the impact of cocaine on sexual arousal and response depends on several factors, including
the form of the drug. Because of the extraordinarily high potential for abuse, dependency,
and/or addiction with “crack” cocaine, much research has focused on it, although its actions
are similar to those of the inhaled variety of this agent. Other variables affecting the impact
of cocaine include the dose used, the frequency of use, the user’s gender, the presence of a
psychological or psychiatric disorder, and the individual’s sexual value system. This research
indicated unequivocally that prolonged and persistent use of crack cocaine fosters sexual dis-
interest and dysfunction, at least in a sample of psychiatric patients. In addition, some subjects
became more sexually promiscuous and acquired sexually transmitted diseases, perhaps be-
cause of diminished inhibitions. Another study of 100 women who were currently using co-
caine or who had been in treatment for cocaine abuse assessed its supposed aphrodisiac prop-
erties (Henderson, Boyd, & Whitmarsh, 1995). The study clearly showed that crack cocaine
is not an aphrodisiac and does not make women want to have sex. As in the study previously
cited, these women reported higher levels of sexual dysfunction. Their rate of sexual dys-
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TABLE 7-2

Percentages of Acknowledged Male Offenders
and Female Victims Who Reported Being Under
the Influence of Alcohol During a Sexual
Assault

Reported Level of Inebriation

Intoxicated “Mildly Buzzed” Total
% % %

Men 26 29 55
Women 21 32 53

From Abbey, A. (1991). Acquaintance rape and alcohol consump-
tion on college campuses. J Am College Health, 39, 165.



function exceeded that of female alcohol abusers, perhaps in part because this sample was
drawn from women receiving psychiatric treatment. Apparently, with both alcohol and crack
cocaine, lessened inhibitions are not always accompanied by satisfactory sexual arousal and
response and may even contribute to unrewarding intimate encounters.

Marijuana After alcohol, marijuana is the most commonly used consciousness-altering
drug and is the most common illegal drug. Marijuana has euphoric properties, meaning it fos-
ters good feelings. As with other drugs used in sexual encounters, users often attribute aphro-
disiac properties to marijuana. Although this agent may enhance mood and erotic sensations,
it does not create them. Marijuana fosters a feeling of “time expansion” and may magnify sen-
sory experiences; using marijuana may make a sexual experience seem to last a longer time
and thereby contribute to sexual enjoyment. Additionally, this drug may seem to heighten
perceptions related to sexual behavior. Although marijuana does not specifically increase
sexual arousal physiologically, its effects likely depend on the person’s interpersonal situa-
tion. In moderate amounts alcohol and marijuana potentiate one another’s effects; one tends
to magnify the effects of the other. Marijuana is not physically addictive, as are alcohol and
cocaine. Nonetheless, frequently using marijuana or any drug in sexual activity may detract
from the interpersonal qualities of the relationship.

MDMA In recent years much has been written about methylenedioxymethamphetamine
(MDMA), also called “ecstacy.” People who use it often report that it stimulates sexual
arousal. A large survey concerning MDMA seemed to confirm this (Cohen, 1995). Analyzing
the responses of 500 subjects, Cohen found wide variability in the use of MDMA, with some
subjects reporting a single experience and others in excess of 250 separate experiences. Re-
spondents reported euphoria, feelings of increased energy, and sexual arousal as the most
common drug effects, although many also reported unpleasant side effects such as nausea,
headache, depression, and occasionally flashbacks. The effects of MDMA do not seem spe-
cific to the enhancement of sexual arousal but may be due to a generalized sense of well-
being. Abuse is accompanied by a rapidly growing dependency, however, and extremely pow-
erful cardiovascular and neurological activation. After several weeks, a person builds
tolerance to this drug and no longer quickly or efficiently metabolizes it. Its by-products
build up in the bloodstream, sometimes causing hallucinations, delusions, and panic attacks.

MDMA is a type of amphetamine, called “speed” on the street. Amphetamines often stim-
ulate a sense of euphoria. Most amphetamines are ingested in capsules or pills. Tolerance for
amphetamines develops very quickly, and in only weeks doses that once created euphoria be-
come ineffective and the user takes progressively larger doses to gain the same effect. At the
higher levels of tolerance for amphetamines, people administer amphetamine intravenously.
A study in Sweden assessed 27 men who had injected amphetamines intravenously and ex-
plored its effects on sexual functioning (Kall, 1992). All these men had participated in sex-
ual activities while using amphetamines. Most reported enhanced sexual arousal, more in-
tense orgasms, and prolonged intercourse. Whether these effects of amphetamines become
less apparent with long-term usage remains to be seen.
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Letter to Dr. Ruth Westheimer

Question:
I know a glass of wine or two can be very relaxing before inter-
course, but my girlfriend always drinks a lot before we make
love. Why does she do this? Does this mean she’s actually un-
comfortable with me?

Answer:
More likely she’s uncomfortable with herself. She may be having
problems facing her own fears or feelings and is hiding them

from herself by getting drunk. I don’t know enough to guess
about her mental state, but it is something that needs attention.
Also, it wouldn’t surprise me to learn she drinks at other times
too in order to function in situations where she might feel a lit-
tle nervous.



Yohimbine An interesting drug thought to have aphrodisiac properties is yohimbine. Al-
though it has been available for many years for the treatment of high blood pressure, data
about its effect on sexual arousability and responsiveness remain inconclusive. It comes from
the bark of a tree that grows in West Africa, which some natives of this region eat in its nat-
ural, unrefined form to boost their sexual performance. The United States Food and Drug Ad-
ministration approved a prescription synthetic form of yohimbine for the treatment of impo-
tence. It was tested clinically with men, but it seems to enhance sexual feeling and
responsiveness in women also. It is generally not prescribed for females, however, and never
during pregnancy. Technically, it is in a family of drugs called MAO (monoamine oxidase) in-
hibitors and is related to reserpine, a powerful blood pressure-lowering drug that also has
tranquilizing properties. Despite the fact that yohimbine is regulated by the FDA, it is adver-
tised on Internet web sites.

Controlled laboratory data on the effects of yohimbine seem mixed, perhaps because
men’s arousal difficulties may result from physical causes,
psychological causes, or a combination of both. Yohimbine
has a beneficial effect on arousal in men with impotence due
primarily to psychological difficulties but did not aid men
who were impotent because of physical factors (Mann,
Klingler, Noe, Roschke, Muller, & Benkert, 1996). Erections
during sleep were not facilitated in this study. Carey and
Johnson (1996) found through a statistical comparison of the
literature on the effects of yohimbine that there was a general
facilitating effect for the attainment and maintenance of erec-
tions. Rowland, Kallan, and Slob (1997) reported that this
drug did not make any difference in the sexual functioning of
men without sexual problems and had only mixed success in
men with erectile difficulties; it had no effect on erections in
sleep among men with erectile problems. 

Recent experimental evidence points to the effectiveness
of the combination of yohimbine and another agent that stim-
ulates blood flow into the penis. Lebret, Herve, Gorny,
Worcel, and Botto (2002) have shown that this combination
is effective in improving erectile functioning in men who
have erectile dysfunction. Interestingly, Meston and Worcel
(2002) have carried out experiments which reveal that this
same combination enhances sexual arousal in women after
menopause.

Anaphrodisiacs While some drugs enhance sexual feel-
ing and responsiveness, others inhibit or diminish arousal
and may foster disinterestedness in sexual interaction. The
term anaphrodisiac describes drugs that do this (Table 7-3).
While some drugs are known to inhibit sexual arousal and
are used specifically for that purpose (anti-androgens), oth-
ers have similar actions as side effects of another intended
drug action. A common example is some medications used to
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Agents With Supposed Aphrodisiac Properties—For Which There Is No Clinical Proof

Ginseng
Mandrake
Vitamin E
Jaipuri Plant
Niacin
Phenylalanine

Cantharides (“Spanish fly”)
Amyl Nitrite
Powdered Rhinoceros Horn
Oysters
Vasopressin (a pituitary hormone)
Vitamin B6

TABLE 7-3

Some Common Prescription Drugs That May
Have Anaphrodisiac Properties

Antihypertensives: Inderal (Propranolol 
Hydrochloride)

Tenormin (Atenolol)
Lopressor (Metaprolol)
Corgard (Nadolol)
Betapace (Sotalol Hydro-
chloride)

Antianxiety Agents: Xanax (Alprazolam)
Valium (Diazepam)
Librium (Chlordiazepoxide)
Klonopin (Clonazepam)
Ativan (Lorazepam)

Antidepressants: Prozac (Fluoxetine 
Hydrochloride)

Paxil (Paroxetine Hydro-
chloride)

Zoloft (Sertraline Hydro-
chloride)

Opiates: Codeine
Methadone
Morphine
Percodan (Oxycodone and 
Aspirin)

Demerol (Meperidine 
Hydrochloride)

Anaphrodisiac Drugs that
are thought to inhibit or dimin-
ish sexual arousal and that
may foster disinterestedness in
sexual interaction.



lower high blood pressure, called antihypertensives. Such drugs work through many differ-
ent physiological mechanisms, and not all of them are associated with problems in sexual
arousal and response. But some are, contributing perhaps to reasons some patients do not
take their medications as prescribed. Some, but not all, antihypertensives cause erectile prob-
lems in men and delayed and/or diminished lubrication among women because of their ef-
fects on the autonomic nervous system.

Although some antihypertensives have an inhibiting effect on sexual arousal, other drugs
do not interfere with arousal but make it difficult for a person to “lift off” the plateau stage
and have an orgasm. This situation is a good example of the importance of an open relation-
ship with one’s physician for discussing such unwanted side effects and seeking a way around
them . Taking mild tranquilizers with alcohol magnifies their effects and may render a per-
son disinterested in sexual interactions.

Many commonly used antidepressants also inhibit sexual responsiveness to a varying de-
gree. For example, most such drugs approved in the United States can cause loss of a previ-
ous pattern of orgasmic response. Although many people use antidepressants, few studies
have been done of their effects on sexual arousal and response (Segraves, 1995). One inves-
tigation reported that over 40% of patients using various types of antidepressants developed
sexual problems as a result, with almost 20% of men using them reporting painful orgasms
(Balon, Yeragani, Pohl, & Ramesh, 1993). Loss of sex drive, problems attaining and main-
taining an erection, and delayed ejaculation were also reported (Hsu & Shen, 1995). One
class of antidepressants, including Prozac, Paxil, and Zoloft, was clearly associated with many
previously unreported sexual problems. Unwanted side effects can often be minimized, how-
ever, after enough time passes for the person to develop tolerance. Reducing the dose or
changing the time of day the drug is taken may also help. In some instances the prescription
is changed to a different antidepressant with fewer or no side effects. A recent critical review
of the literature (Rosen, Lane, and Menza, 1999) concerning the sexual side-effects of these
antidepressants has shown that delayed ejaculation in men and anorgasmia or delayed or-
gasm in both women and men are the most frequently reported problems associated with
these agents. Of the three drugs noted above, Paxil seems to have the largest number of sex-
ual side-effects associated with its use. Finally, this review also notes that the larger the
dosage of these drugs, the higher the probability of developing an adverse sexual side-effect.

Another example of an anaphrodisiac that may foster sexual disinterest is the large family
of drugs called opiates, including codeine, methadone, morphine, and heroin. Synthetic opi-
ates include agents such as Percodan, Demerol, and methadone. These drugs are usually pre-
scribed to lessen pain, coughing, and diarrhea. Because opiates usually cause drowsiness and
mental clouding, people seldom use them with the intention of heightening erotic sensations.
At the same time opiates depress functioning in many areas of the central nervous system, they
stimulate others, such as the vomiting center. Both natural and synthetic opiates thus have a
profoundly disorganizing effect on sexual function (Spring, Willenbring, & Maddux, 1992).

Role of the Senses in Sexual Arousal and Responsiveness

Science today is comfortable with the idea that the contents of our minds derive from our ex-
periences. Aristotle claimed that it is through the five senses that all important information
enters the mind for thinking and feeling. Yet philosophers have not always been so sure. In
the mid-1600s, the famous French philosopher and mathematician Rene Descartes believed
that the contents of the mind come from God and that interaction with the environment is
only necessary to “activate” these thoughts, images, feelings, and moral certainties. While
quite a lot of the brain is “pre-wired” before birth, behavioral scientists today accept that it is
only through our senses that information enters the nervous system. This general position is
called empiricism, and it represents a major historical trend in thinking about the develop-
ment of the mind. Obviously sensory perceptions are a fundamental aspect of sexual experi-
ence. Vision, hearing, taste, touch, and smell are often all involved in the reception of erotic
stimuli and the responses to these cues. Although people certainly can become aroused and
perhaps even have orgasms by fantasizing, for the most part humans need sensory stimula-
tion to fully experience eroticism and sexual excitement.
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Sensory stimuli involve the immediate moment, but the
brain also has stored literally millions of images and experi-
ences in long-term memory. How a person receives and in-
terprets sexual stimuli in any particular situation is affected
by all the content of the mind at that time. Simply stated, old
memories affect current perceptions. Some memories (both
good and bad) are relatively permanent and persistent and
even sometimes obtrusive. Memories can either enhance or
inhibit what is happening sexually at the moment. Just as we
can learn and remember new intimate or sexual recollec-
tions, however, we also have the ability to unlearn memories
to prevent them from being distracting or troubling. Chapter
14 on sexual dysfunctions discusses this further.

Two of the sensory systems take up a great deal of the
“brain space” in the cerebral hemispheres devoted to the
senses: vision and touch. It is, therefore, not surprising that
these modalities play so significant a part in behaviors essen-
tial to the perpetuation of our species.

Vision
Humans are often described as fundamentally “visual animals”; in other words, we seem ba-
sically dependent on visual stimuli and the functioning of our visual systems to move around
in our environments and attend to the stimuli we need to notice to survive and procreate. A
huge amount of the human brain is devoted to the visual system. The visual stimuli one finds
sexually provocative, interesting, or exciting depend on culture and society’s sexual customs.
Some may speculate that humans evolved to attend visually to the sight of genitalia or breasts,
but this cannot be proved. Still, the sexually evocative nature of genital display is acknowl-
edged throughout the world, even in places where nudity is common for all. In other words,
visual sexual cues play a big part in sexual arousal. “Intimate apparel,” for example, suggests
the power of visual and tactile stimuli to promise or imply sexual receptivity (Fig. 7-14).
Even nonintimate apparel is often designed to display or accentuate parts of our bodies as-
sociated with sexual contact: the breasts, legs, and buttocks. Indeed, “augmentation” can be
purchased to be inserted into the clothing to enhance the appearance of such parts of our
bodies.

Earlier we reviewed several laboratory investigations in which women and men watched
videotapes with explicit erotic content, usually scenes of erotic touching or sexual inter-
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FIGURE 7-14 Many couples
find exotic lingerie, sex
“toys,” and erotic books and
videos an interesting way to
add novelty and a little excite-
ment to sexual interactions
which have, perhaps, become
a little routine.

“Catching a Buzz Makes Me Feel Really Sexy.”

O f all the legal and illegal drugs, the one mentioned most
frequently as enhancing sexual experiences is marijuana.

As we noted earlier, the common effects of marijuana include a
sense of time expansion and heightened sensory experience. It
may make pleasurable sexual feelings seem to last longer and
be more intense. But the scientific research does not agree with
anecdotal reports; some data may be surprising.

In 1979, Kolodny, Masters, and Johnson reported that in a
sample of over 1000 women and men, over 80% of subjects
who had used marijuana reported enhanced sexual experiences
under its effects. However, sexual problems are also associated
with marijuana usage, especially when it is used heavily and fre-
quently. Kolodny (1981) found that among men who used mar-
ijuana daily, 20% reported some degree of difficulty in attaining
and maintaining an erection. Comparable usage patterns in
women did not seem associated with arousal stage difficulties,
although occasional lack of vaginal lubrication did occur. Among

female heavy marijuana users, menstrual irregularities were es-
pecially common. Data also indicate that chronic, heavy use of
marijuana lowers testosterone levels in men (Kolodny, 1974) and
lowers sperm production (Abel, 1981). These hormonal changes
return to normal when marijuana usage is discontinued.

While many data indicate that marijuana usage is associated
with increased rates of sexual activity, it is no longer thought that
the drug itself “causes” this increase. Rather, marijuana use is
seen as just one aspect of a “sensation-seeking” lifestyle in which
more frequent sexual behavior occurs independently (Abel,
1981). In other words, more frequent sexual activity results from
personality characteristics than from the use of marijuana. And
the research does show that overall patterns of sexual activity de-
crease with prolonged, heavy usage. Apparently, frequently
“catching a buzz” can foster disinterestedness in a variety of hu-
man interactions.



course; the subjects’ physiological and subjective responses to these stimuli were then meas-
ured. In virtually all of these studies subjects of both sexes, various ages, differing socioeco-
nomic status, and diverse educational backgrounds were aroused and attentive to these erotic
stimuli. Still, in different cultures, people employ highly diverse strategies for ornamenting
themselves in order to appear sexually attractive. Humans are quite probably programmed 
to pay attention visually to sexual cues and respond accordingly physiologically and 
psychologically. In addition, there don’t seem to be any big differences between women and
men in these responses, only that arousal often takes a little longer in women. Some data
seem to indicate that women’s subjective emotional responses to erotic videotapes and film
clips are somewhat less than what men report to the same or similar stimuli (Mosher &
MacIan, 1994), but it is unclear whether this finding can be generalized to the population as
a whole. 

Touch
While vision tells us what is happening outside our bodies, touch involves events right at the
surface of our physical being. In a sense, then, touch is a more intimate sense. The skin
senses, as they are sometimes called, respond to both tactile stimulation (such as rubbing,
pinching, and poking) and temperature changes. There are big differences in tactile and ther-
mal sensitivity in various areas of the body. Some areas seem incredibly responsive to the
slightest, briefest touch, while others are surprisingly insensitive. The most sensitive areas of
skin have become associated with erotic stimulation and sexual pleasure, although less sen-
sitive areas can take on erotic associations too if sexual stimulation has been paired with
touching them. Chapter 2 explained the concept of erogenous zones, first introduced by
Sigmund Freud. The primary erogenous zones (mouth, anus, genitals) have a very dense ac-
cumulation of free nerve endings close to the surface of the skin. This is why they are so sen-
sitive. People also develop their own erotic “map” based on personal experiences of skin
stimulation paired in time with sexual experiences. Although it is easy to focus on oral, anal,
and genital stimulation as examples of sexual touching, remember that a gentle caress of the
back, neck, cheek, or buttock is also often interpreted as highly enjoyable and erotic (Fig. 
7-15). These are called secondary erogenous zones.

One aspect of the sense of touch is that it may all by itself fulfill powerful emotional and
erotic needs. Humans might actually need to be touched; that is, there may be an innate long-
ing for contact with others that is socially sanctioned in terms of what we learn is appropri-
ate to “desire.” Hollender (1970) studied this desire to be held, working with women who
were suffering from anxiety disorders and depression. Dr. Hollender found that people differ
in their desire to be touched, held, and cuddled. Yet many in the group he was working with
thought of touch as necessary, not optional. In his sample of 39 subjects, 21 frankly stated
that they had used sexual enticement with men in order to be held by them, which was what
they most desired and enjoyed in their intimate encounters. Most in the entire group of sub-
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FIGURE 7-15 Patient, pro-
longed erotic massage is both
a gesture of affection and car-
ing, as well as an effective av-
enue of sexual stimulation.



jects had made explicit verbal requests to be held. One woman described it in a most com-
pelling and elegant way: “It’s a kind of an ache  . . . It’s not like an emotional longing for some
person who isn’t there; it’s a physical feeling” (Hollender, 1970, cited in Montagu, 1971).
Hollender also reported that one of the subjects, a former prostitute, explicitly stated that she
primarily used sex as a means to be held. If being touched alone seems such a potentially
powerful human need, imagine the importance of tactile contact in relationships that are also
sexually rewarding.

Related to the sense of touch is vibratory stimulation, which in the last few decades many
women and men have incorporated in their intimate interactions; many also use vibrators
alone during masturbation. Vibration (also called “vibrotactile stimulation”) is perceived by
many as highly erotic and arousing. Many people experiment with vibrators to learn more
about their own sexual arousal and responsiveness and distinguish between the different
stages of the sexual response cycle. Some people mistakenly think all vibrators are shaped
like a penis or that women derive the most enjoyment from inserting them far into their vagi-
nas. Actually, women consistently report that applying vibrotactile stimulation to their cli-
toris provides the most powerful pleasurable feelings. Vibrators are discussed in greater depth
in Chapter 15 in reference to therapies for sexual dysfunctions.

In discussions of the importance of touch in a sexual context, the kind of touching must
be defined. For example, there is a clear difference between genital and non-genital touching,
which highlights the difference between the terms “sexual” and “sensual.” Usually the term
“sexual” is associated with genital feelings during intimate touching and intercourse, whereas
the word “sensual” is far broader in its meanings. In some respects “sensual” refers to all en-
joyments experienced through the senses, including exciting but also soothing experiences.
A good example of a potentially very sensual experience is a backrub, especially when given
by someone you love or like very much. The thermal and tactile stimuli of a body massage
may be extremely calming on the one hand and sexually provocative on the other. Yet a back-
rub doesn’t always arouse sexual excitement and may be experienced as a powerful pleasure
on its own. In a sense, sensual touching can sometimes be interpreted as a promise of more
intimate physical contact. While many people find it awkward to talk to each other during
intercourse, verbal communication during sensual sharing is more common. Sensual enjoy-
ments often serve to help create the climate of psychological safety many people feel is im-
portant in order to fully and uninhibitedly enjoy one another.

An interesting study explored the perceptions of college women and men to a hypotheti-
cal situation: being the recipient of an uninvited genital touch from someone they knew on
campus, a member of either the same or the other sex (Struckman-Johnson & Struckman-
Johnson, 1993). Almost all of the female subjects indicated they would have an extremely neg-
ative emotional reaction to an unsolicited genital touch from someone of either sex, regardless
of whether this touch was gentle or forceful. Men, however, reported virtually no negative re-
actions to either a forceful or gentle unsolicited genital touch from a woman but would have
a highly unfavorable response to a touch from a man. Sexual touching, therefore, should be
evaluated in a context of whether it is invited or uninvited, consensual or nonconsensual.

Hearing
Everyone likes to hear that they are appreciated and doing a good job. This occurs too with
sexual interaction. Despite the primary and powerful roles of vision and touch in sexual
arousal and response, most people find verbal erotic encouragement and praise highly arous-
ing. Verbal expressions of affection are for many an essential first step in any interpersonal
encounter with sensual and/or sexual meanings. Hearing that we are loved, exciting, and do-
ing the right things to arouse our partner feels wonderful. We thus begin to see ourselves as
competent lovers and grow more self-assured in our capacity to create pleasure in someone we
care about. The old image of masculinity requiring that men be the strong, silent type is out-
dated. Both women and men appreciate verbal praise when they are enjoying sexual experi-
ences. In addition, both women and men have reported that they find “talking dirty” highly
arousing and an avenue for fantasizing during intercourse (Janus & Janus, 1993).

Good communication is generally an essential attribute of good sex and allows one to be
able to tell or show someone else what one likes and when. Communicating such informa-
tion is important, but perhaps not always during sex itself, when it might be interpreted more
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as a demand than a request. Listening to one’s partner talk about
sex when not having sex can provide much useful information in a
nonjudgmental setting. Such information often clearly enhances
excitement at a later time and helps to make shared intimacy more
compatible with the needs and desires of two people. The same is
true with communication after intercourse. Just as verbal praise
and encouragement can stimulate a partner during sex, it can reas-
sure and reinforce a partner after sex.

For many people verbal sexual encouragement is powerfully re-
lated to arousal and response. The number of 1-900 telephone
numbers people can call to hear “sex talk” has exploded recently.
Some men but virtually no women report using these services. The
caller pays a fee of $3 to $10 per minute (Fig. 7-16) to hear a pre-
recorded message or have a sexual conversation with an individual.
The caller may disclose a sexual fantasy and typically masturbates
while the other person speaks in a sexually explicit way to him
(Glasock & LaRose, 1993). Chapter 18 on sexual variations and
deviations discusses this further.

Smell
People like nice smells, such as those associated with cleanliness,
and most people find cleanliness a prerequisite to sexual intimacy,
within a range of individual differences and preferences. In light of
all the money and time people spend selecting perfume, cologne,

and/or after-shave lotion, it seems clear we think smelling good is an important aspect of good
grooming and may enhance our “sex appeal.” Relatively few personal grooming products are
actually unscented. Recently, however, scientists are studying whether such products actually
cover up normal human odors that convey information to others about our sexual motivations.

Pheromones are air-borne hormones whose effects are clearly seen in other animal
species. Pheromones are usually detected through an animal’s sense of smell, although they
may also exert their effects through contact with the skin (Cohen, 1994). Some of these
chemical agents act as sex attractants, whereas others may signal danger or simply mark a
trail or territorial boundaries. Many insects, for example, secrete substances into the air that
are received by nearby potential receptive mates, and when a female dog in the neighborhood
goes into heat, male dogs nearby are aware of it and can be highly distracted. The possibility
of human pheromones that may serve as sex attractants has long intrigued scientists and per-
fume makers. If humans actually did emit such substances into the air, much like the scent
of our perspiration, would everybody be able to smell it? How close would they have to be?
Would everyone be equally able to detect the scent? Would there be an immediate and auto-
matic feeling of sexual attention or interest? If everyone were putting these chemicals into
the air all day every day, how would we manage to think straight? The study of possible hu-
man pheromones has become an interesting and legitimate area of research. For example, as
described in Chapter 3, scientists have wondered whether an important signal in the phe-
nomenon of menstrual synchrony may be a very subtle menstrual scent, although no defini-
tive proof or disclaimer of this possibility has emerged.

The question whether humans emit and/or sense substances that may signal sexual re-
ceptivity has stimulated some very interesting research. A study by Motluk (1996) involved
presenting adult human males with the odors of a variety of fatty acids found in the vaginal
secretions of women, one of which was found only during ovulation, while a control group
was presented water vapor. The amount of testosterone in the saliva of these men was then
measured. The men presented with the odors of ovulation secreted significantly more testos-
terone than the subjects presented with other vaginal scents or the water vapor. However,
these results indicate only a physiological response to vaginal odors, not behavioral or cog-
nitive responses, and do not mean that ovulation causes men to become more attracted to
women. There is scant evidence that human pheromones exist that can initiate complex be-
haviors; the data seem to be highly suggestive but do not offer concrete, objective proof
(Cowley & Brooksbank, 1991).
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FIGURE 7 -16 Hearing sexu-
ally suggestive conversation is
highly arousing to many peo-
ple. An enormous industry
has grown by charging cus-
tomers’ credit cards in ex-
change for highly explicit sex-
ual statements and directives.

Pheromone Air-borne hor-
mones that affect complex be-
haviors in some subhuman
species. Some of these agents
act as sex attractors. The exis-
tence of human pheromones is
debated.



Any discussion of the existence of human pheromones will eventually lead to the ques-
tion, “Where do they come from?” In recent years James V. Kohl and Robert T. Francoeur
have pointed to some interesting information in their book, The Scent of Eros: Mysteries of
Odor in Human Sexuality (1995). These writers point to the potential importance of the tiny
apocrine glands which are located adjacent to hair follicles and found over much of the body
but are concentrated especially in the armpits and groin (p. 42). These secrete a type of per-
spiration that is odorless until it comes into contact with a variety of common bacteria.  This
variety of perspiration has an especially powerful odor. This scent is part of every person’s in-
dividual, olfactory signature. Interestingly, apocrine glands are very sensitive to sex hor-
mones. Androgens make them larger and increase their secretions, and estrogens make them
smaller and decrease their secretions (p. 142). These secretions explain why, in part, men
tend to have stronger-smelling perspiration than women. Yet changes in the amounts of cir-
culating estrogens and progesterone throughout a woman’s menstrual cycle also play a role
in determining the nature and strength of a woman’s body odors. Whether these scents play
any significant motivational role with respect to human sexual arousal or receptivity remains
to be shown.

Interestingly, there are significant differences among different racial groups in the number
and location of apocrine glands. Kohl and Francoeur note that African Americans have more
apocrine glands than Caucasians, and Caucasians have more than Asians. Some African
Americans have significant numbers of them on the chest and abdomen while whites almost
never have them on the abdomen—and when present, they are usually seen only below the
navel. Japanese women almost never have apocrine glands on the mons veneris or the labia
majora and none on the chest with the exception of very few surrounding the nipples. Sur-
prisingly, they are virtually absent from the underarm areas of Asians (p. 161). Again, the role
of apocrine secretions in sexual motivation and arousal remains undetermined, and data like
these should not be used to explain any cross-cultural or racial differences in human sexual
behavior.

Issues Involved in Sexual Arousal and Response

While the information presented thus far in this chapter is rather objective and noncontro-
versial, some aspects of normal human arousal and response involve much argument and dis-
agreement.

The G Spot
One controversy regarding arousal and response has already been discussed: whether there is
really such a thing as a “G-spot.” Chapter 3 describes the functional anatomy of the female
reproductive system and notes that many women report an area especially sensitive to touch
located along the anterior wall of the vagina. Vigorous manual or penile stimulation of this
area is thought to precipitate an orgasm different in quality from orgasms elicited through cli-
toral stimulation. Stimulation of the G-spot may trigger female ejaculation. We recall this is-
sue here as a reminder of the controversial nature of these findings and the inconsistencies
in the empirical data that both support and refute the G-spot hypothesis.

Multiple Orgasms
There is an interesting and important difference between the sexual response cycles of
women and men during the resolution phase. As noted earlier, if erotic stimulation and in-
clination continue after orgasm in women, some will continue back to the plateau phase
where they experience renewed building of sexual tension and have another orgasm. In some
women, this can happen several times. Multiple orgasms may occur both during sexual in-
tercourse and during masturbation as well. Even though such orgasms feel good, we believe
multiple orgasms should not be the focused goal of all sexual intercourse. A sole criterion for
sexual satisfaction would not account for the facts that rewarding, enjoyable intimacy can
happen without an orgasm at all and that in many women, stimulation of the external geni-
talia after orgasm can be uncomfortable or even painful. If one orgasm is good, several are not
necessarily better.
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There is, of course, nothing wrong with a woman if she doesn’t have multiple orgasms.
She isn’t sexually inadequate in any way. Women who do have multiple orgasms may have
two or three during intercourse, and some have many more. In a study of over 800 female
nurses, Darling, Davidson, and Jennings (1991) found that 42.7% of their sample had expe-
rienced multiple orgasms by masturbation, petting, or sexual intercourse. A few had multi-
ple orgasms in all of these forms of sexual stimulation. Subjects were selected for this study
because of their ability to verbalize their sexual experiences and their knowledge of basic sex-
ual and reproductive anatomy. Interestingly, a number of important differences were found
between subjects who had single orgasms and those who had multiple orgasms. Women who
experienced multiple orgasms were more inclined to explore and experiment sexually and
had orgasms by means of clitoral self-stimulation at an earlier age than did the women who
had single orgasms. Further, multiorgasmic women were more likely to enjoy clitoral stimu-
lation during intercourse, either by their partners or themselves, than women who reported
single orgasms.

Since Masters and Johnson’s description of the human sexual response cycle, investiga-
tors have believed that only women can have multiple orgasms. Men supposedly cannot be-
cause they experience a refractory period after orgasm during which no erotic stimulation, no
matter how vigorous, can elicit arousal for at least a period of time. The duration of this re-
fractory period depends in part on the man’s age. Younger men have shorter refractory peri-
ods than older men. While a younger man may be ready for sexual arousal within an hour or
two of an orgasm, older men may require several hours or even a day or two. The thinking
about men not being able to have multiple orgasms has changed in recent years, however. Re-
call that orgasm is a two-stage process in men. It involves emission, during which the prostate
gland, seminal vesicles, and part of the vas deferens contract and force semen into the ure-
thral bulb where it is held temporarily. It also involves expulsion, during which semen is
forced through the urethra and out of the penis. Some men have apparently learned the sen-
sations associated with these two stages and have gained control over whether and when they
will ejaculate. For example, if after emission has occurred, a man slows or stops his pelvic
thrusting, he may enjoy intense erotic enjoyment without proceeding immediately to the
stage of expulsion. Ejaculation is thus delayed. This is called a “nonejaculatory orgasm” and
this individual will not experience a refractory period and may soon re-engage in sexual shar-
ing and perhaps have another nonejaculatory orgasm or may finally ejaculate. Apparently the
notion that emission must lead to expulsion followed by a refractory period is too simplistic.

More and more men are reporting their capacity for multiple nonejaculatory orgasms be-
fore ejaculation. Dunn and Trost (1989) studied over 20 men who were multiply orgasmic,
having between 3 and 10 orgasms during prolonged periods of sexual intercourse. The men
in this study could approach the point of ejaculatory inevitability and then “back off,” pause,
and continue having intercourse. Physically, these respondents had learned to separate the
experience of nonejaculatory orgasm from that of ejaculation itself. Some of these men re-
ported ejaculating more than once during prolonged sexual intimacy. While some subjects re-
ported always having had this ability, others noted that they actively and purposely learned
it through continued practice and experimentation. These men indicated that it was impor-
tant to have a partner whom they knew very well and with whom they felt fully comfortable.
Also, these men noted that their partner’s responsiveness and the chance to enjoy intercourse
at a leisurely pace were also important. The women with whom they had intercourse were
just as interested in long-lasting intercourse and multiple orgasms as the men. Generally, as
men get older and experience a prolonged plateau phase in their sexual response cycle, they
are better able to discriminate between emission and expulsion and may be better able to con-
trol and delay their ejaculation. Studying multiply orgasmic men has shown that traditional
beliefs and expectations about men’s sexual responsiveness may be too narrow.
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Conclusion

While the study of human sexual arousal and response has been
clarified tremendously in the past 30 years through careful, em-
pirical physiological measurements and observations, their very
nature requires that they be approached with full awareness of

psychological and social influences. This is one reason why
Kaplan’s thinking about the significance of desire as an essential
aspect of sexual response in general is important. The language
people use to describe excitement and orgasms says a lot about



their general attitude toward our sexuality in general, although
people often encounter difficulties trying to communicate com-
fortably and unambiguously about their responses to erotic stim-
ulation.

This chapter covers the many and wonderful sensory experi-
ences that accompany the human sexual response cycle to em-
phasize the many “inputs” people deal with in this intense inter-
personal exchange called intimacy. 
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Learning Activities

1. People experience sexual arousal as both inevitable and pleas-
urable under a wide variety of circumstances. Many people, how-
ever, have ambivalence and discomfort about their own sexual ex-
citement. Speculate on personal, family, or other social factors that
might foster a sense of uncertainty and anxiety about sexual
arousal and orgasm.

2. Describe specifically your own concept of a “climate of psy-
chological safety.” Note the interpersonal, psychological, and so-

cial aspects of this concept and speculate about how it might
change as one grows older.

3. Describe what you have heard about the effects of prescription
or recreational drugs on sexual arousal and response. Do you
think these agents might really be aphrodisiacs, or could this be an
example of self-fulfilling expectations?

Key Concepts

• The interpersonal context of sexual arousal and response in-
volves the psychosocial context in which these behaviors occur
and the communication patterns of the people involved.

• Spontaneous sexual expression is an important part of arousal
and sexual anticipation.

• Flirting has elements of sexual assertiveness, is overt, im-
plies invitation, and has an element of playfulness about it. Flirt-
ing is basically nonverbal and especially appealing if unconven-
tional.

• Libido is a basic, primitive motivational force in the personality
with sexual and/or aggressive aspects.

• The central nervous system is composed of the brain and spinal
cord. The remainder of the nervous system is called the peripheral
nervous system.

• Hormones are chemical substances produced in endocrine
glands. They are secreted directly into the bloodstream, travel to
some point distant from where they are produced, and change the
rate of activity in some target organ.

• The organizing effects of hormones are the ways in which they
direct early physical development and, therefore, affect the
anatomy and physiology of specific organs. The activating effects
of hormones are the ways in which they affect the appearance or
cessation of a specific behavior.

• Masters and Johnson’s sexual response cycle has four stages for
the anatomical and physiological changes accompanying arousal
and response in women and men.

1. The excitement phase involves penile erection and vaginal
lubrication in women. It prepares a couple for comfortable
penetration.

2. The plateau phase involves perceptions of building sexual
tension and pleasure. Penile tumescence continues in men,
and specific clitoral, vaginal, and breast changes occur in
women.

3. During orgasm there is a sudden release in sexual tension,
usually followed by ejaculation in men and rhythmic con-

tractions both at the entrance to the vagina and within the
vagina itself in women.

4. In the resolution phase, both internal and external male and
female anatomical structures return to their pre-excitement
states.

• Helen Singer Kaplan’s three-stage model of human sexual
arousal has three stages for both psychological and physiological
changes in women and men.

1. Desire refers to feelings of emotional attraction, attachment,
safety, and an awareness of strong affiliative motives. Volun-
tary, willful feelings of closeness and excitement accompany
the phase of desire.

2. Excitement corresponds to vasocongestive changes in the
pelvis and genitalia and corresponds to penile erection and
vaginal lubrication.

3. The third and final stage of Kaplan’s model involves orgasm
and all the physiological changes that accompany this re-
sponse.

• A more cognitive approach to sexual arousal is that of David
Reed, which he calls the erotic stimulus pathway model.

1. In the seduction phase, feelings of desire, arousal, and fo-
cused sexual interest grow slowly.

2. Sensations refer to an acute, hypnotic sexual focus on erotic
stimuli and our perceptual responses to this information.

3. In surrender, we relinquish our restraint and give ourselves
up to the pleasures of the moment.

4. The final stage, reflection, involves our subjective assessment
of the fulfillment and enjoyments of the completed intimate
acts in which we have just participated.

• When two individuals have approached a sexual situation will-
ingly, willfully, and without any suggestion of coercion or force,
they have created a climate of psychological safety.

• Sexual fantasies are a normal, creative avenue of experiencing
sexual desire and in some ways help people mentally “rehearse”
situations that may actually come about.

• Sexual arousal and response have both involuntary and volun-
tary aspects. While in some cases we seem to just respond un-



thinkingly, in others we give ourselves permission to pursue feel-
ings of sexual enjoyment.

• Common emotions, such as anxiety, depression, and anger, all
have the potential to diminish sexual arousal, response, and en-
joyment.

• Empiricism is the philosophical approach that maintains that
the contents of the mind derive from the inputs of the various sen-
sory systems.
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of Eroticism and Intimacy
P hysical  Expressions 

of Eroticism and Intimacy

OBJECTIVES

When you finish reading

and reviewing this chapter,

you should be able to:

� Explain various definitions of the term “normal” in reference to
sexual expression.

� Differentiate between “innate” and “learned” sexual behavior
and explain the role of each in erotic feelings and behaviors.

� Describe the diversity of human sexual expression, note the
range of frequency of sexual intercourse, and summarize
factors that influence how often people have intercourse.

� Define “sexual scripts.” Describe their characteristics and how
they affect sexual behavior and what people find pleasurable.

� Describe why individuals choose to masturbate and how
masturbating can help someone learn about his or her sexual
response cycle.

� Explain why people who have an opportunity for sexual
intercourse with a regular partner choose to masturbate.

� Describe common motives behind sexual fantasy and explain
why fantasy is so common. Explain differences in female and
male sexual fantasies.

� Describe why some people do not enjoy slow, sensual erotic
touching. Explain why tactile stimulation can so powerfully
create sensual pleasure and enhance shared intimacy.

� Explain why kissing has such powerful sexual overtones and is
both an expression of affection and an erotic stimulant.

� Describe why oral-genital stimulation is a controversial
technique of sexual stimulation.

� Explain why oral-anal stimulation and anal intercourse are
high-risk sexual behaviors.
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Basic Concepts of Eroticism

Welcome to your college course in human sexuality! We say this here because this is the first
chapter in this book that many students look at. Commonly students beginning to study hu-
man sexuality think of the course as dealing primarily with intercourse and other sexual be-
haviors. Some students even are impatient to learn they won’t study sexual intercourse until
halfway through with the term. Nonetheless, the chapters that precede this one show that a
richer understanding of sexual intercourse is based on those preceding topics. This chapter
focuses on shared heterosexual intimacy and autoerotic sexual behaviors, but whenever ap-
propriate we refer also to how these issues pertain to homosexuals.

What Sexual Expression is “Normal?”
The term “normal” has provoked and puzzled social and behavioral scientists for hundreds
of years. Many offer definitions of “normal” sexual behavior, and others challenge those def-
initions. There is no one widely applicable definition of sexual normality that all profession-
als in the social and health sciences agree on. In reference to sexual behavior, many people
wonder what normal sexual intercourse is or even whether oral-genital or anal sex is normal
at all. In a statistical sense, normality usually refers to what most people are doing most of the
time. In that sense, “normal” and “common” mean the same thing.

Regardless of how people behave sexually and their preferences for erotic stimulation, re-
member that the human brain has evolved to attend to pleasurable feelings, especially those
involved in the perpetuation of the species, and that focus on pleasure suggests much sexual
activity is “normal.” As noted in Chapter 7, an enormous amount of subcortical brain tissue
is devoted to the experience and expression of emotions. These structures are collectively
known as the limbic system. The cerebral cortex is intimately involved in perception, mem-
ory, judgment, and language, to name a few cognitive processes that mediate daily behavior
including social and sexual interactions with others. Recall also that the functions of the two
branches of the autonomic nervous system, the sympathetic and parasympathetic, underlie
sexual arousal and orgasmic response. We mention these functions of the nervous system just
to remind you that the behaviors described in this chapter have their foundations in well-
defined and clearly understood parts of the central and peripheral nervous systems.

Is Sexual Expression “Natural”?
Some people wonder why a chapter about the physical expressions of eroticism and intimacy
even should be included in a text on human sexuality. After all, don’t all of us do what “comes
naturally”? Do we really have to be taught techniques of touching, kissing, oral-genital stim-
ulation, or sexual intercourse positions? What’s to teach? It is true that humans have evolved
with innate, genetically programmed or “hardwired” perceptual, emotional, and behavioral
mechanisms to ensure that human beings continue to have babies so that the species contin-
ues to exist. This chapter discusses many types of sexual activities that do indeed seem to
come naturally.

Recall, however, the three themes underlying this entire text: education, motivation, and
reassurance. This chapter, like others, is intended to teach you a few useful facts about indi-
vidual and shared sexual intimacy, to motivate you to learn more on your own, and to reas-
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From Dr. Ruth Westheimer

A young man once called me on my radio show and told me
that his girlfriend liked to toss onion rings onto his erect pe-

nis as part of their lovemaking. I later told that story on David
Letterman’s TV show, and apparently many people passed it
along at the office the next day. Suddenly, all across the coun-
try, whenever people mentioned onion rings, a little smile ap-
peared on their faces.

While sex is certainly a serious subject and deserves serious
study, it also brings a lot of pleasure to people and so deserves
also to be thought of with a smile.

In the same spirit, we’re including in this chapter some Top
Ten lists related to sex. They are meant to inform, not to make
you giggle, but it’s okay if you find yourself smiling. It’s only nat-
ural.



sure you about common normal variations in sexual expression. We can all always learn
more, including about sexual thoughts, feelings, and behaviors. Few of us have received thor-
ough instruction in how to touch our partner’s genitals, stimulate them orally, engage in a va-
riety of intercourse positions, masturbate, or touch a woman’s breasts. While this chapter is
informative about these issues, it assumes you already know something about these topics.
Systematic instruction is indeed not necessary for most adults.

For the most part people really do know what to do naturally. Still, sex books—especially
those with clear, color pictures—sell well in part because people want reassurance that their
sexual tastes and preferences are normal, and we think that such reassurance is very impor-
tant. Finally, although people may all have the same innate motives for behaving sexually, that
does not mean everyone enjoys all the behaviors and interactions described in this chapter.

Speculations About Evolution and Human Sexual Behavior
This book at different points includes the perspectives of different disciplines about human
sexual behavior. Consider the interesting evolutionary commonality among human beings
that distinguishes us from almost all other mammals, especially many primates: almost all
people prefer having intercourse face-to-face while other creatures use the rear-entry posi-
tion. How and why did humans evolve this way? This question has intrigued zoologists, evo-
lutionary biologists, and sexologists for many years. No clear, correct answer to this question
exists, but one popular writer has some very interesting speculations about this.

In 1967, the zoologist Desmond Morris published an important book called The Naked
Ape, in which he explored possible behavioral relationships between our distant ancestors in
evolution and ourselves. He explores possible and probable connections between prehistoric
humans and modern people with respect to child rearing, aggressive behavior, feeding pat-
terns, sexual behavior, and many other behaviors. He also examines in some detail why hu-
mans prefer having sex face-to-face. How did this happen? Why are we so different from our
relatives on the evolutionary “ladder?” (Fig. 8-1). His speculations are interesting, although
they are only theoretical suppositions not based on research, and they cannot be proved true
or false.

In their enormous cross-cultural study of human sexual behavior, Ford and Beach (1952)
reported that most (70%) humans throughout the world prefer the face-to-face position for
sexual intercourse. More recent research supports this (Suggs & Miracle, 1993). Morris notes
that most of our important sexual signals and communication come from the front of the
body: facial expressions and words, the appearance of erections in men, breast and nipple
changes in women, and pubic hair and sexual flushing in both sexes. Virtually everything im-
portant and informative to one’s partner can be seen in the front of the body. Such signals re-
veal arousal and readiness for penetration, effected then by the male moving to the female
and entering her. Morris reminds us of something simple and significant: humans pair-bond,
as only a few species do. That is, a person establishes a rela-
tionship with another person (generally only one at a time)
for procreation. The identity of that person and his or her
unique physical appearance are most obvious and apparent
when viewed from the front. Pair-bonding, along with the
development of spoken language, exerts subtle but impor-
tant evolutionary pressures to mate face-to-face. Although
this is only speculation, the hypothesis is not unreasonable.

Other aspects of face-to-face intercourse also favor its be-
coming a human preference. Face-to-face intercourse allows
more efficient stimulation of a woman’s clitoris during pene-
tration than the rear-entry position. In addition, because the
vagina is tilted forward in a woman’s body, forming an angle
with the opening to her uterus, frontal penetration more ef-
fectively stimulates the inside of a woman’s vagina than rear-
entry penetration. Morris also speculates that in rear-entry
intercourse, males may have been attracted by the sexual sig-
nal of soft, fleshy buttocks. He suggests that these may once
have served as a kind of “releasing stimulus” for sexual
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FIGURE 8-1 Non-human pri-
mates usually copulate using
the rear-mounting position.



arousal in men—the signal that first caught a male’s attention. In the gradual transition to
face-to-face intercourse, this signal would have been replaced by a woman’s breasts. Addi-
tionally, the frontal cue of the female’s mouth and lips may have replaced the posterior ap-
pearance of a woman’s engorged labia during sexual arousal. Morris even speculates that one
of the reasons women in virtually all cultures color their lips is to attract attention to sexual
interest or arousability. Similarly he thinks bras may have been developed in part to call at-
tention to erect, symmetrical breasts for the same reason.

Common Sexual Behaviors
At various points, this book shares the results of sex surveys, although we always remind you
of the pitfalls of survey research. Survey research provides much useful and interesting data
about the variety of human sexual behavior, as well as some consistencies. As noted above,
to Ford and Beach (1952), about 70% of people all over the planet prefer face-to-face inter-
course. What other commonalities are there among most people? The most recent data from
the Kinsey Institute (Reinisch, 1990) reveal that the intercourse position most commonly re-
ported by respondents is the man-on-top, face-to-face position, although the woman-on-top,
face-to-face position is also quite common. Variety is common, however, and people usually
explore different intercourse positions, such as sitting positions, the side-to-side position,
and rear-entry positions. Later on this chapter illustrates and discusses these and notes how
different positions differentially stimulate the inside of a woman’s vagina and the clitoris.

Surveys also reveal something about how frequently people have sex (Tables 8-1 and 
8-2). Of course, the average frequency depends on the person’s age, marital status, and other
characteristics. Beginning in 1988, the National Opinion Research Center started collecting
data on the sexual behavior of Americans. Periodically, their figures are updated (Smith,
1991). Several interesting findings emerged from this large study. For example, by the age of
18, 97% of Americans have had sexual intercourse at least once. About 20% of Americans
polled reported having no partners during the previous year and, on average, married adults
had intercourse 57 times during the previous year. The frequency of intercourse tends to de-
crease the longer a couple is married. In a large survey published by Playboy magazine (Hunt,
1974), married couples between the ages of 18 and 24 had intercourse an average of 3.25
times per week; those between 25 and 34, 2.55 times, those between 35 and 44, 2.00 times;
and those 45 and over 1.00 time. We are presenting Hunt’s data here because they do say
something about the relationship between age and frequency of sexual intercourse among
married couples. However, Hunt’s study did not fully represent three segments of the Amer-
ican population: the poor, those living in rural locations, and those identifying themselves as
political conservatives. Laumann et al. (1994) offer us more current data on this issue, and
our table includes their data regarding single individuals, those in cohabitation living
arrangements, and married individuals as well.

The decision to have sexual intercourse may differ from the desire to have sexual inter-
course, and different people have various personal “criteria” for sharing sex, especially when
they are not married to one another. In 1997, Finkelstein and Brannick examined factors that
may determine whether college students decided to have sexual intercourse. They studied 46

unmarried heterosexual women and 38 unmarried hetero-
sexual men. Five factors were found to affect the decision to
have sexual intercourse with a receptive partner: the length
of the relationship or acquaintanceship; their awareness of
the other person’s prior sexual behavior, partners, and habits;
whether the couple had been drinking alcohol; whether there
was an expectation of intercourse; and the availability of con-
doms. Almost all respondents indicated that the availability
of condoms was an extremely important factor in any deci-
sion to have intercourse. 

Another study examined the attitudes of 51 unmarried
women with high levels of sexual interest to determine the
impact of these attitudes on their behavior (Sloggett &
Herold, 1996). These women ranged from age 19 to 49 and
were recruited into the study from college courses in human
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TABLE 8-1

Age and Frequency of Intercourse Among
Married Couples

Average Frequency 
Age Group of Intercourse Each Week

18–24 3.25
25–34 2.55
35–44 2.00
45 and over 1.00

After Hunt, 1974.



sexuality and conferences on sexual issues. Most indicated
that sex was an important part of their lives, and two-thirds
had sex with more than 10 men during their lives. The more
important sexuality was in a woman’s life, the higher was her
reported sex drive and the more likely it was that she would
have intercourse. Further, women with higher sexual interest
engaged in sex more quickly with a new partner and reported
higher levels of intercourse frequency. They also reported
that they did not enjoy periods of celibacy in their lives. In-
terestingly, the higher the reported level of sexual interest,
the lower was the level of sexual guilt experienced.

Data for men show higher rates of sexual activity than
that reported by women. The 1991 U. S. National Survey of
Men collected data on the sexual behaviors and habits of over
3,000 men between the ages of 20 and 39 (Billy, Tanfer,
Grady, & Klepinger, 1993). Ninety-five percent of these men
had had vaginal intercourse, with almost one-fourth report-
ing having been with more than 20 female partners. Older
and better educated men had more partners than younger,
less well-educated men. Among men who had never been
married, 41% had not had intercourse in the month before
the survey, and of divorced men, 32% had not had inter-
course in the month before. About one out of five men in this
sample had had anal intercourse at some time. Older Cau-
casian subjects were more likely to have given and received
oral sex. Of all subjects, 1% had an exclusively homosexual
orientation over the previous decade, with another 2% hav-
ing participated in some homosexual behavior.

Women and men may differ in how frequently they en-
joy having intercourse, regardless of their actual frequency.
The sex drive also changes at times, depending on various
inescapable pressures and stresses in life. More important
than the number of times a couple has sex is their enjoy-
ment of it. Having sex very often isn’t very good if one part-
ner feels forced to participate or if other important areas of
life are neglected. Generally, couples with frequent sexual
activity have had a high level of enjoyment for a long time,
and the opposite is also true: couples who have intercourse
infrequently have often shared this preference for some
time. More isn’t necessarily better, and less isn’t necessarily
worse.

Sometimes the frequency of intercourse is affected by
other factors. When a couple is trying to conceive a child, the
timing and frequency of their intercourse may be determined
by the woman’s fertility cycle or use of fertility drugs. Simi-
larly, if a man has a low sperm count and he and his partner
are trying to conceive, he may be encouraged to avoid ejacu-
lation for several days before his partner’s period of peak fertility. Illness, convalescence, and
the side-effects of various medications also affect a person’s desire for intercourse. Birth con-
trol pills too can lower a woman’s sex drive, and she may not desire intercourse as often as
before (Crenshaw & Goldberg, 1996). All in all, key issues in intercourse and the variety of
intercourse positions concern quality more than quantity.

Motivation for Sexual Pleasuring and Intercourse
What is the human motivation for sexual pleasuring and intercourse? On the surface this
seems a simple question with a simple answer, but there isn’t just one good answer and it’s
not so simple after all. Some suggest that pleasure is the goal, or that orgasm is the goal of
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TABLE 8-2

Frequency of Sexual Activity and Marital Status

Never Married Singles

Males Never 22%
A few times each year 26%
A few times each month 25%
Two or three times each week 19%
Four or more times each week 7%

Females Never 30%
A few times each year 23%
A few times each month 26%
Two or three times each week 13%
Four or more times each week 7%

Cohabitating Couples

Males Never 0%
A few times each year 8%
A few times each month 36%
Two or three times each week 37%
Four or more times each week 19%

Females Never 1%
A few times each year 7%
A few times each month 32%
Two or three times each week 43%
Four or more times each week 17%

Married Couples

Males Never 1%
A few times each year 13%
A few times each month 43%
Two or three times each week 36%
Four or more times each week 7%

Females Never 3%
A few times each year 12%
A few times each month 47%
Two or three times each week 32%
Four or more times each week 7%

After Laumann et al., 1994.



sexual interaction, or that pleasing someone else is the objective of intimate activities, and to
some extent each of these is correct. 

There is clearly a difference between enjoying the sexual stimulation someone else gives
one and being the person doing the stimulating, yet these aspects combine in rewarding sex-
ual experiences. One is both thinking and feeling pleasure, safety, and validation and behav-
ing in erotic ways so that our partner thinks and feels the same. This experience is an im-
portant objective of shared sexual experience. One writer (Kleinplatz, 1992) suggests that the
most basic aspect of eroticism is the intention to please, stimulate, and arouse someone else.
This writer views shared sexual experience as an exploration more than a direct path to
known pleasurable goals. In other words, discovery may also be an important element of
shared physical intimacy, or as Zen Buddhists say, the journey is the reward.

Perhaps this “journey” provides the keenest enjoyment of sexual pleasuring and inter-
course. A later section discusses the role of sexual dreams and fantasies in a person’s sexual re-
sponsiveness; for some, sharing these fantasies is a rewarding aspect of pleasing one’s partner.
By sharing physical pleasure, sexual fantasies, and erotic discovery one becomes part of a trust-
ing, intimate relationship that includes mutual respect and sometimes genuine devotion.

Sexual Scripts and Sexual Behavior
In a play, actors recite their parts and behave as directed by the play’s script. The “script” is a
useful metaphor for a variety of human behaviors in diverse settings—an implicit set of sug-
gestions and commands about how we’re supposed to act in certain circumstances. Sexual
scripts have become an active area of research. They are private guides for “appropriate” sex-
ual thoughts, feelings, and actions in many settings. Much of how one thinks about mastur-
bation, oral-genital sex, and sexual intercourse is affected by sexual scripts. Sexual scripts are
powerfully affected by gender roles and how comfortable one is in them.

Simon and Gagnon (1986) suggested that sexual scripting takes place at three levels: cul-
tural, interpersonal, and intrapsychic (Fig. 8-2). Cultural scripts affect our understanding of
different roles and their enormous variety. Interpersonal scripts concern how we define or
identify ourselves. Intrapsychic scripts reveal our understanding of different roles we do or
might play in our lives. Gender role is a good example of a cultural sexual script: how peo-
ple learn to behave “appropriately” as women or men in our society. Interpersonal sexual
scripts affect interactions involving two people: what we think we “should” do in a specific
situation and how the other person “should” act. Intrapsychic scripts more subtly involve our
ability to imagine a different lifestyle and to think creatively about other identities. Sexual
scripts are powerful and subtle as a framework for behaving within the norms of society.

Gagnon (1990) believes that virtually all interpersonal behaviors are scripted and that
even sex researchers and those who write about sexual be-
havior are affected by the expectations inherent in sexual,
gender-based scripts. Even when people try to keep an open
mind and not judge others, Gagnon makes the important
point that overt sexual behaviors, including masturbation,
oral-genital stimulation, and sexual intercourse, reflect cul-
tural, interpersonal, and intrapersonal scripts. 

Purnine, Carey, and Jorgensen (1994) used a question-
naire to learn about preferred sexual practices of heterosex-
ual women and men, inferring that such practices would re-
flect the influences of sexual scripts. The men were found
more sexually focused while the women were more romanti-
cally focused in their intimate interactions. The men were
more likely to include alcohol and recreational drugs in their
sexual interactions with women, and were more likely to
want to share erotic literature with their partners. These
were consistent differences in this large sample, but these re-
sults should not be considered aspects of the sexual scripts
of all women and men.

Dating is a heavily scripted social behavior. There are
things we feel we are supposed to do on a date and others
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FIGURE 8-2 There are three
overlapping influences of
cultural, interpersonal, and
intrapsychic scripts relevant
to sexual experience and
expression.



that are inappropriate; we learn this while growing up in our
culture. Alksnis, Desmarais, and Wood (1996) studied gen-
der differences in the scripts of college women and men
about dating, specifically about what “good,” “bad,” or “typ-
ical” dates are like. Males associated events with sexual con-
notations with good dates, especially if their partners be-
haved in sexually suggestive ways. Females associated
sexually related events and remarks with less desirable
dates. 

Many undergraduates go to Florida for spring break, 
and sexual encounters are often anticipated (Fig. 8-3).
Mewhinney, Herold, and Maticka-Tyndale (1995) explored
the sexual scripts and sexual behaviors of Canadian univer-
sity students during spring break in Daytona Beach. In in-
terviews students reported a common understanding that
casual sex was common and that this behavior was more
likely to occur and was more acceptable or “normal” during
this time. Casual sex was not expected by all the students who reported having it, however.
The sexual script for spring break was affected by the overall atmosphere of sexual permis-
siveness and anonymity, as well as the widespread consumption of alcohol. This is just one
example of how sexual scripts affect sexual expectations and behaviors in a specific psy-
chosocial environment.

Guilt and the Enjoyment of Sex
Guilt is a complicated issue. People conceptualize it, experience it, and perhaps act to elimi-
nate it all in different and highly personal ways. Some things about guilt are common to most
people, however. It is not considered a good feeling or emotion, and it can affect one’s will-
ingness to engage in sexual behaviors, to engage in sexual behaviors with certain people, and
to fully enjoy intimate interactions. Guilt can be a powerful deterrent to sex and can com-
pletely eliminate any good feelings associated with eroticism and shared physical intimacy.
Guilt is relevant to the discussion in this chapter because the ability to become responsive
can be significantly impaired by the experience of guilt.

People feel guilty about a number of things related to sex: masturbation, petting, pre-
marital intercourse, extramarital intercourse, homosexual inclinations, even enjoying inter-
course unrelated to planned conception, and other things. There may also be gender differ-
ences in what we feel guilty about sexually. For example, in the early 1970s, sociologists
found that females felt significantly less guilt than previously about premarital intercourse
(Bell & Chaskes, 1970). Guilt feelings can lead to conformity to social norms. Guilt involves
the feeling that one has violated the morals, norms, and standards society (often represented
by our parents) requires for cultural order. 

Darling and Davidson (1987) found that guilt feelings diminish sexual satisfaction among
adolescents and young adults. Lessened enjoyment can be psychological, physiological, or
both. Guilt feelings can affect every phase of the sexual response cycle; they can impair
arousal, lengthen plateau, prevent orgasm, and eliminate resolution when no orgasm takes
place. Darling and Davidson found that over half of the females in their sample of American
university students experienced guilt related to first intercourse. This guilt gradually lessened
in later intercourse experiences, but many of these young women continued to feel guilty
even if they did not have orgasms during intercourse. An important reason for these feelings
was that in many cases they didn’t particularly like the person with whom they had sex, and
they perhaps found it more difficult to be sexually responsive. About 75% of both males and
females reported feeling guilty about masturbation, and Darling and Davidson speculated
that many were strongly influenced by older societal norms that discouraged genital self-
pleasuring. Many of the females found that petting experiences adversely affected their psy-
chological and physiological enjoyment of these behaviors. In another study of 45 married
women ranging in age from their twenties to sixties, Keller, Eakes, Hinkle, and Hughston
(1978) found that older respondents were more likely to report sexual guilt than younger
subjects, perhaps reflecting older, more conservative sexual value systems. 
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FIGURE 8-3 A beach scene in
Florida during spring break.
The combination of sun, skin,
and alcohol often creates ex-
pectations of sexual activity.



Pope John Paul II issued a 179-page encyclical called Veritas Splendor
(The Splendor of Truth) (1993) (Fig. 8-4), in which he asserted that good
is clearly and unambiguously good and that bad is similarly distinct and
clear. He proclaimed that morals cannot be assessed situationally and that
the Church’s teaching offers salvation and freedom to the truly virtuous.
Some evils are immediately apparent: genocide, slavery, and torture.
However, the pope also labeled as distinct evils other behaviors that are
of concern to more liberal Roman Catholics: the use of contraceptives, ar-
tificial insemination, homosexual acts, masturbation, premarital sex, and
abortion. For devout Catholics, these behaviors probably provoke pow-
erful feelings of guilt. Of course, many of the world’s religions make
proclamations about sex that involve injunctions. John Paul II’s encycli-
cal, however, condemned many behaviors that professional and lay per-
sons find acceptable and “normal.” 

Celibacy

Although this chapter focuses on physical expressions of eroticism and
intimacy, not everyone enjoys having sex or experiencing sexual feelings.
Many others choose not to masturbate or to behave sexually with another
person for personal or ideological reasons. These concepts too are im-
portant in a human sexuality course. Individuals who are asexual for any
reason are not personally deficient; sex is always a choice and ideally

never an obligation. The word celibacy comes from an old Latin word meaning a person is
unmarried and, therefore, presumably not having sexual relations. As discussed in Chapter
2, historical and religious traditions emphasize marriage for sanctioning sexual activity. Mod-
ern definitions refer to the decision to abstain from sexual intercourse.

Partial Celibacy
Partial celibacy is a decision to abstain from sexual intercourse but not necessarily from
masturbation. There are many reasons for partial celibacy. Some women and men wish to re-
main celibate until they marry because remaining virginal heightens their self-esteem. Oth-
ers choose a period of partial celibacy because they need to heal after an unrewarding, abu-
sive, or exploitative relationship. Some people lack sexual self-confidence, have anxiety about
performing well sexually, and may fear intimacy because of the vulnerability it necessarily en-
tails. Partial celibacy is also a good choice by those not using contraceptives because of the
risk of an unanticipated pregnancy. Apprehensions about AIDS and other STDs are also good
reasons for many to be partially celibate for a time (Guinan, 1988). Just as many people very
much enjoy the place of sex in their lives, others take equal delight and pride in their celibacy,
and their choice is by no means a “second best” position. Some religious organizations en-
courage youth to pledge that they will remain virginal until they marry and to take pride in
this personal commitment.

An organization called “Girls Incorporated” headquartered in Indianapolis has devised
two programs intended to prevent adolescent pregnancy. The “Growing Together” program
involves a series of parent-daughter workshops that teach and encourage family communi-
cation about several issues about teenagers’ sexual behavior. The “Will Power/Won’t Power”
program teaches interpersonal skills to help young girls resist peer pressure for early sexual
involvement. Postrado and Nicholson (1992) studied the responses of over 400 young girls
between the ages of 12 and 14 on questionnaires regarding their sexual behaviors given on
two occasions in the first year of their participation in these programs. The two programs
were not equally effective in discouraging early sexual activity. While the young women in
the “Growing Together” program were 2.5 times less likely than others to participate in sex-
ual activity during the study period, those in the “Will Power/Won’t Power” program were
just as likely as others to have participated in early sexual activity. Apparently, even when in-
dividuals are voluntarily receiving support and guidance in their sexual decision making, par-
tial celibacy is not easy. In this study, the term “sexual activity” included other behaviors in
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FIGURE 8-4 The papal en-
cyclical Veritas Splendor
(1993). This religious docu-
ment reveals unambiguous
judgments about many sexu-
ally related behaviors. Situa-
tional factors are not relevant
to the interpretation of these
actions.

Partial celibacy Absti-
nence from sexual intercourse,
but not necessarily abstinence
from masturbation.



addition to sexual intercourse, and thus some of these re-
spondents may have been partially celibate while having
some sexual activity. An issue addressed in neither study is
whether participants delayed the decision to have inter-
course or found the idea of having sex unappealing and had
no plans for intercourse later on.

Complete Celibacy
A vow of complete celibacy is a requirement for church lead-
ership in some faiths, including Roman Catholicism. Com-
plete celibacy involves abstinence from both masturbation
and interpersonal sexual behavior. To those who greatly en-
joy sex this may seem a severe requirement, but many Roman Catholic clerics are comfort-
able with it and truly enjoy their celibacy or say they do (Fig. 8-5). Complete celibacy is part
of a behavioral commitment to the complete devotion of a person’s emotional and physical
energies to doing good works for others. In ancient church doctrines, complete celibacy
seems to derive from the implicit connection between sexuality and uncleanliness and sin
and from an aspiration to personal moral perfection (Frazee, 1988). The justification for
complete celibacy changed gradually throughout history (see Chapter 2). In the fourth cen-
tury the Church felt that sexual behavior would have a detrimental effect on ministers per-
forming the sacraments, and in the eleventh century new church policies were formulated be-
cause of the increased monastic influence in the church hierarchy. Church doctrines
regarding complete celibacy for priests and nuns remained unchanged from the twelfth to the
twentieth centuries, even though there have been efforts to remove this prohibition on sex
(Frazee, 1988). Historically, Hinduism, Buddhism, Taoism, Shintoism, and Islam have also
imposed celibacy on their religious leaders.

Sexual Dreams

Our minds literally never rest. Our dreams contain real and symbolic imagery from our
thoughts, feelings, and preoccupations. People have puzzled over the meaning of dreams
since ancient times, and various explanations are offered. Some writers, such as Freud
(1900), suggested our dreams are disguised attempts to fulfill desires that cannot be actual-
ized during waking life. Others (Downing, 1996) believe dreams are attempts to solve prob-
lems and reach some understanding with “unfinished business” in waking life. Some dreams
are highly arousing in an erotic way and filled with vivid images, and they occasionally lead
to physiological arousal and orgasm. For some, the uncontrolled nature of this sexual im-
agery is upsetting, especially if the dream content is very different from how one sees oneself. 

A Kinsey Institute (1990) report on sex notes that virtually all men and about 70% of
women have sexual dreams, although only about half of these women have an orgasm dur-
ing sleep. Erotic dreams may involve depictions of sexual practices or partners that are not
part of a person’s usual thoughts about sex. One who is preoccupied with sex throughout the
day should not be surprised by dreams that reflect this focus as well. Nocturnal emissions,
or “wet dreams,” are common in young men and men whose established pattern of sexual be-
havior is interrupted for some reason. They are called wet dreams because ejaculation occurs.
Wet dreams involve erotic imagery that is often vivid and memorable upon waking. Because
such dreams and orgasms are not under a man’s conscious control, he should not feel guilty
about the dreams. The stimulus for nocturnal emissions may not be entirely psychological,
as tactile pressure of bedding against the penis may stimulate an erection and subsequent
ejaculation. Kinsey’s 1948 book, Sexual Behavior in the Human Male, reported that the high-
est incidence of nocturnal emissions occurs among men between the ages of 21 and 25
(71%). By age 50 only one-third of the men in his sample reported having wet dreams, and
by the age of 60 only 14% reported them. The frequency of nocturnal emissions varies con-
siderably. In Kinsey’s youngest group of subjects (16 to 20 years old) some men had as many
as 12 wet dreams in a single week, while others had only a few in a year. As with most sex-
ual issues, there is variability both between and within individuals regarding these sexual ex-
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FIGURE 8-5 A vow of com-
plete celibacy is one not un-
dertaken lightly, especially by
young people who are making
a lifetime commitment to a re-
ligious faith.

Complete celibacy Absti-
nence from both masturbation
and interpersonal sexual be-
havior.

Nocturnal emission Pe-
nile erection and ejaculation
during sleep, usually accompa-
nied by erotic dreams.



periences. Remember that men commonly have erections regularly throughout a night’s sleep
whether or not they are dreaming and irrespective of dream content. This is called noctur-
nal penile tumescence but is unrelated to nocturnal emission.

Women commonly begin having erotic dreams in adolescence. Vaginal discharges some-
times accompany these dreams, but many other factors also cause vaginal discharge, such as
changes in hormone levels that are often dramatic at this age. There is no indication that
women who have orgasms during erotic dreams are anxious or troubled by their responses,
and women who are sexually active and comfortable with their intimacy generally feel good
about nocturnal orgasms and tend to have more of them (Wells, 1986). Other data suggest
that sexual arousal during sleep may be associated with anxiety (Henton, 1976), presumably
because some subjects interpret their nocturnal orgasms as a result of their inability to sup-
press sexual urges. In a sample of 774 female undergraduates, Henton found that 22% expe-
rienced orgasms during sleep.

Sexual Daydreaming and Fantasy
Fantasy during masturbation and sexual intercourse can dramatically enhance arousal and re-
sponsiveness. Its role during intimacy with another is perplexing for some people: if you are
having sex with someone, why would you have any need or desire to fantasize at the time?
The role of fantasy in solo sex seems more obvious. Leitenberg and Henning (1995) pub-
lished an exhaustive review of the literature on sexual fantasies that clarifies some issues
about fantasies that are not immediately obvious. Because sexual fantasies (like dreams) are
usually very personal, their content can illustrate the person’s sexual value system in ways
that their overt behaviors may not. The source of sexual fantasies is not always obvious. They
may be stimulated by something one has seen or read or may be entirely imagined. Fantasies
can arouse sexual excitement, and sexual excitement can arouse sexual fantasies. Leitenberg
and Henning believe that sexual fantasies “appear to be deliberate patterns of thought de-
signed to stimulate or enhance pleasurable sexual feelings regardless of whether the fantasies
involve reminiscing about past sexual experiences, imagining anticipated future sexual ac-
tivity, engaging in wishful thinking, or having daydreams that are exciting to imagine with-
out any desire to put them into practice” (1995, p. 470).

Leitenberg and Henning note that women who fantasize during masturbation are more
likely to experience orgasms more frequently during intercourse, and that men who fantasize
frequently are also more likely to have orgasms during intercourse. Sexual fantasies help
women and men become aroused and responsive during sexual sharing. People who report
frequent sexual fantasies generally have fewer sexual problems and possibly more fully enjoy
sexual activity.

Certain themes are more commonly reported in sexual fantasies: having sexual inter-
course with someone you love, having intercourse with a stranger, having multiple sexual
partners of the opposite sex simultaneously, exploring sexual behaviors you do not perform
in real life, forcing someone to have sex with you or someone forcing you to have sex with
them, reminiscing about a previous sexual encounter, visualizing scenes from an erotic
movie, imagining oral-genital stimulation, being found sexually irresistible by someone else,
having sex with someone famous, and many others. Apparently, our sexual fantasies are as
diverse and creative as we are as individuals.

Gender Differences and Sexual Fantasies
Although women and men both have sexual fantasies, men fantasize more frequently than
women (Jones & Barlow, 1990), especially with fantasies triggered by external events and
those that occur spontaneously. With regard to sexual fantasies during intercourse or to be-
come more sexually aroused, well over half of women and men in various studies report fan-
tasizing very often or sometimes. Again, fantasy presumably heightens the ongoing pleasure
of sexual intercourse for both women and men. There are, however, gender differences in the
content of sexual fantasies. Men’s sexual fantasies generally involve a more active role in a
sexual interaction, and women’s sexual fantasies involve more passive roles. Men see them-
selves as “actors” and women see themselves as “recipients” in erotic expression. Men focus
more on highly visual, explicit sexual images, and women concentrate more on romantic, in-
terpersonal, and emotional aspects of the shared experience. Men are more likely to fantasize
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about having sex with multiple female partners, although
similar fantasies are not unusual among women. Women are
somewhat more likely to have fantasies involving some ele-
ment of sexual submission to a man, and men more fre-
quently fantasize about “taking” or subduing their female
partner (Sue, 1979).

Some fantasies are apparently stimulated by events in the
individual’s immediate environment. We often put ourselves
in an environment in which we will be erotically stimulated
and thus generate our own sexual fantasies. One way this is
done is by reading erotic literature. Schmidt, Sigusch, and
Schafer (1973) asked male and female university students to
read an erotic story in which a young couple had sex and
then measured the students’ responses to this stimulus. Sub-
jects rated the stories as somewhat arousing sexually and re-
ported a generalized erotic excitement during the 24 hours
immediately following. Both female and male subjects
demonstrated physiological signs of sexual arousal while
reading the story and reported some increase in sexual be-
havior, fantasy, and sex drive in the 24 hours afterwards.
There were few differences between the women and men in
this study, although the women reported a greater increase in
sexual intercourse and sex drive than the men. Apparently,
these subjects continued to think and fantasize about the
story they had read, and these fantasies generally activated
their sex drive and sexual behavior.

Just as people differ in other characteristics, our ability
and inclination to create sexual fantasies vary. While some
easily create and enjoy erotic images, others do not easily
produce vivid depictions of sexual scenes in the “mind’s eye.” Tokatlidis and Over (1995) ad-
ministered a paper-and-pencil test to assess differences in people’s ability to create mental im-
agery to 119 women between the ages of 18 and 47 and assessed the relationship between
these and genital and sensual arousal during sexual fantasy. Sexual arousal during fantasy was
more clearly related to the subject’s capacity to create vivid sensual images and their degree
of absorption or involvement in those images than to their scores on this test. These investi-
gators noted that the more frequently their subjects used certain erotic images in their fan-
tasies, the more arousing were those images and the more clearly did they provoke physical
enjoyment. 

Male sexual fantasies were studied systematically in a sample of 94 heterosexual men
from 20 to 45 years old (Crepault & Couture, 1980). Roughly 60% of this sample were mar-
ried, and all participants had lived with a woman during the previous year. All their subjects
reported that they fantasized at times when they were not engaged in masturbation or sexual
intercourse. Three-fourths reported that they engaged in sexual fantasies during intercourse
with their wives or female partners. Two-thirds reported that they masturbated while fanta-
sizing about erotic themes. Although the themes of their fantasies were not substantively dif-
ferent from those reported elsewhere, these data remind us of the role of such mental images
in enhancing erotic pleasure during masturbation and/or sexual intercourse (Table 8-3).

Masturbation and Autoeroticism

The terms “masturbation” and “autoeroticism” have related but different meanings. Mastur-
bation refers to genital self-stimulation with some anticipation of an erotic satisfaction, al-
though it is not always necessary for a person to stimulate his or her genitalia in order to ex-
perience orgasm; some women have orgasms as a result of breast stimulation alone (Masters
& Johnson, 1966). Masturbation may also involve the use of vibratory aids, as well as erotic
printed materials. The term “autoeroticism” has a broader meaning. Autoeroticism involves
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TABLE 8-3

Most Common Sexual Fantasy Themes

Female

Emphasis on nurturant touching, feeling, and ca-
ressing and partner arousal

Mental focus on physical arousal and feelings of
emotional closeness

Mental images of a former or current sexual partner
Passive role in sexual behaviors—partner is doing
something to them

Romantic thoughts and feelings involving love and
devotion

Male

Impersonal sexual behaviors
High level of visual imagery—less focus on feelings
and emotions

Sex involving little or no foreplay, proceeding
quickly to intercourse

Visual focus on specific parts of partner’s body
Sexual activity with great variety of partners
Group sexual interactions
Focus on specific sexual acts, i.e., fellatio

Masturbation Genital self-
stimulation with some anticipa-
tion of rewarding erotic feel-
ings. Some women masturbate
by touching their breasts as
well.



self-stimulation that may or may not involve external physical stimulation; it can refer to sex-
ual feelings or thoughts with no outside stimulation at all. Autoeroticism may refer to the
personal sensual “texture” of various sexual perceptions and feelings.

There has been much controversy about masturbation, and many people feel guilty about
masturbating. An old-fashioned term for masturbation implies it is an entirely unwholesome
behavior: self-abuse. Guilt about masturbation is often based on very old religious and cultural
beliefs about the appropriateness of sexual response only for procreational purposes. It is
sometimes viewed as a dismal alternative to sexual intercourse, and many people are shocked
that others who have regular access to a sexual partner still choose to masturbate occasionally
or even incorporate masturbation into their lovemaking. As noted in an earlier chapter, an-
cient Judeo-Christian religious traditions contributed negative meanings associated with mas-
turbation. When the survival of a nomadic tribe depended upon the fertility of its women and
men, anything that wasted a man’s “seed” was seen as a threat to the survival and prosperity
of the group. Throughout the history of Western civilization masturbation was viewed as a fail-
ure of self-control, a tawdry surrender to one’s “baser” animalistic instincts. Recall the discus-
sion of semen-conservation theory in Chapter 2: historical thinkers believed that masturba-
tion wasted precious bodily fluids that had the potential to be channeled into virtuous
thoughts and actions. The Victorians were decidedly uneasy about masturbation, and some
people even made wire cages to cover a boy’s genitals to thwart any attempt at self-stimulation.

“The best to you each morning!” Dr. J. H. Kellogg (1852-1943) (Fig. 8-6), who started the
modern breakfast cereal industry, was developing a simple food intended to help people (usu-
ally young people) control their presumably hard-to-control sexual desires. Dr. Kellogg, the
director of a large hospital, believed several factors clearly indicated a person masturbated
regularly, including heart rhythm irregularities, stooped posture, and acne. For Dr. Kellogg
these were certain signs the person was having trouble controlling her or his erotic urges and,
therefore, masturbated. Most of the attention on this “scourge” of masturbation was directed
to males; historically there was little acknowledgment that women masturbated or had strong
sexual feelings at all. Kellogg believed that a bland diet would assuage these powerful incli-
nations and help to restore self-control and good mental health to those unable to handle
their powerful sexual urges. Sylvester Graham invented graham crackers in the nineteenth
century for the same reason: bland foods were thought to help control erotic feelings
(Reinisch, 1990).

Between the 1890s and World War I, a more enlightened attitude toward masturbation
gradually emerged, in part because of the lay public’s interest in the developing science of
psychiatry. Still, change came slowly and was relatively ineffective in neutralizing widely pub-
licized historical misconceptions. Outrageous pseudoscientific claims about the adverse ef-
fects of masturbation can be traced back to the mid-1700s, when S. A. D. Tissot published A
Treatise on the Diseases Produced by Onanism. (Technically, onanism can refer either to mas-
turbation or coitus interruptus, withdrawing the penis from the vagina during intercourse
and ejaculating outside of a woman’s body. ) Tissot believed there were catastrophic psychi-
atric consequences of “wasting” one’s semen and suggested the loss of a single ounce of se-
men had the same effect as losing 40 ounces of blood. Such bizarre claims would be comical
if it weren’t for the fact that Tissot’s book and teachings provoked untold guilt and misery. By
the middle of the next century most people thought that masturbation caused insanity and
many physical ailments, eventually encouraging Kellogg and Graham to explore dietary
means of controlling this behavior.

In 1891, Dr. E. T. Brady was one of the first medical professionals to question Tissot’s
claims and noted that despite the supposedly compulsive quality of masturbation, it proba-
bly didn’t do as much harm as had originally been thought. He stated, “But it is very proba-
ble that its importance as an influence has been greatly exaggerated, particularly in connec-
tion with the causation of insanity” (cited in Fishbein & Burgess, 1947). About this time a
more cautious professional tone appeared in pronouncements about the effects of masturba-
tion. As soon as scientists determined how common the practice was, it became apparent to
all that there had been an enormous amount of exaggeration about all too human behavior.
Today, most medical, social, and behavioral scientists believe that masturbation is neither
psychologically nor physically harmful except when a compulsive feature of some psycho-
logical disorder.
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FIGURE 8-6 Dr. J. H. Kellogg
hoped that marketing and
selling simple cereals (like
corn flakes) would help young
adults better control their sex-
ual urges and avoid the temp-
tation to masturbate.



Masturbation as a Learning Exercise
An important legacy of Greek and Roman civilizations is the belief in the importance of
“know thyself” as a guiding principle for personal growth and development. We apply this
dictum to both our intellectual and physical attributes. Just as many experts in human sexu-
ality encourage you to examine your own genitalia with a mirror to gain a better under-
standing of what you look like, they also often encourage people to masturbate to learn more
about how they respond to erotic genital stimulation. Let’s look at an example of what mas-
turbation can teach someone who has never masturbated or had an orgasm during sexual in-
tercourse with another person. You would probably have some difficulty understanding the
human sexual response cycle in Chapter 7. It might not be clear what arousal and excitement
feel like or how quickly or slowly these develop and their physical indications. The same is
true with the plateau stage of the sexual response cycle, feelings of ejaculatory inevitability
or imminent orgasm, penile or vaginal contractions, and the return to pre-arousal levels of
excitement in the resolution stage. We are not urging everyone to start masturbating but are
pointing out that masturbatory experiences can teach one much about how the body re-
sponds to erotic self-stimulation. Masturbation need not focus exclusively on the primary
erogenous zones, as many find that their breasts, anus, or other body areas (particularly the
mons veneris in women) are extremely sensitive and that stimulating them during mastur-
bation may significantly heighten arousal and responses.

For those who feel they have something to learn about the sexual response cycle through
masturbation, we recommend planning the experience to ensure total privacy at a time when
you are well-rested, free of stress, and free of interruptions. Masturbation can be a very in-
formative exercise in sensual self-exploration, and interferences should be prevented.
Whether to share your masturbatory experiences with another is entirely up to you. Mutual
masturbation is considered by many a highly arousing and enjoyable alternative to sexual in-
tercourse or an aspect of foreplay before intercourse. For two people who are unready to have
intercourse but who want to share eroticism, mutual masturbation offers this opportunity
without risk of unanticipated pregnancy or transmission of a sexually transmitted disease,
provided the genitals do not come into contact and semen is not deposited in or near any
body orifices.

Issues Surrounding Masturbation
For many years now, data collected about masturbation frequency reveal that among people
who masturbate, males do so more frequently than females. Laumann, Gagnon, Michael, and
Michaels (1994) polled women and men between the ages of 18 and 59 and discovered that
the percentage of males who reported masturbating at least once a week (24.6) was far higher
than for females (7.06) for all age groups studied. The frequency of reported masturbation
declined significantly over the age of 50 for both women and men. This difference occurs
among all age groups surveyed, regardless of marital status, educational attainment, religion,
race, and ethnicity. The first Kinsey study in 1948 reported that virtually all males and about
two-thirds of females masturbated at some time in their lives. These are grouped data, of
course, and individual differences among people are not apparent. Certainly some women
masturbate very frequently and some men never at all. The reasons for this large gender dif-
ference are obscure and cannot be attributed to specific anatomical, hormonal, genetic, or
psychosocial factors. In 1993, Leitenberg, Detzer, and Srebnik reported that in a sample of al-
most 300 introductory psychology students, the males reported masturbating three times
more frequently than the females during their adolescent and early adulthood years. While
these investigators noted that there is apparently no relationship between adolescent and
young adult masturbatory experience and later satisfactoriness of heterosexual intercourse
experiences, overall perceptions of sexual satisfaction, sexual arousal, or the incidence of sex-
ual problems in later relationships, this may not always be true. For example, women who
have trouble having orgasms may be helped significantly with guided instruction in various
masturbatory techniques. Furthermore, individuals who report masturbating more frequently
are probably more open-minded about their sexuality in general and thus more likely to re-
port higher frequencies of sexual intercourse in marriage and greater satisfaction with the
sexual component of their relationship. Masturbation has not been shown to “taint” one’s
later sexual experiences or the enjoyment one derives from those experiences.
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Leitenberg, Detzer, and Srebnik speculate on the wide difference in frequency of mastur-
bation between females and males and note that often women have orgasms more regularly
and reliably during masturbation than during sexual intercourse. The lower frequency of
masturbation by females, they suggest, may reflect traditional feminine sexual socialization
that associates sexual satisfaction and responsiveness with shared intimacy and romance
rather than with masturbation.

Because genital self-stimulation begins in early childhood, the attitudes and responses of
parents and caretakers to pre-adolescent masturbatory behaviors can set an emotional tone
about genitally focused sexual pleasure. Stern reproaches, scolding, or even slapping a child’s
hand can cause the child to learn maladaptive emotional responses to intimate pleasures.
Consider the confusion a youngster experiences if pain is consistently paired with pleasure.
This situation is not likely to lead to unambiguous feelings of sexual enjoyment later in life,
and the person may come to doubt the appropriateness of genital pleasure. Later in life this
can cause real problems, as we’ll discuss in a later chapter on sexual dysfunctions. While
growing up, these parental interventions may carry some troubling or perplexing double
messages: “Your genitals are dirty; save them for someone you love.”

Guilt, Masturbation, and Sexual Fulfillment
Despite the fact that these are more enlightened times than the days of Graham and Kellogg,
for many there is still a sense of guilt or shame surrounding masturbation. As noted above,
because women have been socialized to believe that intimacy and romance are important for
the unambiguous enjoyment of sex, masturbation conceivably provokes guilt in some
women. Additionally, for someone raised to believe in sex-for-procreation, masturbation is
viewed as a sexual behavior that does not result in conception or the birth of a child. Gener-
ally, females are somewhat more likely to feel guilty about masturbation than are males. Evi-
dence suggests that women’s guilt feelings are also more likely to detract from their experi-
ences of sexual arousal and responsiveness. In a study involving almost 700 female
undergraduates and recent graduates, Davidson and Darling (1993) found that subjects who
reported guilt feelings about masturbation had more negative feelings about masturbation in
general and were unlikely to report having good psychological and physiological reactions to
their behavior. Perhaps more importantly, these women reported lower overall levels of sex-
ual adjustment and satisfaction in their lives.

Davidson and Moore (1994) examined the socialization pressures many women feel to as-
sociate sexual pleasure with procreation or procreative behaviors. In a survey study of almost
800 never-married heterosexual women at a university, these researchers found of women
who only masturbated, women who both masturbated and experienced sexual intercourse,
and women who only had sexual intercourse but didn’t masturbate, the women who only
masturbated reported the highest levels of guilt about masturbating and engaging in petting
behaviors. Among these three groups, the women who only masturbated were also most
likely to report lower levels of comfort with their own sexuality and sexual satisfaction. 

Masturbation in Couples
People who think of masturbation as a “second best” form of sexual expression have diffi-
culty understanding the place of masturbation in a relationship. According to Laumann,
Gagnon, Michael, and Michaels (1994), 16.5% of the married men in their sample and 4.7%
of the married women reported masturbating at least once a week. What is the motive to mas-
turbate in a relationship? One partner’s unreceptivity to intercourse may play a role, but other
factors may occur as well. The effects of age, illness, and boredom may affect the frequency
of intercourse, as well as a person’s general level of satisfaction with the relationship. Sex re-
searchers have identified the pursuer/distancer relationship in marriage as a source of conflict
about sexual intercourse (Betchen, 1991). In this situation, one person chooses masturbation
over sexual intercourse, leading to a vicious cycle in which one partner desires and pursues
intercourse while the other distances him/herself and masturbates while alone. This situation
often involves a purposeful manipulation of one’s partner and can be seen as controlling and
even emotionally abusive. This can be a maddening situation, particularly if the couple’s com-
munication skills are poor. The situation gets progressively worse as the pursuer persists and
becomes more energetic and angry while the distancer removes him/herself further by mas-
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turbating even more frequently. The dynamics of this situation can be complex and may re-
quire the help of a counselor or therapist. Whenever one partner openly chooses masturba-
tion over sexual intercourse with their spouse, the pursuer/distancer scenario may be occur-
ring. We discourage manipulating one’s partner by either offering or withholding sex.

Masturbation isn’t always problematic in a relationship, however. Generally, women and
men see masturbation in relationships differently. Men often view masturbation as supple-
mentary to regular sexual intercourse: an optional outlet for pent-up sexual energy. Incorpo-
rating masturbation into lovemaking is also a way to explore erotic pleasures with one’s part-
ner. In contrast, women report that masturbation has more of a substitutive role (Hessellund,
1976). When a woman’s partner is unavailable, unwilling, or unable to have sexual inter-
course, she may perceive masturbation as an enjoyable, substitute sexual outlet. Nonetheless,
often one partner feels sexually inadequate if she or he finds out that their partner mastur-
bates regularly and may view the behavior as a rejection of their sexuality.

Masturbating in the presence of one’s partner allows you to show them exactly how and
where you like to be touched, as well as how vigorously you prefer to be stimulated. Just as
we can learn about ourselves through masturbation, we can also learn a lot about our partner.

Vibrators and Masturbation
Vibrators are manufactured in a variety of sizes and shapes, but vibrators are not necessarily
the same as dildos. Technically, a dildo is any erect-penis-shaped object that may or may not
vibrate. Stigma has long been attached to the use of vibratory aids in masturbation or during
intercourse, with one partner feeling the other must “need something else” and “I must not
be enough for him/her.” Masters and Johnson (1970) advocated using vibrators to help peo-
ple learn about their sexual response cycles, overcome inhibitions, and learn about them-
selves. Although there is really no substitute for the nurturance, love, and attachment of a
good sexual relationship, vibratory aids can indeed enhance your knowledge of yourself and
help explore interesting erotic dimensions with your partner. Masturbation with vibratory
aids is very common, and there should be no guilt or misgivings associated with this means of
sexual exploration.

Most scientific research on vibrators has involved women, but both women and men use
vibrators during masturbation and intercourse. Women who use vibratory aids do not gen-
erally insert them deep into the vagina but selectively stimulate the external genitalia, the cli-
toris in particular. Davis, Blank, Lin, and Bonillas (1996) studied the use of vibrators in a
large sample of women from age 18 to 75. Their questionnaire asked why women use vibra-
tors and the situations in which they do so. Women in their sample used vibrators mostly to
increase their level of sexual pleasure and responsiveness, mostly during masturbation but
frequently with a partner. Most reported that the orgasms precipitated by using a vibrator
were stronger and lasted longer than those otherwise occurring during masturbation or in-
tercourse. These women overwhelmingly reported that they very much enjoyed using their
vibrators. Additionally, most said that the clitoris was the preferred location for vibratory
stimulation. For women who want to feel sexually self-sufficient, a vibrator offers control and
reliability for erotic experiences and experimentation. Vibrators offer both supplementary
and substitutive means of erotic self-stimulation.

Women who report using vibrators say a small amount of lubricant often enhances the
pleasure. Vibrators are available from many pharmacies and
mail-order businesses usually marketed as “massagers” (Fig.
8-7). One should not feel embarrassed to purchase a vibrator.
If a couple uses a vibrator during shared intimacy, it should
be washed thoroughly before the other uses it if it was in-
serted into a body orifice, but should not be immersed in water.

Methods of Masturbation
Several methods of masturbation are consistently reported by
women and men. The most common method of female mas-
turbation involves stimulating the clitoris, often by touching
or rubbing its glans or shaft, often while stimulating one’s
nipples manually. Vibratory stimulation of the clitoris and
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FIGURE 8-7 Vibrators are
manufactured in a variety of
sizes, shapes, and textures.
When applied to the genitals
or the anal area, vibratory
stimulation is often perceived
as keenly erotic.



opening to the vagina is also quite common. The mons veneris is often rubbed or pressed
during clitoral stimulation. Women do not usually insert objects into their vaginas during
masturbation, although this is not “abnormal”; clitoral stimulation is generally preferred.
Many women masturbate while lying on their back, and others lie on their abdomen while
touching and/or rubbing their clitoris and mons veneris (Fig. 8-8).

Men usually masturbate by stroking the shaft of the penis up and down in a rhythmic
manner. The glans is the most sensitive part of the penis, but most men do not usually grasp
or stroke the glans, instead stimulating the shaft. Occasionally touching the glans increases
sexual arousal. While most men masturbate this way, there are other means of penile self-
stimulation. Some men lie on their abdomen and rub their genitals against the bedding. Some
men also grasp or gently squeeze the scrotum during masturbation, but generally only the pe-
nis is used (Fig. 8-9).

Although masturbation is usually a solitary behavior, many couples enjoy mutual mas-
turbation, either as a prelude to intercourse or as a shared erotic activity enjoyed for its own
sake. Shared masturbatory behavior is highly arousing for many couples. Simultaneous man-
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FIGURE 8-8 In one way or another, the cli-
toris is usually the focus of self-stimulation
in female masturbation. Simultaneous stim-
ulation of the nipples often enhances feel-
ings of sexual excitement.

FIGURE 8-9 In male masturbation, the
shaft and glans of the penis are stroked
rhythmically. While men masturbate in
many different ways, this is the most
common. 



ual and oral stimulation of the other’s genitals is often highly erotic. Many couples enjoy the
special intimacy associated with eye contact during mutual masturbation.

Sharing Sex

Interactive sexuality includes many activities: foreplay, oral-genital stimulation, heterosexual
intercourse, anal stimulation, and intercourse. The following chapter deals with homosexual-
ity and its expression; this chapter focuses on heterosexual interactive intimacy. Although we
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Top Ten Facts About Masturbation

1. Masturbation is free—free of cost, free of disease, and hope-
fully guilt-free. Everyone is entitled to their share of privacy
to do with as they please, including having an orgasm.

2. Masturbation is an effective tool for women and men who
want to learn how to have an orgasm. While partners can
provide much pleasure, they may also be too distracting. A
woman or a man who learns how to please herself or him-
self can share that knowledge with a lover.

3. Many married people masturbate because rarely do two peo-
ple have the same level of sexual desire. There’s no reason
for one to be sexually frustrated or the other to feel forced to
have sex, since masturbation is an effective alternative. Mas-
turbation used to avoid sexual interplay with a partner can be
a problem, but when used to supplement a satisfactory sex-
ual relationship, there is nothing wrong with it.

4. A vibrator can help a woman reach an orgasm during mas-
turbation. Occasionally she can use the vibrator to approach
the orgasmic response and complete it with her hand or
finger.

5. There’s no limit to how often one can masturbate, though
caution should be exercised to prevent it from becoming
compulsive. Someone who reaches a point where the need
to masturbate interferes with socializing, school, or work
should reduce their masturbation to a level where they are
in control of their urge to masturbate.

6. A couple watching each other masturbate is the only ab-
solutely safe sex, as long as no bodily fluids touch the other
person’s body. There are many forms of “safer” sex, but con-
doms can break, people do cheat on each other, and any
exposure to bodily fluids involves some risk.

7. While many people find sexual intercourse more satisfying
than masturbation, others achieve a stronger orgasm
through masturbation. They may be better able to cause the
sensations that bring them to orgasm, or perhaps their
senses are heightened when they focus entirely on their own
feelings.

8. A man who masturbates under conditions that make him
hurry might develop a tendency toward premature ejacula-
tion. To gain control of when he ejaculates during inter-
course, men should allow themselves more time. Masturba-
tion not only brings pleasure but can also be a time for
exercising control of orgasms.

9. Masturbation does not cause acne, hair growth in the 
palms, or blindness. Masturbation may cause an irritation to
the genitals, in which case using a lubricant is recom-
mended.

10. The sexual fantasies people have while masturbating are
just that, fantasies, and are usually unrelated to real life.

Other Countries, Cultures, and Customs
The Dhat Syndrome

C hapter 2 reviewed historical aspects of semen-
conservation theory, the belief that depleting semen

through intercourse or masturbation causes a depletion not
only of energy but character and moral rectitude. Many Vic-
torians believed that refraining from sexual expression ex-
cept for planning conception was virtuous and that any “un-
necessary” loss of semen weakened a person physically and
morally. On the Indian subcontinent there is a similar “syn-
drome” called “dhat,” in which men experience anxiety,
lethargy, weight loss, and sexual dysfunction that they be-
lieve results from the loss of semen through masturbation or

nocturnal emissions. In fact, these symptoms are associated
with anxiety. This syndrome is common in India and Sri
Lanka (Dewaraja & Sasaki, 1991; Joshi & Money, 1995).

Some men in India and Sri Lanka also develop significant
anxieties about the contents of their wet dreams because they
believe they cause a depletion of their energy. These appre-
hensions are similar to those of Victorians, perhaps related to
the fact that the English occupied this part of the world ex-
tensively between the mid-1850s and mid-1940s. The possi-
bility of similar anxieties in other world cultures would seem
worthy of investigation.



expect most readers to have some knowledge or experience in sexual matters, we believe you
will learn some new things about the variety of heterosexual erotic motives and behaviors.

Throughout this book we’ve discussed the importance of a climate of psychological safety
in sexual interactions. In most instances, sex cannot be enjoyed fully unless two people trust
one another fully, have privacy, feel comfortable sharing their vulnerabilities, and don’t fear
the outcomes of their intimacy. Coercion is inappropriate in any sexual encounter, and 
any real or imagined force or pressure, physical or psychological, is inappropriate for re-
warding sex.

The Importance of Touch
Although many people think of sex as involving one person penetrating another, shared touch-
ing, skin-to-skin, is an important and potentially very enjoyable aspect of intimate expression
and should not be diminished because it doesn’t seem as “serious” as intercourse. Foreplay is
any of a number of activities in which two people engage before having intercourse, although
these behaviors need not always lead to intercourse but may be enjoyed by themselves.

Because erotic touching is often a part of foreplay, many people wonder whether they are
doing it well. Although there are no set guidelines on how to touch your partner, a few prin-
ciples characterize the kinds of touching women and men report they enjoy. Before consid-
ering the nature of sexual touching, however, the issue of personal space deserves mention.
Everyone has a space surrounding their bodies they like to control, and people generally feel
uneasy if others come too close or intrude into this personal space. Different factors affect
how we regulate our personal space. For example, we usually don’t mind if someone we like
or love touches us, but often we are reserved or rejecting if a stranger or someone we dislike
does the same thing. Personal space also varies over the surface of our body. Although we
might not mind someone patting us on the back, we would be distressed and startled if a
stranger put their hand on the inside of our thigh. The better we know someone, the more
easily we negotiate reciprocal touching in progressively more private areas of our bodies (Fig.
8-10). This often takes time because we need to get to know one another better first.
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FIGURE 8-10 Reciprocal, non-inter-
course intimate touching and caressing
often create feelings of safety and trust
in both partners and also serve to in-
crease sexual arousal.

Foreplay Any one of a num-
ber of behaviors in which two
people touch each other or
stimulate one another orally,
usually as a prelude to inter-
course.

Personal space The area
immediately adjacent to the
surface of our bodies, over
which we wish to control intru-
sions.



Review: Erogenous Zones
An earlier chapter describes the erogenous zones, areas of the body that when stimulated
yield keen sensual and sexual pleasures. We all share the same primary erogenous zones:
the mouth, genitalia, and anus. Most sexual interactions involve some or all of the primary
erogenous zones. The secondary erogenous zones reflect one’s personal life experiences
with tactile, sensual, and sexual pleasures, as one associates the stimulation of certain body
areas with erotic meaning and feeling.

During foreplay people often like their partner to begin their caresses gently and in less
sensitive areas. As foreplay becomes more active, most people gradually prefer firmer or more
vigorous touching or rubbing in progressively more sensitive areas. When the skin is moist
or a little slippery, skin stimulation tends to be firmer and more deliberate and can also be
more patient and leisurely. We will discuss erotic massage later in this section. Remember that
everyone is unique, however, and what appeals to some might be boring or laborious to oth-
ers. Generally it is better to err on the side of tact and care than be overly assertive and hur-
ried. Prolonged foreplay is often desired by women and many men.

Foreplay facilitates comfortable vaginal penetration, although again, these behaviors need
not lead to intercourse. It takes time for lubrication in women and erection in men to occur.
When the woman is well lubricated and the man has a full, firm erection, vaginal penetration
is easy. But with inadequate lubrication and an insufficiently firm erection, vaginal penetra-
tion can be uncomfortable and unrewarding. Therefore, a “take your time” approach seems
best, even though patience is more difficult when a person is sexually excited. Open com-
munication in foreplay lets two people share their affection and their bodies and have time
to attend to their own arousal and responsiveness. Although scientific knowledge of human
sexuality has increased greatly, some things don’t change very much—such as this principle
of sharing, which is as ageless as the human race.

Scientists have found big differences between men and women in sexual feelings and
pleasures. Denney, Field, & Quadagno (1984), studied a sample of 39 men and 49 women
who were students in their early 20s. When asked about foreplay, sexual intercourse, or af-
terplay, the women reported that foreplay was the most important and enjoyable aspect of a
sexual encounter. Men, in contrast, reported that intercourse was paramount. The women
also said they would prefer to spend more time in foreplay and afterplay than did the men.
These data confirm that while foreplay functions to facilitate comfortable intercourse, the di-
verse behaviors of foreplay may be enjoyed in their own right and do not always have to lead
to intercourse. Why men and women report differences in this respect is unclear. Perhaps
women are socialized more to associate sexual and sensual sharing and mutual pleasuring
with traditional feminine personality characteristics. In contrast, men with a traditional mas-
culine upbringing perhaps learn early that sex involves “doing something” to a woman rather
than sharing something with her. Note that foreplay and afterplay typically involve more de-
liberate and attentive touching than sexual intercourse itself.

Erotic Massage
While developing their sex therapy techniques, Masters and Johnson (Personal Communica-
tion, 1978) learned that when skin surfaces are moist or slippery, a couple is much more
likely to engage in prolonged foreplay involving deliberate and thorough touching and ca-
ressing. As simple as this is, many couples still have difficulty with mutual tactile pleasuring.
More recently there is a growing interest in erotic massage. Your local bookstore likely has
simple, illustrated manuals with helpful suggestions for giving your partner an erotic
massage.

There are many good reasons for exploring erotic massage with one’s partner. One learns
it is possible to be both relaxed and aroused, as careful, patient erotic massage can relax and
excite you at the same time. Erotic massage also gives women and men the opportunity to
enjoy prolonged touching along with visual enjoyment of one’s partner. Erotic massage also
offers new foreplay techniques when a couple’s usual activities have become predictable.
Couples often fall into habits in their lovemaking, with little experimentation or exploration.
Something new, like a sexy rubdown, can be even more stimulating because of its novelty. Pa-
tient touching and rubbing is an attractive alternative to foreplay routines that have lost their
“zing.” When coupled with low lighting, scented massage oils, soft music, and perhaps in-

Chapter 8 • Physical Expressions of Eroticism and Intimacy 263

Primary erogenous zones
The mouth, genitalia, and anus;
areas of the body that when
stimulated yield feelings of in-
tense sensual and/or sexual
pleasure; see also secondary
erogenous zones.

Secondary erogenous
zones Areas on the surface of
the body that, through learn-
ing, yield feelings of intense
sensual or sexual pleasure
when stimulated; see also pri-
mary erogenous zones.



cense, couples are more open about what they like and communicate verbally perhaps more
than in the past. And talking can be a very big turn-on! Thinking we are pleasing our part-
ner is one thing, but being told it clearly and with emotion is more fulfilling and stimulating.
Leisurely massage often facilitates verbal communication, which further enhances excite-
ment and pleasure.

A helpful book on erotic massage (Inkeles, 1992) discusses creating an environment con-
ducive to relaxed sensual sharing and explains the impact of massage on our circulatory, mus-
cular, and nervous systems. It includes special techniques for massaging the back, the back
of the legs, feet, front of the legs, chest, arms, hands, and head and face. The emphasis of this
fine book is on massage as a relaxing, therapeutic form of sensual sharing. Figure 8-11 de-
picts one of the techniques it describes.

As discussed in Chapter 6, as we get older sexual arousal takes a bit longer. Erotic mas-
sage is an excellent way to prolong sexual sharing before intercourse and allows plenty of
time to become fully aroused. Erotic massage is a special treat that some couples enjoy on
special occasions. For others, it is a regular part of their sexual lifestyle. For a special some-
one in your life, you can make a “coupon” in an “I love you” card that he or she can redeem
sometime. You will have given a gift, and someone will have the pleasure of a special present
awaiting in the future, and both of you will have gained some control in the planning for a
massage. Men who experiment with sexual massages too find they very much enjoy being
touched—that tactile pleasures are not only for women (Zilbergeld, 1992).

Stimulating a Woman’s or Man’s Breasts
Of the secondary erogenous zones, the breasts, especially in women, are most often an erotic
focus during sexual touching. Throughout this book we have mentioned the important con-
nection between self-esteem and body image. A person who thinks that he or she is attrac-
tive to others is more likely to feel good about him- or herself. For some women, breast size,
symmetry, and shape are an important aspect of feminine self-esteem and sexual self-
confidence. Other women couldn’t care less. For still others, breasts thought to be too large
cause uncomfortable self-scrutiny. Our culture emphasizes this aspect of a woman’s body. Yet
there is no relationship between breast size and breast sensitivity or any other measure of sex-
ual arousability and responsiveness. There are wide individual differences in breast sensitiv-
ity, but they are unrelated to breast size. As described in Chapter 3, despite sometimes large
differences in breast size, most women have very similar amounts of milk duct tissue. Size
differences primarily result from differing amounts of fat. Chapter 7 describes how nipple
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FIGURE 8-11 A slow, sensual mas-
sage can be very enjoyable and
may help two people explore one
another’s bodies, share a sense of
intimacy, and enjoy non-verbal
communication.



erection is common during sexual arousal, thus increasing the area of skin that can be stim-
ulated, especially that very sensitive part of the breast. 

Women often think that men are too rough when they caress their breasts. Good com-
munication helps minimize this problem, but generally women appreciate it when their
partner starts slowly and gently. During lovemaking many men stimulate their partners’
breasts manually or orally, and many women stimulate their own breasts during masturba-
tion. Reinisch (1990) summarized some of the data on breast stimulation and noted that
even though most women receive some form of breast stimulation during foreplay or in-
tercourse, only about half of them reported actually enjoying it. This is an interesting fact.
Do most men stimulate their partners’ breasts because they themselves like to or because
they believe all women like to have their breasts stimulated? The answer is not known.
However, some women who do report that they like this kind of touching have reported ex-
actly how they like to be stimulated. For example, many women report that they enjoy a
man starting slowly, putting his entire hand over their breast and pressing gently while
moving their breast in slow circles, moving back and forth between the two breasts. As
women become progressively more aroused, they prefer nipple stimulation with gentle
touching, mouthing, or sucking. Remember that breast sensitivity often changes through
the course of a woman’s menstrual cycle, and a specific
type of stimulation enjoyed at one time can be almost
painful at another. Many women enjoy prolonged fore-
play, and a woman’s breasts offer a non-genital area of
erotic focus for increasing the time a couple spends shar-
ing erotic touching (Fig. 8-12).

Manual Stimulation of the Genitalia
Manually stimulating one’s partner’s genitalia is virtually
universal in all cultures (Suggs & Miracle, 1993). Genital
touching uses one of the most sensitive areas on the sur-
face of the body, the fingertips, to stimulate another one of
the most sensitive areas on the surface of the body, the gen-
italia (Fig. 8-13). People like their genitals to be touched
gently or firmly, rarely roughly. One can touch one’s part-
ner’s genitals for many reasons besides masturbation, such
as with simple caressing and facilitating erection and lubri-
cation. Genital touching during foreplay is a gradual pene-
tration of an individual’s personal space before more ex-
plicit genital penetration.
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FIGURE 8-12 Most women enjoy breast stimulation as a prelude to intercourse, as well as during
coitus itself. The nipple and areola are the most sensitive parts of the breast. Touching and kissing
these areas are usually perceived as very exciting. 

FIGURE 8-13 Mutual genital
stimulation is a common fore-
play behavior. Tactile stimula-
tion can be very arousing and
allows one’s partner to feel an
erection develop, as well as
the occurrence of vaginal lu-
brication.



How do people like to be touched? Most women and men have similar preferences, with
individual differences. Women, in one way or another, sooner or later, generally prefer the
clitoris in manual stimulation, but again, most women like a man to gradually approach this
very sensitive area. For example, many women like to have the mons veneris rubbed or
pressed, then the labia majora stroked. Of course, as women become progressively more
aroused, vaginal lubrication increases, making the labia minora softer and more slippery. This
usually makes it easier and more comfortable for a man to insert a finger into the vaginal
opening, and many women report that they find this highly arousing and enjoyable. Going
slowly and being gentle are very important. In their sex therapy techniques, Masters and
Johnson (Personal Communication, 1978) described a “teasing technique” that includes
manually stimulating a woman’s external genitalia. The man caresses lightly the entire area
surrounding the opening to a woman’s vagina and then lightly moves his hand to her ab-
domen and continues this stroking, perhaps circling her navel. He continues to move his
hand upward along her body and lightly touches her breasts, stimulating her nipples. Finally,
he moves his hand back down toward her abdomen, and then further to her vaginal area, al-
ways being very delicate in his touching. Along with tender kissing and whispered expres-
sions of affection, the teasing technique is often perceived by women to be keenly arousing.

Men too have differences and similarities in the way they prefer to be touched erotically.
The glans of the penis and the frenum on its underside are the most sensitive areas of the gen-
italia. The area immediately surrounding the external urethral meatus is also especially sen-
sitive. Men often take a few minutes to attain an erection, usually longer at mid-life or later.
The time a man takes to become erect varies greatly, as does the gradual hardening of his pe-
nis. Some are very firm and others less so. All of these variations are common. Before erec-
tion occurs, men generally prefer gentler touching and stroking, especially along the shaft of
the penis. The glans and frenum become more sensitive as arousal progresses, and stimula-
tion of these areas is preferred after a few minutes of foreplay. As excitement builds, firmer
stroking of the shaft of the penis is often enjoyed, beginning slowly and becoming progres-
sively more rapid. The man should be aware of and communicate his changing level of sex-
ual excitement; otherwise, he may ejaculate during vigorous penile stroking rather than pen-
etrating his partner for sexual intercourse. Men would do well to communicate verbally or by
some signal when ejaculation seems imminent. If the couple is planning to have intercourse,
they often should proceed slowly so that the man does not feel the urge to ejaculate soon af-
ter entering his partner but can engage in mutual prolonged pelvic thrusting, offering both
time to enjoy penetration.

While the shaft, glans, and frenum are the most commonly stimulated areas, some men
say that gentle rubbing and squeezing of the scrotum are also keenly erotic. The testicles can
be extremely sensitive to pressure, however, and care is needed not to press or squeeze them
too much. Another area extremely sensitive to gentle touching and stroking is the skin be-
tween the back of the scrotum and the anus. There is a thin crease in the skin along this area,
and touching it is usually perceived as highly enjoyable. This area is also highly sensitive in
women. Because bacteria are commonly found around the anus, it is important for this area
to be clean, as discussed later. Women with long or sharp fingernails should be careful not to
cause their partner any discomfort.

In addition to being touched by their partners, many people like to touch themselves dur-
ing foreplay at the same time. Some people guide their partner’s hand, and others supplement
their partner’s efforts. Don’t feel bad if your partner stimulates him- or herself while you are
touching him or her. If your partner feels comfortable enough to manually stimulate him- or
herself while you are touching him or her, your partner must feel safe with you and fully ex-
ploring their own eroticism with you.

Kissing
Kissing involves questions of etiquette, expectation, and intention. Many people have im-
plicit rules about kissing, although the “rule book” is not always clear. For example, many
feel a first kiss is an important statement of affection that may reflect an intention to pursue
the relationship further. Some also assume it is up to the male to make the first move, al-
though this old custom is certainly changing. If a male attempts to kiss a female and she re-
fuses, this may mean that she’s not interested in him or just not interested right now. Accep-
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tance of a first kiss implies that another will also be accepted. Kissing is a wonderful exam-
ple of a complex human behavior that is both important and enigmatic.

In most cultures, people showing affection put their faces, lips, noses, or cheeks close to-
gether (Suggs & Miracle, 1993). This is true of women and men, women and women, and
men and men. Cross-cultural differences in how people put their faces close together are in-
triguing variations on this compellingly consistent human behavior. There may be several
reasons why variations on kissing evolved in different countries. First, kissing involves two
people putting the most expressive areas of their bodies close together. Verbal communica-
tion, facial expressions, and the shared warmth of a hug and kiss communicate much. Sec-
ond, remember that our mouths are a primary erogenous zone and have an enormous num-
ber of free nerve endings close to the surface of the skin: two people putting their mouths
together are mutually stimulating an incredibly tender part of their bodies. The reciprocal na-
ture of kissing is also important: we are stimulated at the same time that we stimulate an-
other.

Kissing can convey both affection and intense eroticism. There is a delicate dance about
how a kiss is offered and received. Kissing almost always occurs before sexual intercourse,
except, interestingly, among prostitutes. A prostitute may engage in vaginal intercourse, oral-
genital stimulation, or anal stimulation and intercourse but may refuse to kiss a client. Kiss-
ing is very personal and perhaps involves a level of sharing and self-disclosure even more in-
timate than other erotic or genital behaviors. Some people think of kissing as a prelude to
more serious sexual behaviors; others keep their lips locked in a kiss throughout sexual in-
tercourse. Kissing is both an expression of affection and a technique of erotic stimulation.
Kissing may be done with the lips only or may also involve inserting the tongue shallow or
deep into the other’s mouth. The terms “erotic kiss” or “French kiss” are often used to de-
scribe deep kissing.

Because of traditional sex role learning, men are often encouraged to pursue their own
sexual style and assume that women will follow their lead. Men are supposed to be sexually
active and women reactive. Often women wait for a man to make the first move toward kiss-
ing. Implied in this unequal situation is an implicit understanding that women will gradually
acquiesce to men who pursue kissing them. Margolin (1990) studied how undergraduate stu-
dents respond to vignettes depicting females and males forcing a kiss on an opposite sex ac-
quaintance who indicates that she or he does not want to be kissed. Subjects were far more
supportive of females who persisted in trying to kiss refusing men than they were of men who
persisted trying to kiss refusing women. These respondents were less sympathetic toward the
men who said they did not want to be kissed, who apparently did not match commonly held
stereotypes of sexual assertiveness. Yet there is no psychological, social, or anthropological
reason in these scenarios to suppose that either the men or the women would naturally be
more reticent to be kissed.

In closing this section, we note that in virtually all cultures, women color their lips in
some fashion or otherwise make them more conspicuous. Irrespective of their skin color,
women often color their lips in such a way as to make them stand out from the rest of their
face, highlighting an expressive primary erogenous zone. The woman’s motives may be vari-
ous, including feminine self-confidence or pride in one’s appearance. This practice may also
draw attention to a woman’s speaking and gain more attention from those listening. The mes-
sage from lip coloring or decoration is open to discussion, however. Magazine advertisements
for lipstick convey much more than simply pride in one’s appearance. Many such ads explic-
itly associate their product with sexual receptivity and attractiveness. Such ads give the reader
the distinct impression that women thus depicted are more than just kissable.

Oral Stimulation

Oral-genital stimulation is one of the most discussed and debated forms of shared eroticism.
Some people have great difficulty even imagining orally stimulating their partner’s genitalia
or having their own genitals stimulated orally, while others find oral sex an exciting and
richly rewarding form of sexual expression. Again, intimate behaviors among consenting
adults in private places should be at the discretion of the participants, although “authorities”
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have argued about the legality of oral-genital stimulation for a long time. In some states oral-
genital sex is a felony, meaning that those who perform these behaviors can be fined and im-
prisoned. Some laws against oral sex include a prison sentence of one year. While such penal-
ties are rarely inflicted on consenting adults, the continuing existence of such laws says
something about our heritage of sexual conservatism and the timidity of local legislators to
change the laws to reflect current customs and behaviors.

Oral-genital stimulation and kissing actually have a lot in common. Both are expressions
of affection and highly effective erotic stimulation techniques, and both involve the contact
of highly sensitive primary erogenous zones. Just as depictions of sexual intercourse are
sprinkled throughout the historical record of ancient Eastern and Western civilizations, so
too are representations of oral-genital stimulation. These behaviors are as ageless as the vari-
ety of intercourse positions and other forms of erotic expression.

If the person’s genitals are clean, oral-genital stimulation cannot be objected to on sani-
tary grounds. Like other forms of erotic expression, oral-genital stimulation is complex and
diversified.

Cunnilingus
The term cunnilingus refers to oral stimulation, by either a man or another woman, of a
woman’s external genitalia and the opening to her vagina. Many women report they find cun-
nilingus a very effective form of erotic stimulation and often say it is more gentle than penile
penetration of the vagina. During sexual intercourse the delicate and sensitive structures of
the external genitalia are not usually stimulated directly, gently, or patiently, and the clitoris
is not stimulated directly at all. Oral stimulation involves directly licking, sucking, or gently
biting these responsive structures (Fig. 8-14). Additionally, and importantly, while a man is
orally stimulating his female partner he generally is not approaching his own orgasm and,
therefore, feels less urgency. Cunnilingus is a very “giving” form of sexual intimacy for this
reason. Many women need to fully trust their partner before they can feel comfortable with
cunnilingus, yet once they do, they often find that they can have orgasms more easily through
oral stimulation than during sexual intercourse. Many report frequent multiple orgasms. The
clitoris is the preferred focal point of oral stimulation, especially with light or moderately firm
licking. Many women also enjoy their partner inserting a finger into their vaginas during oral
stimulation, especially touching the anterior wall where the Grafenberg area is located.
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FIGURE 8-14
During cunnilingus, the clitoris and opening to the vagina are directly stimulated by a partner’s
mouth. Many women report that this is keenly arousing and enhances sexual excitement significantly.

Cunnilingus Oral stimula-
tion of a woman’s vulva.



Fellatio
Fellatio is oral stimulation of the penis, and sometimes the scrotum, by either a woman or a
man (Fig. 8-15). Most men report they find fellatio highly arousing and erotic either as a prel-
ude to intercourse or instead of intercourse. Generally, men more frequently report enjoying
cunnilingus than women report enjoying fellatio, although the reasons for this difference are
unclear. Of course, there are many exceptions to these generalizations. Many individuals have
never thought seriously about offering or receiving oral stimulation and are not attracted to
these behaviors. However, some women who do not enjoy oral sex themselves do enjoy pleas-
ing and stimulating their partner. Like cunnilingus, fellatio can be a very “giving” form of
sexual intimacy. Many men report that they enjoy their partner nibbling or sucking the glans
of the penis while stroking the shaft in a milking motion. Others prefer more vigorous suck-
ing while fully penetrating their partner’s mouth and/or throat. Saliva is a highly effective lu-
bricant for oral stimulation in both women and men and may also facilitate comfortable pe-
nile penetration when intercourse follows oral-genital stimulation.

Whether to swallow or spit out the semen is controversial for some. This is purely a mat-
ter of personal preference, however, and not as important as the nature of the relationship be-
tween partners.

Mutual Oral-Genital Stimulation
Mutual oral-genital stimulation, colloquially known as “69” because of the configuration of
two peoples’ bodies engaged in this act, is for many a highly arousing and exciting form of
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Top Ten Facts About Oral Sex

1. Many young people have the a misconception that oral sex
is a good substitute for intercourse because it is safer. Al-
though it certainly won’t cause an unintended pregnancy, it
does not prevent the transmission of disease. The likelihood
of contracting a disease like AIDS seems lower than with in-
tercourse, but it is not impossible, so it cannot be considered
a safe form of sex. Fellatio performed on a man wearing a
condom makes it as safe as intercourse with a condom, but
holding a dental dam or piece of plastic wrap up to the
vagina during cunnilingus to try to avoid contact with vagi-
nal secretions doesn’t add much protection.

2. While oral sex is much more common among young people
today than in former generations, not every woman wishes
to fulfill this common male fantasy. But as much as a man
might desire fellatio, he should not try to pressure his part-
ner into accommodating him.

3. Many women do not want to perform fellatio because they
do not like the idea of having the man ejaculate into their
mouth. Couples should discuss this, and if it bothers the
woman, a man who promises not to ask for that particular
ending to the act might be able to persuade his partner to
perform oral sex.

4. Some men won’t perform cunnilingus because they find fe-
male secretions distasteful (even with a dental dam). It is in-
teresting to note that Buddhists believe female secretions to
be energizing and harmonizing.

5. Whether myth or fact, some people believe that substances
that enter a man’s body affect the taste of his ejaculate. Eat-
ing red meat, smoking tobacco, and drinking coffee have
been said to cause bad tastes, while eating celery or pineap-
ple is said to improve the taste.

6. Whether it be a penis or vagina, cleanliness is often an issue
for oral sex. Beginning foreplay in the shower or bath allows

a concerned partner to personally attend to the cleanliness
of the targeted organ and may lead to a greater willingness
for oral sex.

7. The attitude that fellatio is somehow more “dirty” than inter-
course permeates our society and is one reason some
women are put off. Men should be careful about their atti-
tude toward all types of sex and the language they use for
all sexual acts. Women should similarly have this sensitivity
with language and attitudes.

8. As men get older and lose their ability for psychogenic erec-
tions (without physical stimulation), they develop the same
need for foreplay as women. Oral sex is a very good means
to arouse a man, but if he has given only cursory attention
to his wife’s needs for foreplay in the past, she may not be
as forthcoming with the attention that he now requires. As
women age, diminished lubrication and delayed arousal are
also common. Cunnilingus is a good way to apply a “natu-
ral” lubricant to the vulva.

9. While the sixty-nine position might seem an oral sex version
of intercourse, since both partners are having their genitals
stimulated at the same time, in fact many people find the at-
tention they give to performing oral sex too distracting for
them to fully enjoy receiving oral sex. For that reason, most
couples who perform oral sex prefer for only one partner at
a time to be on the receiving end.

10. While most states have removed the laws against sodomy
and oral sex, in many states this activity is still against the
law, though sometimes such laws do not apply to married
couples. You can find out whether your state forbids this ac-
tivity on the Internet (http://www. halcyon. com/elf/altsex/
legal. html). Although I would never advise anyone to break
laws, I certainly would advise you to maintain the utmost
discretion if your state has banned oral sex.

Fellatio Oral stimulation of
the penis and/or scrotum.



sexual expression (Fig. 8-16). It offers two people simultaneous visual, tactile, olfactory, gus-
tatory, and auditory elements of sexual stimulation. It may be a part of foreplay or engaged
in for its own pleasures. When two people communicate their levels of sexual arousal, they
can synchronize their arousal and climax simultaneously. Of course, not everyone enjoys this
form of expression; we encourage couples to explore it or any form of sexual expressions only
within a climate of psychological safety.

Oral-Anal Stimulation
Just as our mouths and genitalia are primary erogenous zones, so too is our anus. While oral-
genital stimulation is very erotic for many people, oral-anal stimulation is similarly exciting for
some also. Oral-anal stimulation is called analingus, but the colloquial term rimming is often
used to describe putting one’s tongue onto or inside of another person’s anus. This is generally a
form of unprotected sex because neither a condom nor a spermicide agent is used. It is especially
important to be completely certain that your partner does not have an STD before engaging in
this practice. We discuss this further in the chapter on sexually transmitted diseases and AIDS.

Heterosexual Intercourse

Masturbation, mutual masturbation, touching and massaging, and oral-genital stimulation
are all elements in a diversified and exciting sexual repertoire, although individual prefer-
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FIGURE 8-15 In fellatio, the glans of the penis is usually the focus of oral stimulation, although the
shaft and frenulum are also extremely sensitive. Oral stimulation of the scrotum is very pleasurable
for many men as well. 

FIGURE 8-16 Simultaneous
oral-genital stimulation, also
called “69,” offers both part-
ners many highly arousing
sensations and is frequently
enjoyed before intercourse, or
sometimes instead of inter-
course.

Analingus Oral stimulation
of the anal area.



ences vary widely. Such behaviors may be performed as foreplay or enjoyed in their own
right. Vaginal penetration is not the “be all and end all” of human sexuality. The technical
term for sexual intercourse is coitus, derived from the Latin word for penis-in-the-vagina in-
tercourse. For most people, vaginal penetration is the most common and preferred type of
heterosexual sexual sharing. This section focuses on heterosexual intercourse. Homosexual
lovemaking is discussed more fully in the following chapter.

Sexual Scripts and Intercourse
Our sexual scripts often create in our minds various expectations about who should do what
and to whom during intercourse. Because these scripts are part of our notions of “normal”
sex, it is often difficult even to think of departing from these “rules” and anticipations. A ma-
jor theme in this chapter, however, is that lovemaking is a highly personal and creative en-
deavor, and inflexible ways of thinking of sexual intimacy may stifle common human motives
to explore new avenues of erotic sharing. For example, traditional male socialization often
gives men the idea that they should “take the lead” during lovemaking, decide when and
where the couple will have intercourse, choose foreplay activities, decide when it is time to
move to vaginal penetration, choose which position to use and, with orgasm and ejaculation,
more or less determine when intercourse will be over. He may also see it as his prerogative to
decide whether to share physical intimacy after intercourse is over. This, of course, is a very
self-centered way of thinking about sexual intimacy. Implicit in this traditional way of think-
ing about sexual intercourse is the assumption that men are sexual teachers and women are
sexual learners, and the teacher is always right. Because of the long-held double standard in
our society, this way of thinking may have accurately described gender roles for most people
in the past, but this outlook has rapidly become out of date and may interfere with candid
sexual communication and a sense of shared enjoyment today.

Women and men can always teach things to one another and learn things from one an-
other in all facets of their relationship, even though some men may feel threatened if their
partner seems to know more about sex than they do. In the following sections are depictions
of many different intercourse positions, some involving men playing a more active role and
others with women playing a more active role. Our own philosophy is very simple: take
turns! Being pushy in many areas of life is rarely received well by those around us, and sex-
uality is no different. The term sexual assertiveness describes this general attitude but can also
refer to how otherwise polite and cautious behaviors are perceived by others. Sexual as-
sertiveness is very much in the mind of the beholder. While it is important to be candid when
communicating one’s sexual feelings and intentions, this approach should include tact and
tenderness.

Some perceive sexual intercourse in a serious way while others enjoy a more playful ap-
proach. For example, there are wide differences of opinion about talking during sex. Those
who believe that intercourse is a somber or even spiritual experience might hesitate to talk
easily about how they are feeling, their growing excitement, or to shout or make squeals of
joy and pleasure. On the other hand, those who are comfortable and less somber likely find
it easier to verbally share their feelings or cry, howl, roar, and cheer when having wonderful
sensations. Everyone is unique, of course, and there is no one “best” approach to verbal com-
munication during intercourse. Keep in mind that most people like to be told when they are
doing a good job, however, and sex is no different. Talking during sex allows two people to
tell one another exactly how they like to be touched and how vigorously. Talking lets them
tell one another how good they are making each other feel, and of course this can be very re-
inforcing. While we respect a couple’s desire to remain quiet during sex, verbal communica-
tion during intercourse can be a rich part of the intimate experience.

Another issue often arises about sexual intercourse: lights on or lights off? Again, people
differ. Some feel that darkness affords a sense of safety and security or may protect one from
looking shameful or embarrassed. In the dark, you don’t worry about eye contact, and your
partner can’t tell if you are looking away in anxious self-consciousness. Others are aroused
by mutual eye contact and are further stimulated by seeing their partner’s sexual excitement
revealed in facial expressions. This issue also involves how one feels about one’s body. For
someone with problems with body image, darkness offers security and safety. However, some-
one with a sense of pride in their physical appearance may be more willing to reveal private
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Coitus A man inserting his
penis into a woman’s vagina;
also often called sexual inter-
course.

Analyze the reasons a man
might feel threatened by a

female partner who is
assertive and directive during

sexual intercourse.

FOR DISCUSSION . . . 



areas and take pleasure in one’s partner’s obvious enjoyment of their body. Many couples like
something in between: a soft light, specifically candle light, during sexual sharing. Of course,
it is untrue that most people have sexual intercourse only at night.

Different Ways to Have Sexual Intercourse
Sex is like music: there are many variations on different themes. Although a number of com-
mon positions are used for sexual intercourse, there are also many variations on those basic
themes. The following sections describe common intercourse positions along with some
common variations.

The Man-on-Top Position The man-on-top position has also been called the “male su-
perior” position, but that phrase has been interpreted by some to imply something better
about this position for men because the man is above his female partner. Because of the hint
of subjugation in that phrase, we find it somewhat unacceptable. In this position, a man is ly-
ing face-to-face on top of his female partner (Fig. 8-17). There are several common variations.
The man might be lying flat on top of his partner with her legs spread apart but positioned
flat on the surface. Or he might be kneeling over her with her legs elevated and wrapped
around his hips, back, or shoulders (Fig. 8-18). This position offers men much freedom of
movement, especially for vigorous pelvic thrusting. In some variations of the man-on-top po-
sition the man expends some effort supporting his body, however, especially if he is not ly-
ing flat on top of his partner. This muscular tension may make it difficult for some men to
control or delay their ejaculation, as we will discuss in a later chapter on sexual dysfunctions.

For couples who like to kiss and look into one another’s eyes during intercourse, this is a
good position. The woman has the freedom to caress her partner’s chest, buttocks, or other
body areas during intercourse. If the man is using his arms and hands to hold himself up, how-
ever, he is not free to touch his partner while engaging in pelvic thrusting. This position also
has the potential disadvantage of restricting female pelvic movements and restricts overall mo-
bility for the woman. A woman lying on her back under her male partner is free, however, to
use her hands to stimulate her clitoris during penile penetration of her vagina, or she may sim-
ilarly stimulate her partner’s scrotum during penetration. Many researchers believe that the
man-on-top position is best for enhancing the chances of conception. It may not be a com-
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FIGURE 8-17 The man-on-top intercourse position. A woman’s legs may be elevated to varying degrees
depending on what is most comfortable for her and her partner.
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FIGURE 8-18 The man-on-top intercourse position. With a woman’s legs highly elevated, she may not
have full mobility of her hips, although deep thrusting in this position is reported to be highly pleas-
urable.

Other Countries, Cultures, and Customs
An Historical Approach to the “Naturalness” of Man-on-Top Intercourse

A s noted above, historical or religious traditions some-
times support the idea that the man-on-top position is

the only appropriate or desirable way to have sexual inter-
course. Any other position might give an “unnatural superi-
ority” to the woman and thus alter her traditionally passive
role. Clearly this is a male-dominated, paternalistic perspec-
tive likely to encounter strident dissent from any clear-
thinking contemporary woman. Yet these supposedly “au-
thoritative” pronouncements about how to have sexual
intercourse are culturally interesting.

The man-on-top position is often called the missionary
position, because this style of having intercourse seemed un-
usual to Pacific islanders who invented the expression to de-
scribe the behavior of religiously motivated Europeans hav-
ing sex with island women. These islanders preferred the
woman-on-top position and the rear-entry position and
found the man-on-top alternative noteworthy and unusual
(Reinisch, 1990). The term “missionary position” is still used
frequently today. The authority attributed to men of the
church was apparently manifest in this intercourse position,
in which females were “subjugated” by their partners and po-
sitioned “beneath” them, as well as the islanders who were
converted to this way of thinking.

Historically, a number of pronouncements have been
made about the appropriateness of the man-on-top position.

In his 1937 book, The Sexual Life of Our Time, Dr. Iwan Bloch
is unequivocal about the “higher” or “human” aspects of this
intercourse position:

Passing to the consideration of the posture adopted during
intercourse, we find in civilized man, who in this respect
is far removed from animals, the normal position during
coitus is front to front, the woman lying on her back with
her lower extremities widely separated, and the knee and
hip joints semiflexed; the man lies on her, with his thighs
between hers, supporting himself on hands or elbows—or
often the two unite their lips in a kiss. . . . The adoption
of this position in coitus undoubtedly ensued in the hu-
man race upon the evolution of the upright posture. It is
the natural, instinctive position of civilized man, who in
this respect also manifests an advance on the lower ani-
mals. (p. 51)

Overall, masculine, paternalistic, and cultural influences
all contributed to this being the “preferred” intercourse posi-
tion in our culture. Attempting to justify this preference on
the basis of the evolution of the human race is an additional
interesting nuance.



fortable position for either when the woman is pregnant. When youngsters and adolescents
first learn about sexual intercourse, the man-on-top position is generally presented to them
(by parents, peers, or in sex-education classes) as the prototypical form of having sex.

The Woman-On-Top Position In the woman-on-top position a woman sits or squats on
her partner who is lying on his back. Her knees might be bent with the tops of her feet in
contact with the bed, or in a variation of this position the soles of her feet are in contact with
the bed as she squats over her partner’s penis (Fig. 8-19). She may sit up or lean forward. Both
partners can see each other’s face and upper body as in the man-on-top position, but in the
woman-on-top position both partners have their hands free to touch and caress one another.
In some variations of this position, the woman lies flat on top of her partner with both of their
legs straight and touching.

Many women enjoy the woman-on-top position because they have a greater range of mo-
tion and can more easily control the angle, rate, and depth of penile penetration. For exam-
ple, she can move slowly and facilitate deep penetration or quickly with more shallow pene-
tration. As in the man-on-top position, partners can easily kiss one another. In the
woman-on-top position, she or her partner can also directly stimulate her clitoris manually
during pelvic thrusting. He may also be able to easily caress or rub her buttocks and/or anus
in this position, which many women find keenly erotic. Because the man does not experience
as much muscular tension as in the man-on-top position, he can better control the timing of
his orgasm and ejaculation. Just as there is nothing inherently “superior” about the man-on-
top position for men, there is nothing inherently “superior” about the woman-on-top posi-
tion for women. However, some men who are socialized to believe that it is the man’s place
and prerogative to be on top may feel uncomfortable being on the bottom and may feel un-
acceptably passive. Many people find it a good idea to take turns.

The Lateral-Entry Position In the lateral-entry or side-to-side position, the couple lies
on their sides facing one another (Fig. 8-20). Like other face-to-face positions, this gives a
man and woman full visual access to one another and allows them to stimulate one another
manually during vaginal penetration. Because both partners are lying on their sides, this po-
sition is a good one for couples during pregnancy. Because this position does not require as
much energy or strength as other positions for sexual intercourse, it is also a good one dur-
ing illness, disability, or convalescence. When two people desire a more relaxed, less vigor-

274 Human Sexuality: A Psychosocial Perspective

FIGURE 8-19 In the woman-
on-top intercourse position,
the female can control the an-
gle, rate, and depth of penile
penetration.



ous style of lovemaking, the lateral-entry position is a good one. One of the reasons people
report for having intercourse less frequently as they get older is simple fatigue. The lateral-
entry position, because it is less taxing physically than other positions, is good in such situ-
ations.

In addition to lateral-entry, face-to-face intercourse, a couple may also enjoy lateral-entry
rear-entry intercourse while lying on their sides. In this variation of the lateral-entry position,
a man lies behind his partner and penetrates her from behind while both are lying on their
sides. This comfortable fit of two bodies is sometimes colloquially called “spooning” because
of the image of two nested spoons. As discussed in a later chapter, the lateral-entry position
is frequently recommended for couples experiencing sexual difficulties because it lessens
muscular tension and allows more leisurely intercourse. Many couples find this position a lit-
tle awkward, however, because it can restrict the full vigor of pelvic thrusting and full penile
penetration is a bit difficult. Women who enjoy shallow penetration and rapid thrusting may
find this position enjoyable.

Rear-Entry Intercourse Many couples report that rear-entry intercourse is extremely en-
joyable and prefer this form of lovemaking to others; their reasons are not known, but many
couples have this clear preference. In some respects, rear-entry intercourse is very different
from the positions outlined previously. For example, a couple cannot see each others’ faces
during rear-entry penetration, and more stamina is required by both partners. The woman
must support herself on her hands and knees while the man kneels behind her (Fig. 8-21).
With neither partner lying on his or her back or side, this position can be a little more phys-
ically demanding than others. The man must reach around his partner’s body to manually
stimulate her clitoris or breasts, and this can be a little awkward. Because of what everyone
has observed at one time or another, this position is sometimes called “doggy style” inter-
course.

Rear-entry intercourse is unique in other ways too. For reasons that are poorly under-
stood, men report more problems with ejaculatory control in this intercourse position than
with others, perhaps because of the muscular tension required to assume and maintain this
posture and engage in pelvic thrusting simultaneously. Remember that during erection, the
penis of many men is aligned at an upward angle, and because of this upward positioning 
the penis stimulates the anterior, or front, wall of a woman’s vagina during penetration in the
three positions discussed previously. However, when the woman kneels and the man pene-
trates her from behind, the upward angle of his erection selectively stimulates the posterior,
or rear, wall of her vagina. Many women recognize the difference and find it highly arousing
and pleasurable. In rear-entry intercourse, with coordinated movements during pelvic thrust-
ing, both the woman and the man can engage in full, vigorous movements during each pe-
nile thrust, resulting in hard, deep thrusts (Fig. 8-22).

Rear-entry intercourse is also comfortable for obese people. Because significant abdomi-
nal mass may interfere with face-to-face intercourse positions, this alternative allows a more
satisfactory and efficient means of penile penetration while still allowing a significant meas-
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FIGURE 8-20 In the lateral-entry position, or side-to-side intercourse, neither partner supports their
body weight. During pregnancy, illness, or convalescence this alignment is more comfortable and less
strenuous than many other intercourse positions.



ure of pelvic mobility. This is not, however, the only or even the preferred position for sex-
ual intercourse among obese people.

One last comment on rear-entry intercourse: because male homosexual intercourse often
involves anal penetration via a rear-entry position, it has been suggested that men who enjoy
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FIGURE 8-21 The rear-entry
intercourse position is more
demanding physically than
some other positions, but it is
very common and many cou-
ples especially enjoy this vari-
ation, especially if a woman
enjoys having her clitoris
massaged during penetration.

FIGURE 8-22 The rear-entry
intercourse position is also of-
ten enjoyed with both part-
ners standing.



the rear-entry position for intercourse with women have latent, or hidden, homosexual ten-
dencies. This is not true.

Heterosexual Anal Intercourse Anal intercourse is a sexual variation, not a sexual de-
viation. It does not suggest a person or couple has any psychological problems or disorders.
It is estimated that about one-third of women and men have tried anal penetration at least
once, but the percentage of those who enjoy this sexual alternative regularly is not known.
In one random telephone survey of heterosexuals in California (Erickson, Bastani, Maxwell,
Marcus, Capell, & Yan, 1995), responses from over 2,000 women and over 1,500 men re-
vealed that 8% of the men and 6% of the women reported having anal intercourse from one
to five times each month in the year before the poll. If the woman has lost much of her vagi-
nal muscular tone through repeated childbearing, anal intercourse can be a pleasurable al-
ternative, especially for the male partner. Additionally, some couples who wish to avoid sex-
ual intercourse during menstruation explore anal penetration at this time.

Remember that the anus is a primary erogenous zone; it contains a dense accumulation
of free nerve endings and is highly sensitive. But unlike the vagina, the anus and internal
membranes of the rectum do not produce secretions that lubricate this area and thereby make
penetration more comfortable. Patient massage, manipulation, and fingering of the anus is of-
ten perceived to be highly pleasurable by many women, and slow penile penetration is more
comfortable using a non-petroleum–based sterile lubricant. Women who enjoy anal penetra-
tion often report that they prefer to slowly “back up” onto their partner’s penis instead of pas-
sively receiving his thrusts (Fig. 8-23). Women often report that they have strong orgasms of
long duration during anal intercourse.

Because bacteria normally inhabit the rectum, it is important for the man to not penetrate
his partner vaginally after entering her anally, because this practice can cause a serious vaginal
infection. If a couple wishes to have penis-in-the-vagina intercourse after anal penetration, it is
very important for the man to wash his penis thoroughly with soap and water. Better yet, the
man can use a condom during anal penetration and simply remove it before vaginal penetra-
tion. Either way, it is important to keep rectal bacteria out of the vagina. The rectum can also
contain the virus that causes hepatitis, another concern for couples exploring anal intimacy.

The AIDS virus also can be transmitted by anal intercourse. As discussed later in the chap-
ter on sexually transmitted diseases, HIV is often found in a number of body secretions, most
notably semen and vaginal secretions. During anal intercourse the delicate membranes of the
rectum are sometimes slightly torn. Semen carrying the AIDS virus may, therefore, come into
direct contact with the partner’s bloodstream, transmitting the virus from the man to the
woman. Before exploring anal eroticism everyone should learn their partner’s HIV status first.
Just as using condoms is important in vaginal intercourse, this is also very important in anal
intercourse.
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Anal intercourse The in-
sertion of a man’s penis into
the anus of his partner.

FIGURE 8-23 In heterosexual
anal intercourse, slow pene-
tration is very important. The
use of a condom is generally
recommended.



Switching Positions During Intercourse Many people enjoy experimenting with
more than one position during sexual intercourse, a simple way to introduce variety and rec-
iprocity into physical intimacy. Switching positions during intercourse also helps avoid mo-
notony that may come from too much consistency and predictability. Sexual etiquette is im-
portant in these maneuvers so that it does not seem that one partner is instructing or
directing the other, thereby relegating that person to a more passive role than she or he
might enjoy. In a good relationship both partners can feel safe and comfortable initiating
novelty, and a tactful, tender approach is always appropriate. Changing positions during in-
tercourse is easier if the two people are comfortable talking while having sex. Politeness and
patience go a long way in reassuring one’s partner that you aren’t interested in a wrestling
match. Changing positions can be spontaneous, not choreographed or planned, and com-
fortably informal. As with most aspects of shared sexuality, it never hurts to talk things over
beforehand.

Psychosocial Aspects of Heterosexual Intercourse
Since this text takes a psychosocial approach to the study of human sexuality, we want also
to look at this dimension of sexual intercourse. There are many cultural and societal aspects
to this topic in addition to the technical and clinical elements. Although intercourse is an in-
tense physical experience, women and men grow up in a culture, are educated in a society,
and develop ideas about sex, women, and men throughout their lives. Culture thus has a sig-
nificant impact on intercourse. Surveys of college students in the United States reveal that
males are more open to premarital intercourse and oral sex than females, especially when
they are not involved in a committed relationship (Wilson & Medora, 1990), but this gener-
alization of course does not apply to all people all the time. How people feel about sexual be-
haviors has a lot to do with their overall perceptions about their genitalia and the relation-
ship between their self-esteem and body image. One who is uncomfortable or feels shameful
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Top Ten Facts About Sexual Intercourse

1. Some women naturally lubricate more than others. If inter-
course is anticipated to last a while, then it is a good idea to
have some lubricant handy because a woman’s natural lu-
brication can dry up after a while and intercourse can be-
come a painful, rather than pleasurable, experience.

2. It doesn’t really matter who puts the penis inside the vagina,
as long as the woman is ready to receive it. If the man has
trouble finding the right path, however, then the woman
should certainly lend a helping hand.

3. If a man is not sure what type of thrusting a woman likes,
then he should let her go on top. He can then note the types
of motions she makes and be able to please her more when
he’s the one in control.

4. Not all intercourse noises come from the partner’s vocal
chords. Sometimes air and liquid inside the vagina can
make various sounds, including a sound like the passing of
gas. Rather than be quietly embarrassed by such sounds, ad-
mit them openly and share a laugh about them.

5. Placing a pillow underneath the woman’s behind changes
the angle of entry, which may make penetration easier, par-
ticularly if it is her first time. It also alters the sensations she
feels and might make it easier for her to have an orgasm
during intercourse. Remember that many women do not re-
ceive enough stimulation to their clitoris from intercourse
alone to achieve orgasm.

6. Just because one partner isn’t interested in sex doesn’t mean
that sex can’t take place. There’s nothing wrong with satis-

fying your partner without having an orgasm—as long as the
person giving the orgasm doesn’t feel pressured into it and
they are content with the frequency of lovemaking in which
they are sexually satisfied.

7. While many people desire simultaneous orgasms during in-
tercourse, a couple shouldn’t feel disappointed if this doesn’t
happen when they make love. It’s more important that both
partners derive satisfaction from the overall sexual experi-
ence than feel frustrated for not achieving this one feat.

8. While intercourse should not be rushed, so that both part-
ners fully enjoy each other, there is nothing wrong with an
occasional quickie. Sometimes making love within a short
time frame, for example while changing clothes to go out to
dinner, can be a very intense and satisfying experience.

9. One of the most important aspects of intercourse is what
happens afterwards. Women take longer than men to be-
come aroused, and they also take longer to come down
from that plateau of arousal. If the process is a warm, loving
one, their overall enjoyment is much greater. Consider the
afterplay of one lovemaking session as the beginning of
foreplay of the next.

10. Some people are bothered by the messiness of intercourse.
Rather than cleaning up after lovemaking, try being proac-
tive by placing a towel under you and another by the bed
with which to wipe yourselves off. This way you can relax
longer to enjoy the benefits of afterplay.



about genital sensations and pleasures is not likely to feel at ease in a variety of sexual situa-
tions. On the other hand, one who is “at home” with their body and fully enjoys the pleas-
ures derived from genital stimulation is far more likely to enjoy expressions of interpersonal
physical intimacy. This is exactly what Reinholtz and Muehlenhard (1995) found in a sam-
ple of 160 male and 160 female undergraduates. Students who reported more positive and
fewer negative perceptions associated with genital stimulation were highly likely to engage in
sexual activity, in particular oral-genital stimulation. These researchers reported that overall,
men had somewhat more positive perceptions of their genitals and their partner’s genitals
than did the women in their sample. This is a simple but significant finding. People who like
the feelings they get during genital stimulation are more likely to engage in a variety of sex-
ual behaviors in which their genitals will be stimulated. This is perhaps all the more signifi-
cant because human beings do not always behave in ways congruent with their feelings.

Anonymous questionnaire data have taught us much about how many young Americans
explore various sexual behaviors and the interpersonal contexts in which those behaviors oc-
cur. Darling and Davidson (1986) explored some interesting and surprising things about male
and female perspectives on sexual satisfaction in a large sample of university students. Among
the respondents who were sexually active at the time of the survey, 67% of the males reported
that they were “psychologically satisfied” after their first sexual encounter, while 28% of the
female subjects reported similar feelings of fulfillment. When these individuals were asked
about their current level of sexual enjoyment, almost 81% of the men reported a high degree
of satisfaction whereas only about 28% of the women reported that they found sexual relations
rewarding and enjoyable. Among the reasons men reported for discontent with the sexual as-
pect of their lives, the following stood out: too few opportunities to have sexual intercourse, a
lack of an opportunity to have sexual relations with a variety of partners, and not enough op-
portunity to enjoy oral-genital stimulation. Discontents among the women were different:
their partners did not attentively and effectively stimulate their breasts, intercourse was often
uncomfortable, and some felt guilty, apprehensive, and fearful about having sex. These data
suggest that the sexual experiences of young women and men may involve quite different feel-
ings. This is important because these early feelings are the foundation on which later sexual
experiences occur. If such a large discrepancy exists between women and men in their early
adult years, what factors, if any, contribute to more similar feelings of sexual enjoyment as they
get older? We will discuss this issue further in Chapter 13.

People usually report that they find orgasm to be one of the most pleasurable aspects of
an intimate encounter. But people not only enjoy having their own orgasms—they want their
partners to have orgasms too, and many feel that intercourse isn’t entirely satisfactory unless
their partner is aroused and responsive. Faking an orgasm gives one’s partner the impression
that they have been fully responsive when perhaps this is not the case. Because many people
are performance oriented in sexual behavior, feeling that we have fully satisfied our partner
can be very important. While both women and men can pretend to have an orgasm, women
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Other Countries, Cultures, and Customs
Sexual Diversity in France

T he diversity of peoples’ sexual repertoires has long re-
ceived the attention of sex researchers. Since Kinsey’s

publications, investigators have been interested in the nature
and variety of human intimate behaviors. The AIDS epidemic
has given further impetus to the study of peoples’ sexual be-
haviors as scientists sought to isolate potential high-risk ac-
tivities. Messiah, Blin, and Fiche (1995) surveyed preferred
sexual behaviors in a sample of almost 5,000 respondents,
aged 18 to 69, in France. While their findings may not sur-
prise you, the consistency of their data is compelling. Penis-
in-the-vagina intercourse and erotic caressing were over-

whelmingly represented in this sample while masturbation
and anal penetration were rare. Somewhere between these
two extremes were mutual masturbation and oral-genital
stimulation. They found a reciprocity in these sexual behav-
iors; if one partner was inclined to provide one type of sex-
ual stimulation, the other partner was similarly disposed to
return the favor. A limited number of sexual behaviors ac-
counted for the vast majority of sexual interactions, and
younger respondents were more likely to have more diversi-
fied sexual repertoires than their older counterparts.



do so more frequently, perhaps to validate the sexual skill and stamina of their partners (Janus
& Janus, 1993). Whether most men’s egos are really so fragile that they cannot deal with their
partners not having an orgasm is a subject that might provoke lively speculation. Although
there is little in the literature about faking orgasms, one report is interesting. Wiederman
(1997) found that in a survey of 161 young women, over half had at one time or another pre-
tended to have an orgasm while having sexual intercourse. These women generally perceived
themselves as attractive and had more sexual experience (number of intercourse partners,
oral-genital sexual experiences, intercourse at an early age) than those women who did not
report feigning orgasms. The psychosocial context in which intercourse occurs includes the
importance individuals attribute to their partner’s responsiveness.

Because people in different life circumstances have multiple sexual partners, researchers
have wondered whether women or men with multiple partners engage in the same or simi-
lar sexual behaviors with all their partners. This issue was addressed by Messiah and Pelletier
(1996) in a sample of over 1500 heterosexuals, aged 18 to 69, who reported having sex with
multiple partners. Most of their subjects’ sexual repertoire was similar with all their partners.
Vaginal penetration, body caressing, mutual masturbation, and oral-genital stimulation were
all very common, regardless of which partner they were with. Masturbating oneself and anal
penetration were rare among multiple partners. These researchers reported, however, that
non-intercourse erotic touching and pleasuring and oral stimulation were reported more with
non-regular partners. Women were less likely than men to report consistent condom usage
while being intimate with multiple partners.

280 Human Sexuality: A Psychosocial Perspective

Conclusion

This chapter has presented much information about expressions
of eroticism and physical intimacy to expand your knowledge base
about the nature and diversity of sexual expression. We believe
that a thorough and systematic examination of these “basics” is
valuable. Understanding this material should enhance one’s per-
sonal sexual etiquette, communication skills, and sharing of sex-
ual pleasure.

Although this chapter has focused on heterosexual eroticism
and intercourse, we are not implying that gays and lesbians are all
that different. The next chapter deals specifically with homosexu-
ality and the sexual behaviors of this very sizable group of people.
You will soon see that the similarities between heterosexuals and
homosexuals are more numerous and interesting than their differ-
ences.

Learning Activities

1. Since Kinsey first published his surveys on sexual behavior in
the late 1940s and early 1950s, couples have reported a marked in-
crease in the frequency and prevalence of oral-genital stimulation.
Speculate on why this has occurred.

2. For some people, sex is not an important aspect of their rela-
tionship with another person and simply does not carry the ur-
gency or priority as for others. Speculate on why a person might
feel this way.

3. Clergy who participate in sexual intimacy with members of
their congregation are apparently violating the spirit, if not the let-
ter, of a confidential, helping relationship. This is also true of psy-
chologists, teachers, social workers, and others. Many feel that
they should be dismissed from their positions and prosecuted for
sexual harassment. What do you think?

Key Concepts

• Sex, gender, and gender identity are all related to the object of
our sexual feelings and our preferences in intimate behaviors.

• Acceptable and appropriate sexual behaviors maintain the pri-
vacy of those involved and do not generally involve coercion. Pri-
vacy implies consensual intimacy in customarily private places.

• Humans are generally considered not to have sexual instincts,
and it is thought that our sexual preferences and behaviors result
instead from learning and the influences of the psychosocial envi-
ronment.

• Sexual pleasure is both a solitary aspect of our personhood and
a shared pleasure in a human interpersonal bond.

• Sexual scripts are ideas that guide us about the appropriateness
of certain types of physical intimacy and the people with whom we
share those feelings and behaviors.

• Sexual guilt involves internalized feelings about what society
deems “right” and “wrong” in our sexual desires and behaviors.
Sexual guilt can significantly diminish any pleasure from shared
sexual behaviors.



• Foreplay can involve any one of a number of behaviors in which
two people engage before having intercourse. Tactile and oral
stimulation are common foreplay behaviors.
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Gender OrientationGender Orientation

OBJECTIVES

When you finish reading

and reviewing this chapter,

you should be able to:

◆ Explain the distinctions among “sex,” “gender,” and “gender
orientation.”

◆ Define “homosexuality.”

◆ Summarize the historical, religious, and political foundations of
contemporary thinking about homosexuality and the place of
homosexuals in society.

◆ Discuss Alfred Kinsey’s notion of a “gender continuum” and
describe his seven categories of gender orientation.

◆ Define “ego-dystonic homosexuality” and discuss its
distinguishing characteristics.

◆ Describe current data concerning genetic, hormonal, and
neuroanatomical aspects of the etiology of homosexuality.

◆ Discuss psychoanalytic, psychosocial, and behavioral
explanations for the development of homosexuality, and
summarize the literature that supports and/or refutes these
theoretical perspectives.

◆ Summarize and discuss Bem’s “Exotic Becomes Erotic” theory
of sexual orientation and explain how it predicts the
development of homosexuality.

◆ Explain factors that motivate gays and lesbians to come out,
and summarize the reasons homosexuals are often hesitant to
disclose their gender orientation to others.

◆ Describe the variety of gay and lesbian physical expressions of
intimacy.

◆ Define “homophobia” and describe the manifestations of 
gay-bashing in various segments of society.

◆ Summarize the literature that examines the adequacy of gay
parenting, and describe the unique problems lesbian mothers
and gay fathers have raising their children.283
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O f all the issues explored in this book, homosexuality perhaps is most controversial and
has evoked more arguments and strong feelings in the general public. In our society ho-

mosexuality is associated with anger, love, hostility, and compassion. This subject involves
many things: gender orientation, self-concept, a way of behaving intimately, a stigma, and a
badge of pride and self-assertion. This chapter will explore many diverse aspects of homo-
sexuality. One objective is to clarify something you probably already know: sexual orienta-
tion concerns far more than just intimate behaviors. Sexual orientation is also a way we re-
late to our psychosocial environment: the friends we choose, whom we love, our professional
relationships, our economic and political priorities, and our perspectives on the arts, media,
and human relations.

A systematic discussion of homosexuality necessarily explores gay male and lesbian iden-
tities in a social environment that often stigmatizes minorities. The prejudice and homopho-
bia with which gays have to contend ranges from the annoying and offensive to the danger-
ous and fatal. Homophobia is encouraged by various religions, a fact that seems contradictory
to their spiritual aims. Homosexuality is more accepted in many other countries than in the
United States. Because of the criticism and hostility many gays have to deal with, many are
reluctant to “come out” and be recognized as homosexuals, and we will examine the stres-
sors, adaptations, and challenges of this difficult decision. Coming out can affect occupa-
tional relationships or, as in the military, end one’s career altogether. Because the rights of
gays may be jeopardized, we will examine a number of legal issues affecting homosexuality.
Harassment of gays occurs in the work place, in colleges and universities, and in many neigh-
borhoods.

Everyone lives and works in a wide psychosocial environment, and the nature of gay
lifestyles in different social settings reveals much about this subculture. We will examine gay
male and lesbian relationships, the current controversy over gay marriage, and the challenges
of gay parenting. Some attention is given to sexual behaviors and techniques among gays in
a discussion of physical intimacy. The gay community “takes care of its own,” and we will de-
scribe gay neighborhoods and crime watch programs. The role of gays in the clergy and mil-
itary round out our discussion of the social accommodation of homosexuality.

Chapter 4 explored issues involved in terms like “sex,” “gender,” and “gender identity.”
Our approach there did not deal with homosexuality or bisexuality per se, but in this chap-
ter the relationship among these ideas is more fully discussed. Recall that the term sex refers
to genetic maleness or femaleness; usually, but not always, one’s biological/anatomical sex
matches one’s genetic sex. The term gender refers to something quite different: the psychoso-
cial meanings and connotations attached to physical appearance. “Masculinity” and “femi-
ninity,” referring to things that men and women supposedly think, feel, and do, are more re-
lated to “gender” than to “sex.” This chapter also discusses the concept of sexual orientation.
This term refers more to preference and behavior than to anatomy or self-concept. Sexual ori-
entation explicitly involves whom we desire to have sex with and whose eroticism we prefer
and enjoy most. In a chapter on homosexuality, of course, sexual orientation here primarily
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From Dr. Ruth Westheimer

A s you are about to learn, many studies have attempted to 
figure out what attracts some people to members of their

own sex. Many theories have arisen, but we still do not know for
certain why this occurs.

I am as curious as anybody, I assure you, but the bottom line
is that finding out is not all that important. If someone has a dis-
ease, you want to discover its cause in hopes of curing it, but be-
ing gay isn’t a disease and doesn’t require a “cure” or society’s
help in this respect. What gays do need from society is to be
treated equally to everybody else. It is difficult enough being gay

in our society without also feeling you’re under a microscope to
find out why you are “different.”

On the other hand, the public does need to know more about
what it means to be gay in order to eliminate the negative atti-
tudes stemming from many complicated factors. As long as gays
remain “they” rather than part of “we,” they’ll remain outsiders.
This learning process is also important to gays because a homo-
sexual or lesbian who is confused about his or her own sexual
identity is likely to feel anxiety. So whatever your sexual identity,
I urge you to read the material in this chapter carefully, with an
open mind and an open heart.



concerns same-sex erotic attractions or, with bisexuality, erotic attraction to members of both
sexes.

Let’s begin the chapter with a definition of homosexuality. The one we offer here is by no
means the only or even necessarily the most correct one, but it clarifies the basic issue be-
hind a great variety of topics. Homosexuality is the primary psychological and physical erotic at-
traction to members of one’s sex. We use the word “primary” because circumstances do not al-
ways allow one to act on all one’s desires. Homosexuals desire and prefer sexual partners of
their own sex in most instances. Further, “attraction” in this definition need not be a feeling
that one acts on; one can be certain about it but not necessarily behave accordingly. This def-
inition deals with feelings of sexual attraction, the context in which such feelings arise, and
how people define themselves. In other words, many factors are involved in this definition.

Basic Concepts

History, Religion, Politics, and Homosexuality
When examined retrospectively, both the historical and contemporary study of homosexual-
ity has been viewed from two very different perspectives, and the debate between them is
nowhere near being resolved today. The first approach, called essentialism, asserts that labels
such as “bisexual,” “homosexual,” and “heterosexual” have been used in similar ways by dif-
ferent cultures in different historical eras. In contrast, the social constructionist approach
claims that such labels must be viewed and interpreted as creations of different societies and
that their meanings may have been diverse throughout recorded human history. In other
words, social constructionists maintain that these terms must be interpreted carefully as they
might connote different things in different societies at different times. Basic to this debate 
is the question whether there have always been homosexual individuals, whether their
thoughts, feelings, and behaviors have been similar throughout history and in different cul-
tures, and whether there are any basic or immutable features of homosexuality that have been
invariant historically and culturally. Again, there is no simple resolution to this debate and it
would be well if you kept this issue in the back of your mind as you read through the re-
mainder of this chapter.

It is difficult to step outside the perspective of one’s historical era, especially when exam-
ining historical views on homosexuality. The word “homosexuality” did not even enter the
vocabulary of Westerners until 1869, when the term appeared in a letter to the German min-
ister of justice. The penal codes in Northern Germany were being revised, and some were
considering making sexual contact between two persons of the same
sex a crime. The person who wrote this letter, Karl Maria Kertbeny
(1824-1882) (Fig. 9-1), was one of a few Germans at that time begin-
ning to study the idea of sexual orientation (Mondimore, 1996). Until
this time, no historical documents referred to a category of gender ori-
entation in a legal context similar to what today is called homosexual.
Neither was there any such category or term in the languages of ancient
Greece and Rome. Of course, same-sex attraction existed, but society
generally did not classify individuals with these preferences. This situ-
ation stands in contrast to the high visibility of gay issues in today’s
world.

The ancient Greeks thought and felt very differently about homo-
sexuality than we do today (Fig. 9-2). They were at home with the idea
that men would be sexually attracted to young men while being mar-
ried to a woman and having children with her. Homosexual pleasure
outside the marital bond was a norm. Marriage was the appropriate
arena for having children, but homosexual eroticism outside of mar-
riage was not only condoned socially but more or less expected. For the
Greeks, an idealized homoerotic inclination occurred most commonly
in relationships between older men and men in their late adolescent
years or early adulthood (Mondimore, 1996). Once a young man
passed this stage of life, he usually discontinued his homosexual rela-
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FIGURE 9-1 Karl Maria
Kertbeny, who, in a letter to
the German minister of justice
in 1869, coined the word “ho-
mosexuality.”



tionships with older men, married, and had children. Today
the term pederasty refers to such a relationship between older
and younger men or, more technically, boys. In ancient
Greece some men maintained an exclusively homosexual
preference throughout their lives. Again, however, the
Greeks had no special words to describe homosexual or het-
erosexual gender orientations, because they assumed that all
men might have sexual feelings for members of their own
sex. Interestingly, the Greeks had little to say about female
homoerotic attractions, and we have very little historical ev-
idence of the place of lesbian attractions in ancient times.

Much of this discussion of the historical aspects of ho-
mosexuality is drawn from the study by Mondimore (1996),
who analyzes how successive historical eras viewed same-sex
eroticism. This writer describes the “berdache,” which in
French means “male homosexual,” in many Native American
tribes. A berdache was a man who dressed and behaved as,
and fulfilled the social roles and expectations of, a woman.
Tribes throughout North America had berdaches, who had
the high status of shaman in many instances. Female
berdaches, as well, assumed and fulfilled the roles of males in
their cultures. Whether male or female, berdaches were ho-

mosexual in the way we defined the term, and they engaged primarily although not neces-
sarily exclusively in same-sex physical intimacy. Berdaches were viewed by their societies not
as either male or female but instead as a unique gender category. This phenomenon should
be viewed within the general context of sexuality in Native American culture. Sexual expres-
sion among Native Americans was very comfortable and unselfconscious. Adolescent sexual
experimentation and childhood sexual curiosity were totally acceptable aspects of growing
up. Premarital, marital, and extramarital sexuality were expected and common. In this
broader permissive context homosexuality was considered appropriate and, in the case of
berdaches, even held religious significance. Native Americans, like the Greeks, had no dis-
crete categories for heterosexual and homosexual inclination and behavior, except for the
Aztecs in pre-Columbian South America. This civilization was extremely critical of homo-
sexual behavior and grouped it with incest and adultery as major crimes against society.
Those found participating in homosexual behaviors were put to death.

Mondimore’s (1996) analysis of the history of homosexual expression encourages us to
think carefully about our own categories of “heterosexual” and “homosexual.” Our culture
has created seemingly mutually exclusive groupings, but other cultures have had different vi-
sions of gender orientation. This writer believes that each different society constructs its own
sexual mores and categories, and that comparisons between cultures may not fully account
for unique social customs and pressures related to gender and sexual expression.

In several contexts this book has described the biblical origins of attitudes hostile to sex-
ual behaviors not directed at procreation. We see this in historical prohibitions against mas-
turbation and in connection with homosexuality. Because homosexual intimacy cannot result
in progeny, the prohibitions against it are similar to those against masturbation. The Old Tes-
tament Book of Leviticus employs the word “abomination” to describe homosexual union, al-
though other Christian tradition is less clear about homosexual behavior. Chapter 2 referred
to the analysis by the historian John Boswell (1980) of same-sex marriage during the Middle
Ages. Same-sex unions in many instances were encouraged and condoned by the church dur-
ing this era, and same-sex bonds were often viewed as a “higher” form of affection and de-
votion than those between women and men. 

Typically the most politically conservative segments of society are most hostile to homo-
sexuality. Generally, conservatism advocates maintenance of the political and social status
quo, keeping things as they are—or as some people think they should be. There is usually lit-
tle spirit of innovation in political conservatism, and little tolerance for diversity or diver-
gence from conservatives’ accepted notions of what is “normal.” The political Right in the
United States created a rhetoric that associates being gay with pathological behavior
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(Johnston, 1994). This assessment is viewed by some as an infringement on the civil rights
of homosexuals. Such issues create one of the most contentious public debates of contempo-
rary times. Recall the concept of “sexual fascism” discussed in an earlier chapter: people
judging any sexual behavior that they themselves do not like as “bad” or “abnormal.” Some
have argued that the conservative political agenda is an example of sexual fascism.

The first person to develop a “scientific” theory of the etiology of homosexuality was Karl
Heinrich Ulrichs (1825-1895), a German attorney and classical scholar (Fig. 9-3). Through
much of the 19th century, homosexuality was studied primarily within medical science, in
psychiatry in particular, as a pathological personality disorder, but physicians were not sure
what caused it or whether it could be “cured.” In the latter part of the 19th century, some im-
portant figures began to examine homosexuality with the primitive tools available at the time:
case studies and clinical protocols of patients undergoing psychoanalysis. One of the first to
speculate on the causes and nature of homosexuality was Havelock Ellis, introduced in Chap-
ter 2. In 1897, Ellis published Sexual Inversion. “Sexual inversion” was a term later adopted
by Sigmund Freud to refer to gay males and lesbians. Ellis in this book reacted to the harsh
laws against homosexuality in Great Britain in the Criminal Law Amendment Act of 1885 and
the Labouchere Amendment, which made male homosexual behaviors a misdemeanor pun-
ishable by two years of hard labor, and anal intercourse a felony punishable by a life term in
prison (Grosskurth, 1980). Ellis knew enough homosexuals to know this gender orientation
presented no threat to society and believed it was time for a more dispassionate analysis. El-
lis used 33 carefully documented case histories as the foundation for his book, which in later
editions referred to the important early investigations of Magnus Hirschfeld (see Chapter 2)
and Sigmund Freud.

No book like this had been published before. He dispelled the myth that homosexuality
was a psychological disorder and hypothesized that genetic factors may play an important
role in the etiology of homosexuality. He noted that many significant historical figures were
homosexuals, such as Erasmus, Leonardo da Vinci, Michelangelo, and others (Grosskurth,
1980). While Ellis speculated that the prevalence of homosexuality in the general population
was 2 to 5%, he cited no empirical data for this. His book, written primarily for physicians
and attorneys, was one of the first serious efforts to explain the “normality” of homosexuals
despite the repressive and hostile environment in which they typically live and work.

Between the publication of the first edition of this book (1897) and its last (1915), an-
other serious study of homosexuality was published by Magnus Hirschfeld in 1914.
Hirschfeld courageously explored the causes, nature, and lifestyles of homosexuals in Ger-
many before World War I and between the two World Wars. He founded the Institute for Sex-
ual Science and was instrumental in creating the World League for Sexual Reform (Vyras,
1996). In 1932 Hirschfeld traveled throughout the world in an attempt to legitimize the new
science of “sexology,” which in many ways resulted directly from the integrity and diversity
of his research. His efforts were not always well received, and
much of the criticism was obviously anti-Semitic. By the
time Kinsey began his studies of sexuality in the 1940s, the
systematic analysis of homosexuality was already well un-
derway.

Several aspects of Alfred Kinsey’s questionnaire dealt
with the homosexual thoughts, feelings, and behaviors of his
subjects. In interviews with these respondents he asked
about pre-adolescent homosexual play, post-adolescent ex-
periences, preferences and psychological reactions to same-
sex interactions, sources of homosexual contacts, social con-
flicts experienced because of a homosexual identity,
homosexual prostitution, and the subject’s self-analysis of
her or his own inclinations, appearance, conflicts, regrets,
and future (Kinsey et al., 1948, pp. 68-70). Kinsey developed
a rating scale (Fig. 9-4) to describe heterosexual-homosex-
ual orientation, using these questionnaire items as a basis for
individual gender-orientation ratings. Kinsey was careful to
establish such ratings based on both “psychologic reactions
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FIGURE 9-3 Karl Heinrich
Ulrichs was the first person to
develop a theory of the etiol-
ogy of homosexuality based
on his reading of history, liter-
ature, mythology, and human
physiology.

Exclusively heterosexual with no homosexual

Predominantly heterosexual, 
only incidentally homosexual

Predominantly heterosexual, 
but more than incidentally homosexual

Equally homosexual and heterosexual

Predominantly homosexual, 
but more than incidentally heterosexual

Predominantly homosexual, 
only incidentally heterosexual

Exclusively homosexual with no heterosexual

FIGURE 9-4 Alfred Kinsey
was among the first to con-
ceive of gender orientation as
a continuum rather than a di-
chotomy. Here is Kinsey’s rat-
ing scale of various grada-
tions between exclusive
heterosexuality and exclusive
homosexuality.



and overt experience.” In talking with women and men, Kinsey recognized that there were
not two independent categories of heterosexual and homosexual orientations but that instead
there is significant variation, experience, and experimentation. In creating his seven-point
rating scale, Kinsey wrote:

It is a fundamental of taxonomy that nature rarely deals with discrete categories. Only
the human mind invents categories and tries to force facts into separated pigeon-holes.
The living world is a continuum in each and every one of these aspects. The sooner we
learn this concerning human sexual behavior the sooner we shall reach a sound under-
standing of the realities of sex. (Kinsey et al., 1948, p. 639)

Kinsey’s scale assigned scores ranging from 0 to 6 for the following gender orientation de-
scriptions; the descriptions are quoted from Kinsey’s book.

� 0 Exclusively heterosexual with no homosexual

� 1 Predominantly heterosexual, only incidentally homosexual

� 2 Predominantly heterosexual, but more than incidentally homosexual

� 3 Equally heterosexual and homosexual

� 4 Predominantly homosexual, but more than incidentally heterosexual

� 5 Predominantly homosexual, only incidentally heterosexual

� 6 Exclusively homosexual with no heterosexual

Kinsey and his coworkers speculated that 0 and 6 were opposites, as were 1 and 5, and 2
and 4. According to his interviews, Kinsey described 2% of his female sample and 4% of his
male sample as exclusively homosexual. Kinsey had discovered something extremely impor-
tant—that self-definition, overt behaviors, and psychological reactions were all basic to a
gender orientation designation. Developmental and situational factors may also affect which
of these categories describes a woman or man at any one particular time in their life. For ex-
ample, some of Kinsey’s respondents reported that they were exclusively heterosexual in one-
on-one intimate encounters but had sexual contact with both women and men in group sex
situations. The idea of a sexual continuum is one of Kinsey’s more important contributions to
the study of human sexuality.

Bisexuality
While this chapter deals primarily with homosexuality, it is important at the outset to rein-
force Kinsey’s claim that gender orientation isn’t an either/or issue, and that many individu-
als have sexual thoughts and feelings and engage in sexual behaviors with members of both
sexes. And if they don’t do so currently, then perhaps they did so at some other time in their
lives. While the term “bisexual” is typically used to refer to these individuals, caution should
be used in adhering too simply to this apparent dual attraction. Remember, self-definition,
feelings of affiliation, and the social context all play a role in determining sexual behaviors.
Additionally, the number of individuals who identify themselves as bisexual (according to
Laumann et al., 1994, 0.5% of women and 0.8% of men) is far smaller than the number of in-
dividuals who report ever having felt attracted to both women and men. Laumann et al. also
note that bisexual behavior is reported far more frequently than is exclusive, homosexual be-
havior. Rust (2000) suggests that when women and men identify themselves as bisexuals this
refers primarily to their feelings of sexual attraction or their inclination to fall in love with
individuals of both sexes. As you can see, bisexuality is a complex issue.

It is not unusual for an individual going to college to question and experiment with dif-
ferent lifestyles and value systems. This is no less true of gender orientation; college youth
frequently explore sexual minority (e.g., non-heterosexual) status as part of this venture. It
would be interesting to know the degree to which adopting gay, lesbian, and bisexual identi-
ties endures over time. Until recently, there were few systematic data that could help answer
this question. Diamond (2003) studied a sample of 80 college women who identified them-
selves as lesbian or bisexual. Her analysis involved three extensive interviews over the course
of 5 years. The data she collected offer answers and raise questions at the same time. Of this
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sample, over 25% of these women gave up their lesbian or bisexual identity over the course
of this study. Of these women, about half identified themselves as heterosexuals. While these
subjects reported a significant decline in their homosexual behaviors over the past 5 years,
their feelings of attraction to other women did not change appreciably. Clearly, it would be
interesting to investigate this sample over a still longer period of time.

McLean (2001) used an open-ended interview format to examine the emergence of bi-
sexual attraction in a sample of college-age youth in Australia. Based on this in-depth analy-
sis of 22 case studies, this writer was able to affirm the doubt that often accompanies bisex-
ual awareness in that it seems so contrary to society’s either/or approach to gender orientation
(either heterosexual or homosexual). Many of the comments of her subjects illuminate this
confusion:

“When I go to Mardi Gras I go as a member of the gay community, not as bisexual. I have
to hide the ‘bi’ part.” (Liz, age 21)

“One of the problems I found in coming to terms with my bisexuality was that it still
seems to say in its language that you’re both gay and straight.” (Matthew, age 25)

“I call myself lesbian around my lesbian friends. I find that the lesbians I know only hear
the ‘heterosexual’ part of bi-ness; yet I think when gay men hear about bisexuality from
other men, they hear the ‘gay’ part.” (Alicia, age 22)

Statements like these highlight the conflict between a search for sexual self-understanding
and cultural influences that impose a dichotomy where there isn’t one.

Although social and behavioral scientists have gained some understanding of emerging
bisexual identities in youth, until recently we had little systematic information about bisex-
uality later in adulthood. The work of Weinberg, Williams, and Pryor (2001) has remedied
this deficiency in our grasp of this issue. This publication makes clear the importance of self-
definition, feelings of attraction, and sexual behavior over the course of decades. This inves-
tigation is a longitudinal study that began in the San Francisco Bay area with a series of in-
depth interviews in 1983 and was followed up in 1996. The sample included 23 men, 
28 women, and 5 transgendered individuals (two male-to-female transsexuals, one female-to-
male transsexual, and two men who had not undergone gender reassignment surgery but
were living as women). A number of relatively consistent findings emerged in the later analy-
sis of this subject sample. As subjects aged, the role of sexual expression diminished in their
lives. For most, this was due to the normal decline in sex that accompanies aging and for the
women in this group menopause played a role in lessened sexual activity as well. Secondly,
at the time of the 1996 follow-up, subjects had significantly reduced their number of sexual
partners, due primarily to fear of AIDS. Almost one-third of these subjects now restricted
their sexual behavior to an exclusively heterosexual orientation, and generally a move toward
these monogamous relationships limited homosexual activity. Slightly more than 20% of sub-
jects now defined themselves as exclusively homosexual at this time. In 1983, a Bisexual Cen-
ter had opened in the Bay area, but this organization closed, significantly limiting opportu-
nities for bisexuals to meet. Interestingly, by 1996, many subjects reported that they were
more certain than ever of their identity as bisexuals and had come to a highly positive ad-
justment with this duality even though, as noted above, a substantial number had selected ei-
ther exclusively heterosexual or homosexual lifestyles. Data like these lend some support to
the enduring, stable nature of bisexuality as gender orientation of its own, rather than as an
expression of personal indecision about the objects of one’s sexual attractions.

Homosexuality and The Diagnostic and Statistical Manual 
of Mental Disorders
Since 1952 the American Psychiatric Association has published updated editions of The Di-
agnostic and Statistical Manual of Mental Disorders. For several reasons, this is an important
and frequently consulted book. For each psychological problem, the defining characteristics
are described and discussed. Its major diagnostic features are presented, followed by sub-
types, associated descriptive features, relevant laboratory and physical examination findings,
the impact of the client’s cultural setting, age, and gender features. Also included are preva-
lence, incidence, lifetime risk, progression over time, pattern of family inheritance, and meth-
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ods for differentiating the disorder from others with similar symptoms. Mental health care
professionals must be fully versed with the DSM. As of this writing, the DSM-IV is the cur-
rent edition. Professionals working with a wide variety of psychological and psychiatric dis-
orders recognize that there are often subtle differences in the manifestations of these prob-
lems as society changes. This book is important in a discussion of homosexuality because
until the American Psychiatric Association voted in 1973 to drop homosexuality from the
third revision of the DSM, any sexual orientation other than heterosexuality was thought in-
dicative of a mental disorder.

Descriptions and classifications of behavior, not to mention behaviors not socially sanc-
tioned, are affected by current cultural norms and customs. Shortly after the American Psy-
chiatric Association removed homosexuality from its compendium of mental disorders, the
American Psychological Association did the same thing. Further, the American Psychologi-
cal Association fostered the emergence of a new division within its organization, The Society
for the Psychological Study of Lesbian and Gay Issues, which reflected its acceptance and
sanctioning of serious psychological inquiry into gay and lesbian concerns. Since the early
1970s, the professionalization and legitimization of serious study into homosexuality have
accelerated significantly.

That decision by the American Psychiatric Association required great deliberation and
care. A study polled over 500 psychiatrists to assess their opinions regarding possible
causes of male homosexuality (Vreeland, Gallagher, & McFalls, 1995). Among a wide va-
riety of etiological factors, two were most frequently cited: genetic inheritance and expo-
sure to inappropriate sex hormones prenatally—two factors that apparently minimize so-
ciocultural influences on the development of this gender orientation. Additionally, when
homosexuality per se was removed from the DSM-III, one category of homosexuality re-
mained: ego-dystonic homosexuality. This diagnostic label describes a homosexual who
is adamant and persistent in not wanting to be gay; the person has extreme, pervasive dis-
tress about their homosexuality. Some gays are unhappy and function poorly in their social
environment because of prejudice. An important fact about the DSM is that insurance com-
panies in most cases pay for counseling or therapy for clients suffering from disorders listed
in this volume. Gays who live in a rejecting and hostile environment often need such clin-
ical assistance.

The Nature and Timing of Homoerotic Self-Awareness
When do people realize with some certainty that they are erotically attracted primarily to
members of their own sex? Is this a subtle or sudden awareness? How does a person process
this information or make sense of an inclination so different from what one’s peers talk
about? These and many other questions emerge in the thinking of gay males and lesbians,
and they conceal or deal with them in highly variable ways. Often the awareness of being gay
comes during adolescence, often in early adolescence. A young person recognizing this in-
clination often experiences an intense struggle with his or her social environment, especially
in high school (Anderson, 1994). Often youngsters conceal this inner struggle indefinitely.
Almost at the outset, the individual realizes that revealing one’s homosexuality to others car-
ries unpleasant risks. One’s relationships with parents and siblings will be affected, often in
tense and conflicted ways. One understands that one’s peer group will be critical and perhaps
hostile, and that the development of homoerotic relationships involves many uncertainties.
Some people try to downplay their revelation or feel they are just “going through a phase,”
minimizing the turmoil they may be experiencing (Anderson, 1994).

In one Canadian study, self-identified male homosexuals answered a questionnaire about
the emergence of their gay identity (McDonald, 1982). Of the respondents 18% recognized
their homosexuality before they had engaged in any same-sex behaviors. Additionally, 22%
of the subjects accepted their homosexuality while involved in a long-term relationship with
a man, while 23% accepted their homosexuality only after involvement in such a relation-
ship. Interestingly, 15% of respondents indicated that they were still not comfortable with
their gay identity. The subjects experienced a similar process of realizing their homosexual-
ity and revealing it to others. While many gays go through these events in the same order,
there is some variability as well. The “milestone events” in this process are one’s awareness
of homoerotic attractions, same-sex intimate behaviors, self-identification as a homosexual,
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having a long-term homosexual relationship, disclosing one’s
homosexuality to others, and gaining a positive self-concept
as a gay person (McDonald, 1982) (Table 9-1).

The Nature of Theories and Research 
on the Etiology of Homosexuality
The next sections of this chapter explore psychological, bio-
logical, and social theories about the causes of homosexual-
ity. No one category of theory is wholly satisfactory, but there
is something of interest in these different approaches. Al-
though individual researchers typically work with only one
perspective, most scientists see this issue in an interactionist
perspective. In other words, various theoretical perspectives
together provide a sense of the origins of homosexuality, al-
though no one view alone sufficiently explains exactly how
someone becomes gay.

From the beginning of the 20th century, social and be-
havioral scientists have speculated about the relative contri-
butions of heredity and environment (“nature” and “nur-
ture”) in forming a mature human being. In some instances this has been a hotly debated
issue. Estimates of the differential influence of these two factors vary, depending on the
human attribute (i.e., intelligence, temperament, musical ability, etc.). The same is true 
about possible causes of a homosexual gender orientation. Some researchers believe that
genetic, physiological, and hormonal factors are the primary factors determining homosexu-
ality, while others believe that family, society, and processes of human growth and develop-
ment provide a better explanation. As with other human characteristics, such heredity-
environment debates fail to explain exactly why any one individual is a gay male or lesbian.
Again, an interactionist perspective using the findings of both biological and psychosocial
theories seems to offer a more useful and informative way of thinking about the etiology of
homosexuality.

Because of the controversial and sometimes unpopular perceptions of homosexuality, one
should recognize the difference between considering different causes and attributing blame to
causes. Cause and blame are very different ways of thinking about why things happen. An-
other semantic matter should be clarified at this point: the nature of theories. Theories in sci-
ence are not intended to be assertions about what is true or false, or right or wrong. Instead,
useful theories summarize knowledge. They suggest the next logical step in investigating var-
ious phenomena and predict the results of that step. Of course, scientists don’t always find
what they expect, and therefore theories are constantly being revised. Overall, think of dif-
ferent theoretical approaches as making tentative, speculative claims, not true statements be-
yond challenge.

Biological Explorations into the Etiology of Homosexuality
Research into possible biological causes of homosexuality involves three areas of inquiry: ge-
netic factors, hormonal factors (including prenatal exposure to hormones or abnormal hor-
mone levels), and subtle differences in brain anatomy between heterosexuals and homosex-
uals. These areas involve different questions and different research methods, although careful
experimental design and control are essential in all. More than one type of factor might be
involved, as well.

Any genetic analysis of behavioral differences among human beings must meet very spe-
cific criteria. McGuire (1995) has suggested that the following issues must be addressed:

1. Only valid, precise, quantitative measures of individual differences can be used.
2. Adequate methods must be employed in order to determine biological relationships.
3. Research subjects must be recruited randomly.
4. The sample size must be appropriately large so that valid inferences can be made.
5. Investigators must use appropriate genetic theories and models in interpreting their

data.
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long-term involvment in a gay relationship 23%

Subjects reporting unhappiness 
about recognizing their gay identity 15%

After McDonald, 1982.
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McGuire notes that at the time of his writing, virtually all studies of a possible genetic ba-
sis for gender orientation failed to meet at least one of these important criteria; therefore, any
inferences must be made cautiously. Keep these criteria in mind as we discuss the studies fol-
lowing.

There is some statistical suggestion of a genetic influence on the etiology of homosexual-
ity. Studies of the gender orientation of twins reveal some consistencies in self-identified gays.
Bailey and Pillard (1991) found that among male monozygotic twins, there is a 52% concor-
dance rate for homosexuality, while for dizygotic twins the figure is 22%, a very significant
difference. In a similar study examining female homosexuality, Bailey, Pillard, Neale, and
Agyei (1993) reported concordance rates of 48% for monozygotic twins and 16% for dizy-
gotic twins. Monozygotic twins (identical twins) are genetically identical, whereas dizygotic
twins come from two ova fertilized by two sperm. Dizygotic twins (fraternal twins) are re-
lated like any siblings, but not identical genetically. Concordance rate refers to the percent-
age of twins who both manifest a characteristic. High concordance rates for monozygotic
twins and lower but still significant concordance rates for dizygotic twins suggest a genetic
role in the etiology of homosexuality. Yet, if homosexuality were based entirely on genetics,
then concordance rates for monozygotic twins would be 100%. Different research varies
somewhat in the reported concordance rates for monozygotic and dizygotic twins. Remem-
ber, however, that twins are usually reared in the same environment, which may also have an
effect on gender orientation (as discussed later).

In 1993, Hamer, Hu, Magnuson, Hu, and Pattatucci reported that they had isolated five
discrete markers on the X-sex chromosome that supported the possible role of maternal in-
heritance for male homosexuality. Two samples of subjects were studied in this investigation:
76 men recruited from an HIV clinic and 38 pairs of gay brothers who responded to a gay
publication advertisement to participate in a research study. Questionnaires and interviews
were used to determine which subjects were homosexual. Despite Kinsey’s pronouncements
on the non-dichotomous nature of gender orientation, subjects in this study were categorized
as either heterosexual or homosexual. Among the subjects recruited from the HIV clinic,
there was a higher incidence of homosexual maternal male relatives than homosexual pater-
nal male relatives. Because a number of sex-chromosome linked traits, such as pattern bald-
ness, are established to be inherited from one’s mother, this finding seemed to make sense as
an inherited trait. Additionally, 33 of the pairs of gay brothers all had the same five markers
on the X-sex chromosome. This report of the possibility of a “gay gene” received much at-
tention in the popular press, but this finding must be interpreted carefully. This study does
point to the possibility of a region on the X-sex chromosome that may in some way be related
to male homosexuality. Because of a number of methodological challenges, Bailey and Pillard
(1995) believe genetic influences on gender orientation should be explored further. The data
so far are somewhat stronger for male than for female gender orientation. As simple as it may
seem to recognize an X-chromosome correlate of homosexuality, attempts to replicate the
work of Hamer and colleagues have not succeeded (Rice, Anderson, Risch, & Ebers, 1995).
It seems that while genetic factors may play some role in the etiology of homosexuality, the
psychosocial environment is also a determining factor.

Implications of a Genetic Role in the Etiology of Homosexuality There has been
much discussion about the possibility of changing traits that are genetically determined. For
example, if gene therapies can “cure” someone with cystic fibrosis, some in the future may
wish to alter the expression of genes implicated in homosexuality. This issue is especially con-
troversial with respect to homosexuality because some in society view it as abnormal. Recently,
some theologians have challenged theories of genetic foundations of homosexuality because
they believe that a homosexual orientation is a willful choice rather than an inherited trait or
predisposition. Muir (1996), in the Journal of Psychology and Christianity, describes what he
considers flaws in the methods and inferences in genetic and neurological research into the
causes of homosexuality. He contends a genetic basis for homosexuality cannot be supported
from an evolutionary perspective. Because people engaging in same-sex intimacy do not re-
produce, he believes that Darwinian natural selection would not preserve behaviors that
would not perpetuate the species. Religious condemnation of homosexuality has traditionally
emphasized that this gender orientation derives from “faulty” environmental learning, failure
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in impulse control, and other conscious choices. To such thinkers, a genetic role in the causes
of homosexuality would minimize the role of these more “human” choices and make gays
seem less accountable for their “deviant” gender orientation. Nonetheless, the role of genetic
heritability in the etiology of homosexuality has been demonstrated in dozens of well-
controlled, quantitative scientific investigations. In addition, homosexuals are not precluded
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Research Highlight
Anatomical and Genetic Correlates of Homosexuality

Because one’s sex has a clear genetic foundation, many
people wonder whether differences in gender roles and

gender identity also have a biological basis. Homosexuality is
a controversial case in point. The causes of homosexuality
have been investigated for a long time. Many years ago Dr.
Cornelia Wilbur (1964) suggested that a homosexual orien-
tation in adulthood derives from the psychosocial character-
istics of the family in which one is raised, particularly one’s
relationship with parents. Fathers of children who eventually
self-identified as homosexuals were supposedly passive, hos-
tile, indifferent, weak men, apparently seen as ineffectual
compared to their wives. Since Wilbur’s original specula-
tions, research has not supported her claims, and today re-
search is more biological in its focus.

Recent publications on possible biological causes of ho-
mosexuality have raised public and scientific debate. This re-
search offers a good opportunity to evaluate the validity and
reliability of different investigative approaches to this sub-
ject. As clear as the claims of these research studies might
seem to some, there are some serious problems in accepting
them without question and in widely generalizing their find-
ings.

In 1991, Dr. Simon LeVay, a neuroanatomist at the Salk
Institute, examined a tiny part of the brain called the hypo-
thalamus, far below the surface of the cerebral hemispheres.
The hypothalamus is near the center of the brain and has
long been known to be involved in many individual- and
species-supporting behaviors, such as eating, drinking, ag-
gressive behavior, and sexual motivation and behavior. It is
the size of your smallest fingernail and is composed of many
separate clumps of nerve cells called nuclei. Dr. LeVay was
examining a structure referred to as INAH3 (the third inter-
stitial nucleus of the anterior hypothalamus). The exact
functions of this tiny clump of nerve cells are not clearly un-
derstood.

Dr. LeVay inspected this area in 19 gay men and one bi-
sexual man who had all died of AIDS. He examined the same
area in 16 heterosexual men, six of whom had died of AIDS,
and in six women who identified themselves as heterosexual.
Dr. LeVay discovered that this specific area of the hypothala-
mus was two to three times larger in heterosexual men than
in homosexual men. The difference was large and consistent
in this sample of subjects. However, LeVay pointed out that
it was extremely difficult to find the borders of this tiny nu-
cleus of nerve cells and that in many cases it was a poorly de-
fined scattering of neurons whose size was difficult to accu-
rately determine (LeVay, 1991). These data became the focus
of much controversy and discussion about the scientific and

societal implications. Many people in the gay community
claimed that these findings proved that people are born gay
or heterosexual, and that one’s sexual orientation is not a
purposeful choice.

Some basic issues must be considered before LeVay’s re-
sults and interpretations can be accepted as consistent and
convincing. According to Dr. William Byne, director of the
neuroanatomy laboratory of neuropsychiatric disease at New
York’s Mount Sinai Medical Center, “A general problem with
this work is that there have been dozens and dozens of re-
ports of sex differences in the human brain since the middle
of the last century. But not a single one of these has been cor-
roborated, except for the one that men tend to have slightly
larger brains than women.” Byne notes that there are sex dif-
ferences in virtually every organ of the body, but it is very dif-
ficult to be specific about what these differences mean (cited
in Finn, 1996).

In addition, LeVay’s data might possibly have been af-
fected by the fact that many of his subjects had AIDS. In ad-
dition, the differences LeVay reported may have been attrib-
utable to some other, still unexamined factor. For example,
Byne notes that many men who die of AIDS experience some
shrinkage of their testicles before they die. Animal experi-
ments have shown that hormones from gonads can affect the
size of several different nuclei in the hypothalamus, but the
possible effects of diminished testosterone were not exam-
ined in this research.

Our goal here is to consider the validity of LeVay’s con-
troversial findings and the possibility of other explanations
for the observed differences between heterosexual and ho-
mosexual men. Any research findings should be interpreted
with caution, as one should think critically about the nature
of scientific research. There has been no large-scale attempt
to replicate LeVay’s research, and the small sample size
should encourage caution about the validity of his findings.

Similarly debatable data were published in 1993 by the
National Institutes of Health (NIH) about a possible genetic
basis of male homosexuality. The NIH research indicated a
“correlation” between a particular region of the X-sex chro-
mosome and male homosexual gender orientation. Again, we
must be cautious interpreting these data. For example, this
report does not identify a specific gene on the X chromosome
that supposedly determines gender orientation or indicate
that this chromosome region accounts for all instances of
male homosexuality.

These studies and others demonstrate the recent interest
in exploring the biological foundations of sexuality, which
likely have a role together with psychosocial influences.



from reproducing and passing on their genes. Finally, one might ask whether it is society or
biology that creates obstacles for homosexuals who wish to raise children.

Hormonal Factors in the Etiology of Homosexuality Chapter 4 described how,
during the period of prenatal embryonic development, even the tiniest amounts of some hor-
mones can have profound and permanent effects on the form of the human body. Much cur-
rent research has examined the possible role of prenatal hormones on a person’s gender ori-
entation. You will remember that in order for a genetic male to develop the appropriate
internal and external genitourinary structures, testosterone must be present. For a genetic fe-
male to develop the similarly appropriate structures, no sex hormones can be present. Even
trace amounts of sex hormones can have a tremendous impact on body form. In addition,
male and female hormones (specifically testosterone and the estrogens) contribute to many
traditionally male and female personality attributes (aggressiveness, nurturance, etc.). Scien-
tists have, therefore, wondered whether adult homosexuals have the typical amounts of nor-
mal sex hormones, or whether perhaps male homosexuals are deficient in testosterone and
female homosexuals are lacking in female hormones. As of this writing, we know of no com-
pelling empirical data showing that male and female homosexuals are abnormal in any hor-
monal sense. But much animal data have demonstrated that prenatal exposure to hormones
can have a notable effect on an animal’s later sexual behavior, in some cases fostering same-
sex sexual activity. One must be very cautious when generalizing to humans from animal
data, but in many ways the embryology and endocrinology of many sub-human species are
similar to human embryological development. Some researchers think there may be a sensi-
tive period during which exposure to hormones is especially important, and the sensitivity of
the developing central nervous system to these hormones may fluctuate throughout embry-
ological development. Thus the presence of prenatal hormones alone may not fully account
for any effects on a person’s later sexual preferences, orientation, or behavior.

While obvious enormous ethical difficulties prevent experimenting with prenatal hor-
mones on human embryos, there have been informative “experiments of nature,” as well as
careful laboratory studies (Gladue, 1987) that provide persuasive data regarding the effects
of prenatal hormone levels on subsequent gender orientation. Chapters 3 and 4 describe
luteinizing hormone (LH), which is present in both sexes and related to the production of
ova in women and sperm in men. When androgen is present prenatally at a critical period
during embryonic development, male external genital differentiation occurs in genetic males,
and subsequently the man’s pituitary continues to produce consistent non-cyclic levels of this
hormone. Genetic females, not normally exposed to androgen prenatally, have a cyclic fluc-
tuation of LH throughout their reproductive years. Therefore, the lack of cyclic secretion of
LH may indicate a “masculinized brain,” while cyclic changes in LH levels may characterize
the “feminized brain.” Continuing along this line of reasoning, in women, rising blood lev-
els of estrogen lead to an abrupt increase in LH secretion from the pituitary. However, men
given an injection of estrogen do not show a corresponding increase in LH secretion from the
pituitary. In other words, the masculinized and feminized brain responds very differently to
estrogen. Do self-identified homosexuals have the same response to an injection of estrogen
as the heterosexuals just described? The answer is interesting but not clear-cut. Gladue and
colleagues (1985) reported that of the 14 men who identified themselves as distinctly homo-
sexual, 9 (64%) showed an LH response to estrogen intermediate between that of heterosex-
ual women and men, while none of the 17 heterosexual men in this study had this interme-
diate response pattern. Although this study used a small sample size, the results suggest an
endocrine correlate of male homosexuality.

Still another interesting neuroendocrine difference was found between heterosexual and
homosexual men by Gladue and coworkers. In the heterosexual men in this study, an injec-
tion of estrogen decreased their normal production of male sex hormone, testosterone. How-
ever, in self-identified, distinctly homosexual men given an injection of estrogen, testosterone
levels were notably depressed for significantly longer periods of time than in the heterosexu-
als. These data together point to a possible neuroendocrine role in the development of ho-
mosexuality in men, but most researchers emphasize that they can only suspect this connec-
tion and that a clear cause-and-effect relationship has not yet been identified (Banks &
Gartrell, 1995).
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Other research has examined the influences of prenatal progestational drugs. These are
“pregnancy preserving” agents to help prevent miscarriages in at-risk pregnancies. Collec-
tively, these agents, referred to as progestins, interfere with the action of androgen prenatally.
The use of one progestational drug, DES, or diethylstilbestrol, has known long-term effects on
gender orientation. In a carefully done study Ehrhardt et al. (1985) reported that females ex-
posed to DES prenatally engaged in more lesbian and/or bisexual activities during their lives
than their siblings who were not exposed to this agent. Again, however, this does not suggest
that prenatal exposure to DES causes the development of a homosexual gender orientation in
women.

In summary, the experimental data on the effects of prenatal hormonal exposure on later
homosexual gender orientation do not point to an unequivocal relationship; many factors ap-
parently are involved. Remember that correlations do not reveal cause-and-effect relation-
ships and that much of this research is retrospective, analyzing phenomena that have already
happened and that, therefore, are not open to exploration of suspected causative factors.
Nonetheless, several studies have demonstrated an increase in homosexual and bisexual gen-
der orientations associated with prenatal exposure to androgen or estrogen (Hines & Collaer,
1993).

Brain Anatomy and Homosexuality One of the more interesting and controversial
findings in recent years in the study of homosexuality involves data suggesting neu-
roanatomical differences in the brain structure of heterosexual and homosexual men. How-
ever, for a number of reasons we must be very cautious
about believing these differences are causally related to a
man’s gender orientation. The hypothalamus, a very small
brain structure located close to the center of the brain, is in-
volved in the regulation of many behaviors that help us sur-
vive (such as eating and drinking), as well as other behav-
iors related to the preservation of the species (such as
fighting, fleeing, and sex). In 1991, LeVay reported that a
particular nucleus in the hypothalamus was larger in men
than in women and also larger in heterosexual men than in
homosexual men. These data must be interpreted cautiously
because they were derived from autopsy samples of subjects
who had died of AIDS: 19 homosexual men and 16 hetero-
sexual men. LeVay reported no differences in the size of this
area of the hypothalamus in homosexual men and hetero-
sexual women. LeVay’s research involved one particular nu-
cleus of the hypothalamus, the third interstitial nucleus of
the anterior hypothalamus (Fig. 9-5). Other research (Swaab
& Hofman, 1990; Swaab et al., 1992) reported that another
part of the hypothalamus, the suprachiasmatic nucleus, was
150% larger in homosexual men who had died of AIDS than
in heterosexual men who had died of the same cause. In ad-
dition to being substantially larger, the suprachiasmatic nu-
cleus of homosexual men had twice as many nerve cells as
the same area in the heterosexual men. As in the LeVay
study, these data derive from autopsy tissue that potentially
may have been affected in some unknown way by the AIDS
virus. In addition, because only adult brains were studied,
there is no way to know whether the size differences were a
cause or a consequence of gender orientation (LeVay, 1993).

Neuroanatomical data concerning the role of brain struc-
tures and gender orientation should be interpreted very care-
fully. For decades psychologists and neuroscientists have
grappled with a controversy involving localization of func-
tion. This longstanding dispute centers on the question
whether each localized area of the brain does one thing and

Chapter 9 • Gender Orientation 295

Pituitary
Optic
chiasm

A

B

SCN

Hypothalamus

Third
ventricle

SCN

Optic chiasm

FIGURE 9-5 The location of
the hypothalamus within the
brain, and the location of the
suprachiasmatic nucleus
(SCN) within the hypothala-
mus.



one thing only, or whether many different areas of the brain all work together in mediating
thinking, feeling, and behavior. Data have been collected that support both sides of the ar-
gument. In general, however, it is unusual for an area of the brain to be responsible for only
a single aspect of human behavior, and the interconnections among various brain areas indi-
cate a remarkable coordination of functions. Therefore, differences in the structure and size
of only one or a few brain areas make the attribution of cognitive and behavioral functions
to a single locus highly questionable. Further, scientists do not yet know how these various
areas of the hypothalamus are linked, anatomically or behaviorally. One should be very care-
ful about suggesting that specific anatomical differences in the brains of heterosexuals and
homosexuals are significant, consistent, or well understood. Other undiscovered variables
may be involved.

Psychological Factors in the Etiology of Homosexuality
Through the last century, psychological approaches to possible causes of homosexuality have
received far more attention than biological factors, in part because sophisticated physiologi-
cal and endocrine techniques did not emerge until about 40 years ago. For example, only rel-
atively recently have methods for measuring hormone levels in the bloodstream become
highly refined and accurate. Similarly, examining brain tissue in specific areas of the human
central nervous system requires histological techniques that did not exist only a generation
ago. Prior to such developments, science relied heavily on psychological approaches to this
issue. There have been many diverse and interesting approaches to possible psychological
causes of homosexuality. Although some seem to make more sense than others, science pro-
gresses through the interplay and competition of many ideas, and all are important in the cre-
ation and revision of theories that drive research studies.

The Psychoanalytic Approach Recall that psychoanalysis began with the work of
Sigmund Freud (1856-1939). The psychoanalytic approach involves three different dimen-
sions: a theory of human growth and development, a theory of personality, and a method of
doing psychotherapy. The focus here is on the theory of growth and development. Histori-
cally, psychoanalysts have not been renowned for keeping an open mind about psychological
issues, perhaps stemming from Freud’s own dogmatic personality. One prominent psychoan-
alyst noted that “homosexuals have numerous problems, and [that] no one reaches the final
stage of exclusive homosexuality without serious inner conflicts, which remain, even if they
are denied” (Fine, 1987, p. 90). Nonetheless, the psychoanalytic approach was among the
first to explore the origins of homosexuality, and there is some value in reviewing this
provocative theory.

In Three Essays on Sexuality (1905), Freud writes about the development and nature of
homosexuality. Freud believed, based on his clinical experience, that human beings are by na-
ture bisexual and have both homosexual and heterosexual erotic inclinations. During psy-
chological growth and development, heterosexual preferences and desires become promi-
nent, but Freud believed that our homosexual urges never entirely disappear. This is similar
in ways to Kinsey’s seven-point scale emphasizing this gradation of erotic attraction. In
Freud’s psychosexual theory of development, children develop a deep emotional attraction to
the parent of the opposite sex. This intense affiliation, according to Freud, is bound to be
frustrated, and this web of attraction, affection, and conflict becomes the Oedipus complex in
boys and the Electra complex in girls. These terms come from ancient Greek literature and de-
scribe son-mother and daughter-father enchantment, respectively. Ultimately, boys subcon-
sciously redirect their desire to be loved to their father and thus identify with him. The term
identification refers to a subconscious desire to become like someone we love, admire, or re-
spect. This is not a willful, purposeful “modeling” of behavior but occurs automatically and
unthinkingly. Similarly, girls subconsciously alter their desire to be loved to their mother and
similarly identify with her. The psychoanalytic perspective emphasizes the father in this tri-
angle and suggests that a girl or boy who has a rewarding, trusting, open relationship with
their father will not become a homosexual. However, no systematic, contemporary data sup-
port this broad generalization.

When, during the Oedipus or Electra conflict, a child does not fully identify with the
same-sex parent, according to Freud, this situation ultimately becomes manifest in a homo-
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sexual gender orientation. The youngster identifies with the opposite-sex parent. Psychoan-
alysts believe that a homosexual is a person who has not developed beyond their Oedipus or
Electra conflicts. One psychoanalyst (Fine, 1987) suggests that clinical evaluation of the sex-
ual practices of homosexuals shows that a man who is passive during anal intercourse is sym-
bolically offering his anus to another man instead of a woman’s vagina and thus, in psycho-
analytic thinking, is acting out his subconscious wish to be a woman. Similarly, a lesbian who
uses a dildo to penetrate her female partner’s vagina is said to be revealing her frustration in
not having a penis of her own. (It is worth noting that, in fact, most lesbians do not use dil-
dos in their sexual interactions.) Although psychoanalytic approaches often reveal develop-
mental problems, ultimately these are tied to peculiarities in family functioning, and research
into this issue generally supports the pivotal role of parent-child interactive problems associ-
ated with homosexuality.

A well-known psychoanalytic analysis of the etiology of homosexuality was carried out
by Irving Bieber (1962) and Cornelia B. Wilbur. To a large extent, both attribute a homosex-
ual gender orientation to child-parent interactions. From an analysis of survey data from psy-
chiatrists and male homosexuals, Bieber decided that gay males have a “close-binding” over-
attentive mother and a father who is remote and emotionally distant. The mothers were often
described as “seductive” and “overintimate” and the fathers characterized as withdrawn or
overtly hostile. Bieber also noted that the relationship between the parents of gay males
seemed unrewarding and uncommunicative. Bieber suggested that a young man in this cir-
cumstance, when feeling attracted to a woman, would recall or relive a fear of his father’s
reprisal for taking away his mother’s attentions. Speculations such as these are based on case
studies and a retrospective approach and lack rigorous methodological controls; they should,
therefore, be interpreted cautiously. For example, family patterns Bieber describes as poten-
tially contributing to a male homosexual gender orientation also produce seemingly well-
adjusted heterosexual men.

In 1962, Dr. Cornelia B. Wilbur, a psychiatrist at the Columbia University College of
Physicians and Surgeons in New York, coauthored Homosexuality: A Psychoanalytic Study of
the Male Homosexual, based on careful clinical study of 106 individuals. She described the
early development of male homosexuality involving several consistent factors. For example,
each parent has a unique relationship with a homosexual son that differs significantly from
their relationships with their other children. She believes that the father is passive and indif-
ferent and may contribute to his son’s homosexuality through neglect of traditional male par-
enting roles and behaviors (Fig. 9-6). When the parents enjoy a stable love relationship with
one another, however, homosexuality in one of their male
children is unusual. In cases of female homosexuality, Wilbur
notes that the mother is frequently a domineering figure in
the family and extremely controlling in her relationship with
her daughter. These mothers often engage in a chronic power
struggle with their homosexual daughters, and the daughter
almost always “loses.” These daughters come to see their fa-
thers as passive, detached, ineffective men. Dr. Wilbur notes
that even when many or all of these etiological factors are
present, if a child has a good relationship with a sibling, the
chances of an eventual homosexual gender orientation are
substantially reduced. One last point: psychoanalysts gener-
ally believe that through the application of Freud’s methods
of psychoanalysis, a homosexual person can completely and
satisfactorily change their gender orientation to heterosex-
ual—a claim not supported by current data.

Behavioral Approaches to the Etiology 
of Homosexuality
In addition to biological and psychoanalytic approaches, a
third perspective has received theoretical and empirical at-
tention: the behavioristic approach. Often called learning
theories, these emphasize the profound and permanent im-
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portance of reinforced behaviors in the building of a person’s thoughts, feelings, and actions.
The consequences of our behaviors, these theorists believe, determine our thoughts, emo-
tions, and actions. Proponents believe that biological factors, including genetic, hormonal, or
anatomical factors, have little to do with a person adopting a homosexual or heterosexual
gender orientation (Malott, 1996). Instead, a person’s personal history and the behavioral
contingencies of the environment are fundamentally responsible for the person’s gender ori-
entation. In essence, they say that we “are” what we have been rewarded for being. Behav-
iorists believe that one’s biological characteristics and unique past are the backdrop against
which the rewards of the current environment exert their effects. Therefore, according to be-
havioral theorists, while genes, hormones, and the brain have little to do with gender orien-
tation, they cannot be left entirely out of the picture. Behavioral theorists believe that their
approach can account for heterosexuality, homosexuality, transsexuality, and sexual varia-
tions and deviations.

Behaviorists believe that a person’s environment provides the cues to stimuli that elicit be-
haviors, including homosexual behaviors (Greenspoon & Lamal, 1987). Behaviorists analyze
the environment in which sexual behaviors occur, the behaviors themselves, and the sex of
the participants, with the environment being the most important determinant. This approach
is more quantitative and less qualitative than the psychoanalytic view. This approach explains
the emergence of homosexual preferences over the course of growth and development. If typ-
ical childhood sexual curiosity leads a parent to reprimand, punish, or hurt a child, and that
parent is of the opposite sex, behavioral theory emphasizes this opposite-sex hurtful experi-
ence and attends to the number and nature of such experiences through the childhood years.
In other words, punishments and reinforcements accumulate over time to create in the child
an expectation of reward or punishment associated with genital perceptions. What is impor-
tant is the sex of the person causing the pleasure or pain and the consistency with which this
is done. Behavioral theorists emphasize the importance and potential permanence of such ex-
periences in the development of a young person’s gender orientation.

Behavioral approaches to the etiology of homosexuality emphasize that an individual’s
first intimate heterosexual interactions are extremely important in the emergence of homo-
sexual preferences. If those interactions involve feelings of shame, guilt, unreadiness, coer-
cion, or repugnance, and if similar feelings accompany other heterosexual experiences, the
individual is likely to gradually develop a receptivity to nurturant, loving interactions with
someone of their own sex, even if at first these feelings are not associated with physical inti-
macy. In essence, if heterosexual contacts are not reinforcing, they are not likely to continue,
for reinforcement is crucial in establishing and maintaining any behavior. The promptness of
reinforcement is also significant. Delayed reinforcements are far less effective than immediate
ones. If a person finds homosexual behaviors immediately enjoyable and reinforcing, any de-
layed feelings of shame, guilt, or self-recrimination are less important because they occur
later on. As prompt reinforcements for homosexual interactions accumulate over time, inti-
mate interactions with individuals of the opposite sex become less likely and less rewarding.
In the behavioral approach, the acquisition of a homosexual gender orientation takes place
very gradually over a long period of time.

There is one important and consistently reported aspect of gay self-identification that be-
havioral theories cannot explain: the fact that most gay men and lesbians are certainly and
suddenly aware that they are erotically attracted to members of their own sex even before
they have had any reinforcing physical contact.

Social learning theory (Bandura, 1965) suggests that people learn not only through their
own behaviors and reinforcements but also through watching other people behave and ex-
perience reinforcements. This is sometimes called observational learning and is known to
play an important role in many kinds of learning throughout the life span. Learning by
watching instead of learning by doing lets us learn from other people’s rewarding and pun-
ishing experiences without engaging in them ourselves. Social learning theory assumes that
we imitate behaviors we observe and that some models are more influential in motivating our
imitation of their actions. Although social learning theory has been an influential theory in
the behavioral sciences for almost 40 years, we are unaware of any systematic application of
this perspective to the origins of homosexuality, and it is unclear whether vicarious experi-
ences may play any significant role. Because social learning theory has so powerfully ex-
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plained a broad variety of other psychological phenomena involving interpersonal interac-
tions, it may also be of some usefulness for exploring the etiology of homosexual preferences.

The Role of the Family in the Origins of Homosexuality Bell, Weinberg, and
Hammersmith (1981) analyzed the etiology of homosexuality with emphasis on the inter-
personal dynamics of the gay person’s nuclear family of origin. This study used data collected
from 979 homosexual women and men, compared with 477 self-identified heterosexuals. In
this large, well-conducted study they demonstrated that when boys and girls do not accom-
modate to the common conception of maleness and femaleness, they are more likely eventu-
ally to assume a homosexual identity. However, these investigators emphasize that it would
be premature and inappropriate to suggest that some families somehow “make” their children
gay. For example, male respondents indicated that a close mother-son relationship was not
very significant for the emergence of a homosexual identity; nor was there a definable ma-
ternal personality among the mothers of gay men. Identification with the mother seemed en-
tirely unrelated to the eventual emergence of homosexuality among males. Similarly, Bell and
colleagues noted that the relationship between a boy and his father did not seem very signif-
icant in the origins of homosexuality. However, the homosexual males in this study did often
perceive their fathers as cold and detached, as Bieber reported earlier.

In relation to family functioning, Bell and colleagues noted that homosexual males were
no more likely than heterosexual males to come from homes in which their parents had a
poor relationship. However, it was found that the mothers of male homosexuals had played
a particularly dominant role in their relationship with their fathers. The nature of sibling re-
lationships did not differ significantly between homosexual and heterosexual males. One im-
portant finding was the fact that boys who eventually adopted a homosexual identity were
less likely to manifest stereotypically masculine traits and attributes while growing up. These
researchers believe that sexual preference is generally determined in childhood and adoles-
cence and that sexual behaviors in these stages reveal rather than cause a person’s gender
identity (p. 113).

This study explored similar issues in the backgrounds of female respondents. Women
who reported poor mother-daughter relationships were less likely to identify with them, but
this relationship in itself did not seem related to a later emergence of homosexuality, nor did
the mother’s personality seem causally related in any way to her daughter’s homosexuality.
The women in this study generally had relatively poor relationship with their mothers, how-
ever, describing them in highly unfavorable language, and were less likely to identify with
them than were heterosexual women. The relationship of the homosexual women in this
study with their fathers seemed unrelated to their eventual gender orientation. Even though
these young women generally evaluated their fathers as weak and submissive, these charac-
teristics were unrelated to their daughters’ homosexuality. Bell, Weinberg, and Hammersmith
did, however, point out that young women whose parents had a poor and apparently unre-
warding relationship were later less likely to see heterosexual relationships in their own lives
as potentially enjoyable, and this may have inclined them to explore homosexual intimacy.
As among the men, the nature of sibling relationships for women was unrelated to the emer-
gence of homosexuality.

Bell, Weinberg, and Hammersmith emphasized that gender preference is typically deter-
mined by the time a boy or girl reaches adolescence, even though the person might not yet
have acted on that preference. Most subjects in their study reported having homoerotic feel-
ings of attraction about three years before beginning to explore same-sex physical intimacy.
All had some heterosexual experiences and mostly found them unrewarding. This large, im-
portant investigation demonstrates it is extremely difficult to point to specific family influ-
ences with a clear impact on the emergence of a homosexual gender orientation. This strong
body of evidence should discourage one from seeing too clear a cause-and-effect relationship
between family dynamics and the etiology of homosexuality.

The “Sissy Boy Syndrome” Often everyday observations are a source of ideas for scien-
tific study. Such observations motivated Richard Green, a physician, to study young boys
with an explicitly feminine demeanor. He noticed that their playmates called them “sissy,”
and he coined the phrase sissy boy syndrome to describe the 50 boys in the Los Angeles area
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whom he studied for 15 years. These boys often dressed as girls (94% by the age of 6 years),
played with dolls, preferred female playmates, and often stated that they wished they had
been born girls. However, unlike the transgendered individuals discussed in Chapter 4, most
of Green’s “sissy boys” later acknowledged their homosexuality. Technically, these children
were described as “severely cross-gendered” (Bullough, 1994). These subjects were compared
with a control group of boys who more obviously conformed to a traditional masculine iden-
tity (Fig. 9-7). Of the boys in the “feminine” group 75% ultimately adopted a homosexual
gender orientation, while only one individual of 50 in the control group ultimately assumed
a homosexual identity. While other investigators have studied feminine boys, Green’s study
was clearly the most comprehensive and took a longitudinal approach (Green, 1987). Green
cautions against interpreting his findings too rigidly in terms of these young boys’ relation-
ships with their father, mother, siblings, peers, or early homosexual experimentation. Green
also cautions parents from becoming distressed if their young sons sometimes dress-up like
girls, play with dolls, or pretend that they are “mommy.” Parents should not be distressed if
their little boys avoid rough play and sports, because these preferences and personality char-
acteristics are not necessarily ultimately associated with homosexual development. This care-
ful scientist cautions his readers not to try to use these results as a guide to how to raise chil-
dren to be heterosexuals. It is very risky to suggest that a few psychosocial variables will
create a feminine little boy who will become homosexual. Data like Green’s suggest that the
interaction of genetic and psychosocial factors is sometimes obvious as early as age 6 in in-
dividuals who will later define themselves as homosexuals.

Parents’ Influences on the Gender Orientation of Their Children Because ho-
mosexuals are often stigmatized in our society, many parents of gays and lesbians wonder
whether they did something to “cause” their children to become homosexual. Golombok and
Tasker (1996) investigated 25 children of lesbian mothers and 21 youngsters with single het-
erosexual mothers in a control group. In this longitudinal study the children were first stud-
ied when they were not quite 10 years old and again at about 24 years of age. These investi-
gators used standardized interviews to try to learn if the parent’s sexual orientation affected
the eventual gender orientation of the child. During the first series of interviews, Golombok
and Tasker analyzed general family dynamics and the children’s gender role behaviors. Al-
though the public often believes that homosexual parents raise children who become homo-
sexual, this hypothesis was not supported by the results of this careful research. In the words
of Golombok and Tasker:

Although no significant difference was found between the proportions of young adults
from lesbian and heterosexual families who reported feelings of attraction toward some-
one of the same gender, those who had grown up in a lesbian family were more likely to
consider the possibility of having lesbian or gay relationships and to actually do so. How-
ever, the commonly held assumption that children brought up by lesbian mothers will
themselves grow up to be lesbian or gay is not supported by the findings of the study; the
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majority of children who grew up in lesbian families identified as heterosexual in adult-
hood, and there was no statistically significant difference between young adults from les-
bian and heterosexual family backgrounds with respect to sexual orientation. (p. 8)

“Exotic Becomes Erotic”: The Importance of Gender Nonconformity Since the
important research of Bell, Weinberg, and Hammersmith was published in 1981, theories on
the etiology of homosexuality emphasizing youthful experiences, especially family experi-
ences, have become less persuasive. Yet some authors believe it is still too early to embrace
exclusively biological theories. Daryl Bem (1996) developed a theory of sexual orientation
that accounts for both biological and psychosocial factors, which he calls the “exotic becomes
erotic” (EBE) theory. This is one of the more interesting and fruitful theories of sexual ori-
entation to be introduced in many years, although it is too early to tell if the theory’s basic
claims will be supported by empirical evidence.

Following are the basic assertions of this theory (Table 9-2) (Bem, 1996). His original pa-
per offers empirical support for each of these hypotheses.

A. Biological factors in themselves do not cause the adoption of a homosexual identity. In-
stead, they exert their influence through the child’s overall disposition, such as ten-
dencies to become aggressive or general activity level. Genetic influences on these as-
pects of human behavior are well known and thoroughly documented.

B. The child’s temperament affects the kinds of activities the child enjoys and is likely to
engage in consistently throughout her or his child-
hood. More active, dominant, assertive children will
likely enjoy playing roughhouse and competitive
sports. In contrast, more reserved youngsters will often
prefer quieter, more social activities. In group settings
such as preschools, children often play with others
who like the same things. Thus boys often play with
boys, who often have a more vigorous temperament,
and girls play with other girls, who are more likely to
enjoy more social interaction. When children engage
in similar play with same-sex children, their activity is
called “gender conforming.” When, however, for 
one reason or another, children play with members of
the opposite sex, this is called “gender nonconform-
ing.” Bem believes that the consequences of gender-
nonconformity can be important in the emergence of a
homosexual gender orientation.

C. As children grow up, they gradually see themselves as
fundamentally different from opposite-sex peers.
Eventually, they will perceive opposite-sex peers as
“dissimilar, unfamiliar, and exotic” (Bem, 1996, p.
321). Similarly, children who do not conform to the
expectations and customs of their same-sex peers feel
these same-sex peers are different, or in Bem’s words,
“dissimilar, unfamiliar, and exotic.”

D. Being with someone who is different can make a child
feel uncomfortable, resulting in increased general
nervous system arousal mediated by the activity of the
autonomic nervous system (see Chapter 3 on the im-
portance of the autonomic nervous system). The dis-
comfort that many little boys feel around little girls is
one example of this, but the same thing happens to ef-
feminate little boys who are teased and antagonized by
their gender-conforming male peers. Strong autonomic
arousal may occur along with feelings of fear, suspi-
cion, and avoidance. Bem suggests that children expe-
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TABLE 9-2

Bem’s “Exotic Becomes Erotic” Theory 
of Sexual Orientation

After Bem, 1996.

Children engage in play activities with others of
similar temperament, usually of the same sex. When
children engage in play activities with opposite-sex
children, Bem believes this may be implicated in the
emergence of a homosexual gender orientation.

Biological and genetic factors
contribute to a child’s behavioral
predispositions.

Different children now elicit erotic
attraction.

Autonomic arousal in the presence of different
children is gradually transformed into erotic
attraction.

Bem speculates that children who feel different from
their peers experience autonomic nervous system
arousal.

Children gradually see themselves as different from
their opposite-sex peers. Those not conforming to
expectations of same-sex peers see themselves as
“different” or “exotic.”



rience this increased autonomic arousal when with peers from whom they feel differ-
ent. The child may be entirely unaware of this arousal.

E. The arousal associated with different children (exotic) is eventually transformed into
feelings of erotic attraction. This is an example of an elementary psychological princi-
ple called “response generalization.” Bem suggests that this occurs regardless of the
source of the feelings of being different. This assertion is perhaps the most controver-
sial of Bem’s theory.

F. Erotic attraction is thus fundamentally based on experiences with those the child per-
ceives as different and the autonomic nervous system arousal associated with this
recognition.

To Bem, gender-conformity or gender-nonconformity is an extremely important factor in
the development of a person’s gender orientation in later life. Bell, Weinberg, and Hammer-
smith reported that the gay men and lesbians in their sample reported enjoying non-sex-
conforming activities while children. In fact, among Bell, Weinberg, and Hammersmith’s sub-
jects, 71% of the gay men and 70% of the lesbians reported that as children, they felt very
different from their same-sex peers (Bem, 1996, p. 323), thus seeing them as “exotic” and
gradually developing an erotic attraction to them. As noted earlier, Bem’s theory still needs to
be tested thoroughly, but it does reinforce the claims and findings of the work done by Bell,
Weinberg, and Hammersmith and includes a biological emphasis (the activity of the auto-
nomic nervous system) as well. Among current psychological approaches to the etiology of
homosexuality, Bem’s provocative approach will likely stimulate much additional research.

Psychological Aspects of Homosexuality

Heterosexuals often wonder what it’s like to be gay. Gays are often stigmatized in our society
and in some cases the victim of overt prejudice or physical abuse. No academic treatment of
this subject can give us the full color and meaning of the feelings of alienation and isolation
that may accompany being homosexual. This is true of the experience of anyone who has
been the object of exclusion, derision, and discrimination. It is hard to understand the expe-
riences of racial hatred, anti-Semitism, or gay bashing unless you have been on the receiving
end of these ugly prejudices. No wonder many homosexuals are hesitant to openly admit
their sexual orientation.

The process of revealing one’s homosexuality to others is called “coming out” or “coming
out of the closet.” The word “closet” is important. Our closets generally contain our private
possessions, out of the sight and awareness of others.

Coming Out in Adolescence and Young Adulthood
What does someone gain and lose by remaining in the closet or coming out? Both alterna-
tives involve benefits and costs. By concealing one’s homosexual gender orientation, one can
“pass for straight” and thus avoid unpleasant and abusive experiences. At the same time,
however, persons may feel that they are not being honest with themselves or others. Yet there
are emotional costs in being honest with everyone instead of the discomfort of faking a het-
erosexual sexual orientation. By coming out, a person gives up the attribution of being “nor-
mal” in some people’s eyes in exchange for feeling honest and being able to pursue gay rela-
tionships openly. Is it worth it? Only the individual in his or her own psychosocial
environment can answer. Remember, according to Bandura’s theory (1965) we often learn by
watching what happens to other people instead of having to go through those circumstances
ourselves. Gays who want to come out can observe the consequences for others who come
out and perhaps make their decision accordingly. Observing others may help someone deter-
mine whether one is prepared, or prepared at this time, to disclose one’s homosexuality pub-
licly. Coming out almost inevitably changes relationships with parents, siblings, and cowork-
ers—and certainly with a spouse from whom a gay person has concealed his or her genuine
feelings. It’s a huge decision and is generally made gradually over a long period of time. On
many college campuses gay, lesbian, and bisexual support groups offer support and guidance
for young people agonizing over this decision.
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Because in adolescence many young people are con-
cerned with matters of identity, self-esteem, and their image
in other people’s eyes, coming out can be a troubling chal-
lenge. Most adolescents and young adults in their 20s want
to be liked by others and sometimes go to extraordinary
lengths to gain praise and recognition and avoid criticism
and rejection. Homosexual adolescents and young adults are
often very preoccupied with the challenge of revealing their
authentic self to others while wanting to be liked and re-
spected. Coming out does usually gain the praise and respect
of the gay community, however. In addition to young people,
many middle-aged women and men also have a tough time
deciding to come out among their peers and coworkers.

Some writers have suggested that the developmental
challenges faced by gay and lesbian adolescents are substan-
tially different from and more complex than those for heterosexual young people
(Rotherman-Borus & Fernandez, 1995) (Table 9-3). In addition to everyone’s tasks of self-
definition and identity formation, homosexuals confront four separate psychological tasks in
the process of coming out. First, and perhaps most important, they must recognize and ac-
cept their homosexuality, often in an environment that denigrates and punishes homosexu-
als. Second, they need to explore their feelings within the local gay community, which is
rarely a part of their school, church, or neighborhood network of friends. This exploration is
often a secretive, solitary journey into feelings, behaviors, and relationships that do not con-
form to what most teenagers consider “normal.” The individual may gravitate to gay neigh-
borhoods and entertainment districts, hoping not to be seen by friends but hoping to learn
more about their emerging homoeroticism. Brief, casual, exploratory sexual encounters often
occur in this process, and Rotherman-Borus, Rosario, Meyer-Bahlburg, Koopman, Dopkins,
and Davies (1994) estimate that 20% of males in these situations wind up trading sex for
drugs. An increased risk of contracting HIV is another terrible aspect of this self-exploration.
This search for clear self-definition has the beneficial effect of bringing adolescents and young
adults to support groups and social service agencies that offer counseling and peer support,
which can be critical at this time. Often, role models comfortable with their homosexuality
offer guidance and acceptance without being exploitative.

The third step in this process of identity development involves telling other people of
one’s homosexuality. For reasons outlined above, concealing one’s homosexuality is not sur-
prising because of the aversive consequences that usually accompany its disclosure. Often
homosexuals are abused physically by their parents when they come out (Hunter, 1990).
While some families are eventually supportive and accepting, many are extremely hostile and
rejecting. This form of family violence is rarely reported and is almost never prosecuted. Af-
ter disclosure, the fourth step in the coming out process is becoming more comfortable with
one’s identity as a homosexual person. Rotherman-Borus and Fernandez (1995) believe that
an adolescent or young adult who has come out will gradually develop a more favorable self-
image and will feel more at home with their homosexuality. The person’s social scene changes
dramatically. Gay men and lesbians become more careful to avoid places where they might be
humiliated or hurt.

For some this process is a rocky road. As Rotherman-Borus and Fernandez emphasize,
few concrete data are available that describe the ups and downs gays experience at this time.
Radkowsky and Siegel (1997) suggested that the pressures and stressors of coming out and
trying to establish an identity have an especially troubling effect on gay adolescents. These
tensions make gay teens and young adults more vulnerable to loneliness, isolation, depres-
sion, and even suicide. To help these youngsters through this very difficult time, two things
are essential, according to these authors. First is validation of what the young person is go-
ing through—an acknowledgment of their stresses and fears. Accepting the person’s emo-
tional and sexual feelings is tremendously important, not an issue to be taken lightly. People
like to be told they are not peculiar, and this is especially true for these adolescents and young
adults. Second, it is important for these youngsters to have an empathetic peer group of oth-
ers who have experienced the same thing and can talk about their emotions and thoughts.
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TABLE 9-3

Psychosocial Tasks in the Process of Coming
Out

Recognition and acceptance of one’s own homosex-
uality

Exploration of personal feelings in the wider psy-
chosocial context of the local gay community

Telling others of one’s homosexuality
Becoming more comfortable with one’s identity as a
homosexual person

After Rotherman-Borus & Fernandez, 1995.



With these two elements, the person developing a homosexual identity is less likely to feel
isolated and alienated, and this is very important.

Coming out often involves an interesting and delicate interplay between an individual’s de-
sires for intimacy and for privacy (Ben-Ari, 1995). For many gays, it is difficult to have both
at the same time, and intimate inclinations and behaviors rarely escape at least some degree of
public awareness and scrutiny. It has been suggested that coming out would be easier if ado-
lescents and their parents realized this delicate balance and shared their feelings with one an-
other about both intimate and private needs. Ben-Ari explored the coming out process in a
group of 32 adolescents (19 males and 13 females) and 27 of their parents (8 fathers and 19
mothers). Through in-depth interviews the gay males and lesbians were asked about their par-
ents’ and their own experiences in disclosing their homosexuality. The data revealed that com-
ing out involves three phases, named “prediscovery,” “discovery,” and “postdiscovery.” Two-
thirds of this sample stated they were fearful about coming out to their mothers and fathers.
What was most troubling was the fact that once they had disclosed their homosexuality, their
revelation could not be retracted but would have permanent, long-term consequences. About
half of these respondents indicated that they feared parental rejection. An interesting finding
was that 63% of these adolescents indicated that they knew at least one of their parents knew
they were gay before their disclosure. The most commonly stated motive for coming out was
the desire to be honest with oneself and others. The delicate balance between intimacy and
privacy was clearest in the postdiscovery phase of coming out. At this time the person felt fear
of rejection on one hand and the desire for a more nurturant, honest relationship with the par-
ents on the other. Ben-Ari emphasizes that parents can help their children by showing their
understanding of this delicate balance between the desires for intimacy and privacy.

Does Family Therapy Help? Families with serious problems often seek social and psy-
chological assistance in clinical settings. A teenager or young adult’s disclosure of homosex-
uality often creates tremendous tensions in the individual’s family, regardless of the form of
that family, sometimes leading to physical abuse. Can family counseling help in this very
volatile situation? Saltzburg (1996) noted that when a child reveals her or his homosexual
gender orientation, parents often suddenly withdraw their love, support, and nurturance.
Family therapists believe that this is a crucial time in the parent-child relationship and that
therapeutic intervention may help parents adjust to their child’s sexual preferences. This is
an important insight. Although the person coming out may need help, the parents often also
need special support and counseling. Saltzburg believes that the first priority in the teenager’s
psychological well-being is that the adults responsible for the adolescent make every reason-
able effort to try to understand their youngster’s feelings and try to empathize with his or her
emotional turmoil and uncertainty.

Many teenagers find it hard to reconcile their magnified sexual feelings with traditional,
heterosexual family expectations and social norms. This situation makes it difficult for the
person to conceal or suppress homoerotic feelings and more difficult still to engage in ac-
ceptable interpersonal relationships. These teens have few appropriate arenas for exploring
this emerging aspect of their identity, and this impedes the development of a comfortable self-
concept. Social pressures encourage these adolescents to detach their homosexual feelings
from the rest of their personalities and get on with their lives. It is important for parents to
respect both the emerging sexuality and privacy of the homosexual children in the process of
coming out. Saltzburg emphasizes that the parents of gay adolescents should make every ef-
fort to respect the sexual probing their children are likely to engage in, and this issue is of-
ten very important in family therapy.

Different People Come Out in Different Ways Acknowledging one’s homosexuality
can be a lengthy process, especially because of many subtle pressures to just “go with the flow”
and do what most (heterosexual) young adults do and not question the obvious. But the ob-
vious is different for some, and recognizing this occurs against a background of denial, lack of
information, and myth. The following narrative by a gay man describes this process:

I was eighteen when I first perceived myself to be homosexual. I was taking a shower in
my college dormitory. I looked at a naked boy and was sexually excited. The sight of
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other boys had excited me sexually before, but this was the first time that I connected my
response with the word “homosexual.” A straight-A student, I was, in this respect, a slow
learner.

Being sexually excited by the sight of another boy made me aware that I was differ-
ent, that “there was something wrong with me.” I had never met a homosexual man, or
at least been aware that I had met one. But I knew what every other Midwesterner knew
in 1942: Homos were mysterious, evil people, to be avoided at all costs. And I was one.
Often, when I thought of this, I would break out in a cold sweat. I couldn’t be. I shoved
the idea aside. When it cropped up, I thought: I must be the only homosexual in northern
Ohio. It took me five years to discover that I wasn’t. (Brown, 1976, p. 32)

This sensitively written excerpt reveals some of the confusion and certainty, doubt and
clarity, that often characterize the process of acknowledging and accepting one’s homosexu-
ality. Note, however, that societal hostility to gays and gay issues is greater and far more
politicized today than in 1942. Still, this example shows that one’s personal revelation of a
homosexual gender orientation generally proceeds slowly and tentatively. It is difficult both
to feel a genuine affiliation with a segment of society openly reviled and to be certain of one’s
identity.

Cass (1979) described a step-wise coming out process among lesbians, and Kahn (1991)
tried to determine whether lesbians experienced stages similar to those of gay males. The
questionnaire data from 81 subjects showed that women label themselves subjectively as les-
bians at the same time they are exploring homoerotic intimate behaviors with other women.
Kahn also found that subjects who held more open views about women’s roles in society and
homosexuality generally made better progress in identity development and could disclose
their homosexual gender orientation comfortably. These findings indicate that women and
men are similar in their gradual progression toward coming out, but that significant individ-
ual differences may exist.

Gay Male and Lesbian Lives in the Psychosocial Environment
People often think more about the physical dimension of relationships of gay males and les-
bians than more basic interpersonal concerns, such as intimacy, social networks, and rela-
tionship dynamics. This is a prejudicial way to think about other people—to focus on their
sexuality rather than their full personhood. It is even more biased when such analysis is done
from a heterosexist perspective that may not be relevant. In the 1990s, queer theory (a term
used by many gays) emerged as a way of viewing homosexuality from the perspectives of gays
and lesbians. This approach de-emphasizes a person’s gender orientation and recognizes that
as long as homosexuals are seen as different or deviant there is a risk of cultural and politi-
cal bias (Minton, 1997). Queer theory resists political domination rooted in homophobia.
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Letter to Dr. Ruth Westheimer

Question:
I am a 40-year-old accountant working in a large firm in New
York. For years I kept my homosexuality a secret and was espe-
cially careful not to let anyone at the office know. But Dr. Ruth,
I’m just tired of living a lie and want to be known and respected
for who I really am. Still, I’m worried that my straight friends will
want nothing more to do with me and that I could even be fired.
Do you have any advice for me?

Answer:
This is a decision only you can make. Losing a good job is some-
thing I would fear, so my first reaction is to keep it a secret. On
the other hand, if it really bothers you, considering how large the
homosexual community is in New York, you could probably find

another job, perhaps even with a company headed by a homo-
sexual.

Of course, another approach is not to be overt about your
sexual preference, but not to be paranoid about it either. As a
single man not seen with a steady woman friend, you are prob-
ably already suspect. If you gradually let it be known that you
had gone somewhere where homosexuals congregate, like Fire
Island, for example, but still didn’t allow yourself to be seen with
a male lover, then your sexual identity could seep into every-
one’s consciousness without posing too much danger to your job
or relationships. There would still be some risks, and you might
lose some friendships, but if you take it step by step, I think that
you can reveal your homosexuality without risking any serious
damage.



This approach emerged from the gay rights movement, based on the importance of homo-
sexuals speaking for themselves, rather than gay and lesbian issues being presented to the
public by “scientific experts.”

Heterosexuals often wonder what gay and lesbian committed loving relationships are like.
While society provides many idealized images of the traditional heterosexual nuclear family,
we virtually never encounter depictions of loving long-term homosexual unions. Heterosex-
uals, therefore, have much curiosity and odd speculations about the wider lives of gays and
lesbians. Just as it is almost impossible to briefly describe most heterosexual lifestyles and re-
lationships, it is very difficult to characterize typical homosexual lifestyles and relationships.
Heterosexuals also find it hard to conceptualize the nature of devotion and commitment ho-
mosexuals enjoy without the standard societal ceremony of marriage. What is daily experi-
ence for homosexuals living alone or with partners in an environment of hostile treatment
and homophobia?

The term “gay community” refers to both a typically urban spatial enclave and a sense of
mutual support among homosexuals. A community is defined more or less by boundaries and
markers. This is generally true of gay neighborhoods, but symbols of social cohesiveness also
serve to define a community. There are many neighborhoods where many gays and lesbians
reside in large North American cities (Murray, 1996). However, various institutions are more
important in defining a community than simply the concentration of residents in an area. Gay
bars, bookstores, restaurants, health clubs, health care facilities, travel agencies, crime-watch
programs, and churches are institutions that give a community a sense of social cohesiveness.
In many large cities a “gay yellow pages” helps members of the gay community support one
another. Familiarity with such geographic areas and institutions is usually an essential aspect
of gay and lesbian lifestyles in the U.S. A genuine sense of solidarity emerges in these places.
In these areas gay males and lesbians establish relationship bonds that are the backbone of
“gay pride, [gay] consciousness, and collective action” (Murray, 1996, p. 192).

The “primary group” for many homosexuals is composed of other gays and lesbians. The
term “families we choose” has recently replaced the more objective, sociological term (Murray,
1996). As early as 1954, Leznoff described this self-segregated group of individuals as having
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Other Countries, Cultures, and Customs
Asian Lesbians and the Coming Out Process

J ust as female and male heterosexual roles differ in various 
cultures, so too does the acceptability of revealing one’s

homosexuality. Asian lesbians, for example, have a very chal-
lenging coming out process, especially among those who
have been socialized and continue to live in an Oriental sub-
culture. Chan (1987), based on her own clinical practice
with Asian lesbians, described the powerful conflicts many of
these women feel in their development of a homosexual
identity. Individual counseling sessions and questionnaire
data informed her report. In coming out, the Asian lesbian
must deal with individual developmental issues, as well as
cultural traditions and expectations.

For example, because Asian cultures are basically patriar-
chal and women have traditional subservient roles in their
families and communities, it is difficult for them to assert
their autonomy or find acceptance in roles other than those
of wife, mother, daughter, or daughter-in-law. Exploring an
individual identity outside the context of the family is diffi-
cult for many Asian women, and a homosexual identity in-
troduces a conspicuously unusual challenge. Being anything
but “traditional” is clearly conspicuous, and being a lesbian

is anything but traditional. While it is appropriate for Asian
men to establish an identity independent of their family roles
(through their jobs, for example), this is not considered ap-
propriate for women. Chan suggests that Asian lesbians are
violating their culture’s expectations of women in three ways.
They willingly surrender the traditional roles of wife and
mother. They decline to be defined through their relation-
ships with men. And finally, they wish to be recognized
through an affiliation with other women in a society that typ-
ically defines women’s bonds through attachment to men.
These three challenges comprise a coming out process quite
different from that in the Western world.

Asian lesbians not only decline to be defined as sub-
servient females, they instead claim autonomy as women
who are partners of other women. Chan emphasizes that sex-
ual matters are not commonly discussed openly in Asian
cultures; therefore, coming out more or less forces recogni-
tion of an issue considered forbidden, as well as a “gender-
inappropriate” preference. With such a high cost of coming
out, it is no wonder that Asian lesbians feel especially iso-
lated in their societies.



the following characteristics: (a) unselfconscious and unrestrained practice of homosexuality;
(b) a high degree of social isolation; (c) little or no concealment from any heterosexual primary
group; (d) total involvement within homosexual society; (e) no conception of sexual variation
as a threat to one’s social position; and (f) little concern with informal sanctions applied by het-
erosexual society.

Within these groups or “families of choice,” gays and lesbians acquire an idea of appro-
priate normative behaviors, speech and gestural communication patterns, and the rules for
meeting and dating others. These give the community a dynamic, changing quality continu-
ally reinforced by the willing conformity of its members. There is also an interesting com-
monality in the occupations many gay males and lesbians choose, commonly involving the
allied health sciences, rehabilitation medicine, counseling, and teaching—areas commonly
called the helping professions.

Even the way language is used to describe homosexuals reveals the influence of the gay
community in defining itself. For example, since 1988, the word queer has been used with in-
creasing frequency to refer to gays born after the baby boom (Murray, 1996). Gays and les-
bians use this term in a comfortable, unselfconscious way, but often heterosexuals use it in a
derogatory fashion. Before the 1970s, the preferred term was homosexual, which was gradu-
ally replaced by gay. Terms such as gay woman, dyke, or lesbian drift in and out of vogue from
time to time. What is important here is that self-description is an essential aspect of the gay
community. Incidentally, Murray (1996) states that younger homosexuals sometimes use the
term queer to provoke their elders, whom they see as insufficiently confrontational.

An interesting aspect of the psychosocial environment of gays is the importance of the gay
bar as a place for social bonding. Both unattached gays and lesbians and couples enjoy going
to gay (as well as heterosexual) bars. Although many different institutions may exist in a gay
community, in some cities or areas only gay bars signal to visitors that they are in such an
area. Before the gay rights movement, gay bars were a place where gays could enjoy privacy,
anonymity, and some protection from the scrutiny of law enforcement officials. Today, gay
bars are a more open and accepted arena in which homosexuals can explore sexual relation-
ships and sometimes find affection (Murray, 1996). Often a genuine solidarity and mutual
recognition and acceptance are present in these establishments (Fig. 9-8).

After adolescence and young adulthood, most homosexuals have experience living in a
relationship. According to Bell and Weinberg (1978), 51% of white male homosexuals, 72%
of white lesbians, 58% of black male homosexuals, and 70% of black lesbians report being in
a relationship. Heterosexuals are often surprised to learn that gay relationships have the same
frustrations, challenges, and joys as their own. Gay couples bicker about taking the garbage
out or who messed up the checkbook. They argue about the inequitable division of domes-
tic chores, saving too little or spending too much money, drinking, drugs, and differences in
approaches to raising and disciplining children—all just like heterosexuals. Systematic as-
sessments of homosexual couple lifestyles reveal no deep and fundamental differences from
those of heterosexual couples. One wonders whether there is really such a thing as a unique
gay “lifestyle” after all.

An important similarity between homosexual and heterosexual long-term relationships is
frequency of sexual expression. Blumstein and Schwartz
(1983) reported that for both heterosexual and homosexual
American couples, the frequency of sex decreases with the
length of the relationship, although the decline was more
pronounced for homosexual couples. Overall, 45% of mar-
ried heterosexuals had sex three or more times each week,
while the comparable figure for gay males was 67% and for
lesbians, 33%. Among couples who had been together for at
least 10 years, the corresponding figures fell to 18% for mar-
ried heterosexuals, 11% for gay males, and 1% for lesbians.

Another interesting issue is a notably different perspec-
tive on sex outside the relationship. Lesbians react far more
negatively than gay males to the prospect of their partner
having sex outside the relationship. Blumstein and Schwartz
described particular aspects of a sexual relationship that
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FIGURE 9-8 Gay bars offer
privacy and a chance to relax
in a place where one’s gender
orientation isn’t criticized. In
these safe, quiet settings many
feel free to see old friends and
explore new relationships.



seem especially important in homosexual relationships. For example, they found that les-
bians who engage in oral sex report that they are more satisfied with their sexuality and their
relationships (cited in Murray, 1996, p. 175). Additionally, these researchers report that males
who perform anal sex on their partners are perceived as no more masculine than those who
are passive during anal intercourse, and many couples take turns frequently.

Peplau and Cochran (1981) examined the values of gay men and the manifestations of
these values in their relationships. With a questionnaire study of 128 men, they found that
gay men differ conspicuously from both lesbians and heterosexuals in terms of sexual exclu-
sivity. Fifty-four percent of the men in their sample had an intimate sexual encounter with
someone other than their primary partner during the previous two months, compared to 13%
of lesbians and 14% of women and men in college. More recently, however, the AIDS epi-
demic has fostered more sexual exclusivity among gay men. Peplau and Cochran also re-
ported that gay men’s relationships involved two prominent themes: personal autonomy and
close attachment to another person. These are independent although related values, and nei-
ther necessarily rules out the other. These values are similarly important in heterosexual re-
lationships.

Queer theory encourages objective, non-judgmental comparisons between homosexuals
and heterosexuals. One difference involves age preferences and partner choice among homo-
sexuals and heterosexuals. Kenrick, Keefe, Bryan, Barr, and Brown (1995) analyzed almost
800 singles ads written by homosexual and heterosexual women and men, and their findings
confirmed other research on this question. Heterosexual women in all age groups consis-
tently seek men their own age or older, often several years older. Heterosexual men change
their age preferences over time; younger men seek both older and younger women, but the
older a man gets the more likely it is that he seeks a younger woman. Homosexual men
showed the same age preferences as heterosexual men, while lesbians revealed a preference
pattern intermediate between the inclinations of heterosexual women and heterosexual men.
These findings are important because they illustrate that homosexuals do not simply reverse
heterosexual roles in their relationships, as is sometimes believed. These results were con-
firmed by another study by Over and Phillips in 1997. 

One aspect of homosexual relationships that differs somewhat between gay men and les-
bians concerns the duration and number of primary relationships. Generally, lesbians are
likely to have had fewer sexual partners and to remain in committed relationships longer
than gay males, at least until recently. Today, because of the threat of AIDS, fewer gay males
are exploring casual sexual encounters, and more are becoming involved in a sexually exclu-
sive relationship with another man (Kelaher, Ross, Rohrsheim, Drury, & Clarkson, 1994).
The discussion in Chapter 6 of love, affection, attraction, attachment, and sexual intimacy is
relevant also to homosexuals. The same issues are basic to the building of trust, commitment,
and intimate sharing among gay men and lesbians.

Because gay relationships are rarely sanctioned by formal marriage ceremonies, may lack
permanence, and rarely involve children to foster a sense of
family and continuity, some people think gay men and lesbians
grow old, sad, and lonely. Dorfman and her colleagues (1995)
explored whether aging and elderly homosexuals are more de-
pressed and socially isolated than heterosexuals at the same
age. In a sample of 23 female and 33 male homosexuals and 32
female and 20 male heterosexuals between the ages of 60 and
93, they found no significant differences between homosexu-
als and heterosexuals in these two areas. One important differ-
ence between these two groups, however, was the source of
their social support. Among elderly gay men and lesbians,
support came primarily from friends, while among the hetero-
sexuals in the study, support came mostly from families (Figs. 
9-9 and 9-10).

Sexual Behavior and Techniques
The discussion of heterosexual intimate behaviors in Chapter
8 emphasized that fulfilling sex is usually an aspect of an en-
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FIGURE 9-9 Lifelong gay and
lesbian relationships are often
no less supportive, nurturant,
and loving than are heterosex-
ual marriages.



joyable relationship. The same is generally true of homosexual lovemaking. Like heterosex-
uals, gay men and lesbians desire and enjoy non-genital sexual pleasuring. Being held and ca-
ressed is important to all of us, irrespective of our gender orientation. And just as sex among
heterosexuals involves a variety of acts and positions, so too is there much diversity among
homosexuals. The behaviors described here are not an exhaustive
catalog of the range and variety of physical intimacy homosexuals
enjoy.

Being touched and mutual touching are desired aspects of sex
among homosexuals (Fig. 9-11). This involves both primary and
secondary erogenous zones, as discussed in earlier chapters. Kiss-
ing, genital touching, and anal stimulation involve the primary
erogenous zones, while caressing one’s partner’s chest, breasts,
thighs, or buttocks stimulates secondary erogenous zones. Another
important similarity between heterosexual and homosexual love-
making is the desirability of foreplay to stimulate a gradual build-
ing of sexual tension, which is usually released at orgasm. Taking
turns giving and receiving pleasure is basic to all varieties of sexual
sharing. It has been suggested that because men know men’s bod-
ies better, and women know women’s bodies better, homosexuals
may better understand how their partner would like to be stimu-
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FIGURE 9-11 Mutual genital
stimulation and masturbation
are a common avenue of
shared homosexual intimacy.

FIGURE 9-10 People in strong re-
lationships enjoy doing many dif-
ferent things together with a wide
network of friends. This is just as
true for gays and lesbians as it is
for heterosexuals.



lated, how vigorously, and for how long. Foreplay for homosexuals often involves mutual
masturbatory behaviors, which may or may not result in orgasm; such stimulation often ini-
tiates erection in men and vaginal lubrication in women. Mutual masturbation is a common
sexual behavior among homosexuals, which both partners often report they especially enjoy.
Among lesbians, tribadism is a common form of sexual expression; two women stimulate
one another’s genital areas. This may include the vulva and/or mons veneris. It may involve
the use of the hand or other body prominences, like hips or knees (Fig. 9-12). As mentioned
in Chapter 3, compression of the mons is perceived by many women to be highly erotic.
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FIGURE 9-12 In tribadism, two women stimulate each others’ genitalia
manually or with other parts of the body, such as a knee or thigh. This
may involve firm pressure or rubbing. 

Tribadism A type of lesbian
sexual behavior in which two
women lie abdomen-to-ab-
domen and engage in mutual
pelvic thrusting. In tribadism,
the mons veneris of both part-
ners is in contact.



One recent study (Bailey, Farqhhar, Owen, & Whittaker, 2003) reported the sexual be-
haviors most commonly engaged in by lesbians and bisexual women. While these data might
not carry any surprises, they were, in fact, based on interviews with over 1,200 women and
therefore plainly reveal trends found in a very large, representative sample of British women.
Among lesbians subjects, the most frequently reported sexual behaviors included cunnilin-
gus, mutual masturbation, and the insertion of fingers into the vagina. Among bisexual
women, the behaviors most frequently engaged in with men included penis-in-the-vagina in-
tercourse, the insertion of fingers into the vagina, and mutual masturbation.

Cunnilingus and fellatio are very common forms of homosexual intimacy, as among het-
erosexuals. The descriptions of these behaviors in Chapter 8 apply as well to same-sex love-
making. Oral sexual stimulation and mutual oral sexual stimulation (the “69” position) are
enjoyed and are frequently the preferred avenues of erotic expression among gay men and les-
bians. As noted in the discussion of oral and mutual oral stimulation among heterosexuals,
if both partners practice effective hygiene and have discussed their sexually transmitted dis-
ease (STD) history and HIV status, sharing these behaviors is generally safe. In the later chap-
ter on STDs are discussed recommended precautions for oral and mutual oral stimulation.

Much has been written about anal stimulation and intercourse by gay men. Anal pene-
tration is not always easy or comfortable, yet many gay men enjoy this sexual expression.
Muscles surrounding the anus do not readily relax to allow comfortable insertion of the pe-
nis. Using a condom lubricated with nonoxynol-9 along with K-Y jelly often helps allow
comfortable penetration. The passive partner (the one receiving penetration) should deter-
mine how things progress during anal sex. Men receiving anal penetration often report hav-
ing orgasms (women, too, often have orgasms during anal penetration), due primarily to
the fact that the person’s penis in the rectum exerts some pressure on the partner’s prostate
gland (or in women, the back of the vagina), which often lowers the threshold for orgasm.
As we noted earlier, the rectum normally contains many bacteria, so the penis should be
thoroughly washed after withdrawal before the couple re-engages in manual or oral sexual
sharing.

Another kind of sexual sharing among gay men, called interfemoral intercourse, in-
volves one man putting his penis between his partner’s thighs, engaging in pelvic thrusting
and often ejaculating there. Interfemoral intercourse can be enjoyed in either the face-to-face
or rear-entry positions.

A highly controversial avenue of homoerotic sexual expression for both men and women
is called fisting. Among women, one partner puts her closed fist into her partner’s vulva, and
sometimes the vagina. Non-petroleum-based lubricant is necessary to do this comfortably.
Among men, one person places his closed fist into the rectum of his partner, often at the mo-
ment of orgasm. This behavior should not be undertaken with haste and impatience, nor
should the insertion be too vigorous, for when penetration is abrupt and forceful, the rectum,
vagina, colon, or anal sphincter may be damaged. Despite its somewhat violent nature, many
homosexuals say fisting is an enjoyable intimate behavior, often interpreted as a tender and
gentle gesture. Generally, however, most homosexual and heterosexual people do not find
fisting an attractive sexual alternative. Serious health problems may result from this practice,
including sudden cardiac irregularities (Reinisch, 1990).

Changing One’s Gender Orientation
Earlier in this chapter we discussed different perspectives on the origin and nature of homo-
sexuality. While some believe it is a willfully wicked choice, others maintain it is determined
by genetic, hormonal, and neuroanatomical factors. Still others think homosexuality has
many potential contributory influences. As noted, one perspective contends that homosexu-
ality is entirely a (misguided) choice and that homosexuals have the potential to change
(with capable, insistent guidance) to the more common heterosexual gender orientation. Vir-
tually all research, however, shows this assertion to be highly suspicious or plainly untenable.

Recall that homosexuality was removed from the DSM-III in the early 1970s, and subse-
quent revisions continue to omit it. It is not considered a personality disorder, sexual disor-
der, anxiety disorder, psychosis, or anything of the kind. It is today widely and generally rec-
ognized as an alternative sexual orientation. Nonetheless, there are still some who disagree
with this position.
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As noted earlier in this chapter, in the early 1970s many psychiatrists and psychologists
believed that one form of homosexuality created a tremendous amount of subjective inner
turmoil: ego-dystonic homosexuality. This term refers to gays and lesbians who consistently
and enduringly hate their homosexuality and have diminished self-esteem because of their
gender orientation. They feel diminished by their sexual preference and aberrant in a het-
erosexual world. In such cases, should clinicians try to “change” these people into hetero-
sexuals, or help them adjust the best they can to their homosexual inclinations? When an 
individual’s inner turmoil grows so great that it interferes with occupational performance 
and interpersonal relationships, most counselors and therapists believe the person would
benefit from clinical assistance. Indeed, many ego-dystonic homosexuals desperately want to
change their gender orientation because they feel their lives would be easier and less com-
plicated.

Other people believe that a homosexual gender orientation is a moral lapse rather than
an authentic aspect of the self. Various clinical and religious voices have taken a very critical
and often patronizing approach to homosexuality. In 1948 the prominent psychoanalyst E. O.
Krausz (cited in Chandler, 1993) said homosexuality should be viewed as a compulsion neu-
rosis, much like a person’s inability to stop washing their hands dozens of times each day.
With psychotherapy the homosexual could be “cured” of her or his homoerotic attractions
and desires. Of course, today we know that this is simply not true. Moreover, it is unreason-
able, if not frankly insulting, for homosexuals to be told that they need to “get a grip” on
themselves, change their ways, and be like “everyone else.”

Historically, the psychiatric “treatment” of homosexuals has been a popular enterprise.
Irving Bieber and his colleagues worked with 106 homosexuals (1962). Many different psy-
choanalysts and psychotherapists engaged in prolonged attempts to change the gender ori-
entation of their clients. About 70% of these therapists identified themselves as psychoan-
alytic in their approach; the remaining 30% saw themselves as more eclectic. In this
sample, 72 patients self-identified as exclusively homosexual and 19% eventually claimed
to have adopted a heterosexual lifestyle. Of the 30 patients who had originally self-identi-
fied as bisexuals, half claimed to have become heterosexuals. Generally, the longer the pa-
tient was in therapy, the greater the chances of a change in gender orientation. Another re-
port (Hatterer, 1971) followed 200 homosexuals over a period of 17 years. In this study 143
patients were evaluated between 1959 and 1969. The language used to describe the out-
comes of this study is in itself quite telling. Of these 143 patients, 49 were described as “re-
covered,” 19 were “recovered partially,” while 76 still remained homosexual. The term “re-
cover” implies that homosexuality is an illness from which one can recuperate. Despite
such claims, which derive primarily from the psychoanalytic community, contemporary
thinking in the social and behavioral sciences on this issue views with extreme skepticism
the assertion that gender orientation can be changed by psychiatric treatment, regardless of
the nature of that treatment.

At present, it is highly unusual to attempt through psychoanalysis or psychotherapy to
change a person’s gender orientation, sexual preferences, or preferred erotic behaviors. Still,
the issue hasn’t disappeared. For example, Whitehead (1996) wrote that lesbianism is
“caused” by a young girl’s problematic relationships with her mother, as well as her childhood
and teenage friends. According to this writer, this fosters feelings of being different and
lonely, which make the girl hungry for female affection and acceptance. These developmen-
tal events, along with homosexual experimentation and the powerful messages of the “polit-
ical feminist left,” more or less result in a woman deciding to become a lesbian. Further, this
writer believes that the religious-therapeutic “healing community,” once it becomes sensitive
to these issues, can keep these lesbians from exploring even more radical homosexual al-
liances. The emphasis here is on healing, i.e., returning the person to a more normal hetero-
sexual identity. Similarly, Dallas (1996) argues for making every clinical effort to change a ho-
mosexual’s gender orientation to a heterosexual gender orientation because only the latter
conforms to the Christian perspective on the “revealed truth.”

An important, recent study evaluated the outcomes of conversion therapy among 202 in-
dividuals who made a prolonged, serious, therapist-guided attempt to change their gender
orientation from homosexual to heterosexual (Shidlo & Schroeder, 2002). Twenty subjects
were women and 182 were men; their average age was 40 years and 66% (133) identified
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themselves as having a religious value orientation. Over 200 licensed mental health profes-
sionals administered psychotherapy, including psychologists, psychiatrists, social workers
and marriage and family counselors. Additionally, these subjects sought assistance from 105
nonlicensed counselors, including peer counselors and members of the clergy. The average du-
ration of therapy was 118 counseling sessions per subject over an average of just over two
years. Only 4% of the subjects in this study reported that they had changed their gender ori-
entation and 9% indicated that therapy had assisted them in deciding to adopt partial celibacy
or in continuing to grapple with their desire to identify themselves as homosexuals. The re-
mainder reported that their experience resulted in psychological harm (e.g., depression and
suicide attempts), social harm (e.g., alienation, loneliness, and feelings of social isolation), or
spiritual harm (e.g., loss of personal faith and a sense of betrayal by members of the clergy).
Still, many participants reported that it was important just to talk about their concerns and
found an enhanced sense of attachment to friends and members of their family.

The issue of trying to change a person’s gender orientation is obviously not a simple or
certain therapeutic enterprise, and the assumptions behind such attempts are often not based
on psychological, medical, or sociological information. Few contemporary, reputable psychi-
atrists, psychologists, or licensed clinical social workers now make such attempts.

Sociological Perspective I: Attitudes of Various Groups 
in Society Toward Gays and Lesbians

Now we will take a sociological perspective and examine gay male and lesbian identities in
the social environment. We will explore the gay experience of being a stigmatized minority
and the ways in which stereotypes depersonalize individuals with the belief that “they’re all
just the same.” What is special, unique, and important about a person is taken away when
someone lumps that person in some group and makes inaccurate assumptions about what the
person is like. Stereotypes are even more rigid when they include generalizations about phys-
ical appearance, gestures, clothing, demeanor, and speech patterns and accents. Words like
“queen,” “fag,” “dyke,” or “lipstick lesbian” combine hostility with supposedly humorous
connotation. When you’re making fun of someone, you’re not taking them seriously. Homo-
phobia in our culture dehumanizes gay males and lesbians and detracts from their person-
hood, as well as their special skills, abilities, and aptitudes.

Homophobia and Gay-Bashing
Homophobia is a form of prejudice with clear public manifestations. Remember, of all the
personal characteristics for which a person might be criticized, in many instances homosex-
uality is the most invisible (Mondimore, 1996). But consider all the bad things that can hap-
pen to homosexuals if or when they come out: they could lose their job or be passed over for
promotion (the “lavender ceiling” as Mondimore, 1996 refers to it), be rejected by their fam-
ily of origin or current nuclear family, be assaulted, be expelled from the church in which they
pray, or be left out of peer group activities in which they formerly participated. Some homo-
sexuals, therefore, work vigilantly to keep their homosexuality a secret and remain in a state
of constant anxiety about being discovered. This has been called “stigma management.” For
most homosexuals, however, stigma management eventually takes more physical and psychic
energy than the individual can manage. Often, coming out involves a decision to limit one’s
life as completely as possible to homosexual acquaintances, businesses, friends, socializing,
and “safe” places to live. There are big differences, however, in how homosexuals confront
and deal with societal homophobia and gay-bashing (Fig. 9-13).

Just as social scientists are not fully certain about how and why people come to hate any
religious or racial group, the sources of homophobia are not clearly understood. Reinisch
(1990) notes that people with homophobic views usually think that they don’t personally
know any homosexuals, have friends who are also homophobic, have less formal education,
go to church more often than the “average” Christian American, hold inflexible opinions
about female and male sex roles, and are highly dogmatic and authoritarian. In a sense, their
overt hatred of homosexuals is their way of telling everyone they are “straight” and don’t
want to be confused with someone who isn’t. Homophobic individuals seem unable to un-
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derstand that all male homosexuals are not effeminate, all female homosexuals do not look
and act masculine, and that gay men and lesbians do not routinely solicit or molest young-
sters, have a psychological disorder, or behave promiscuously. Homophobic individuals often
do not understand that a person cannot become homosexual by interacting with homosexu-
als. Homophobia is difficult to confront and extinguish, even in well-educated segments of
our society. In many ways, homophobia in society forces many homosexuals to live their lives
in a clandestine way.

The homophobia that played such a powerful role in the murder of Matthew Shepard
(Fig. 9-13) is still very much with us, as one recent series of events powerfully demonstrates
(Abercrombie, 2003). The theater department at Bishop O’Dowd High School in Oakland,
California decided to present the play The Laramie Project, about Shepard’s murder. When the
cast began rehearsals the school began receiving “a stream of invective” on its fax machine.
These messages were sent by Fred Phelps, a minister in Topeka, Kansas. Phelps actually
demonstrated at Shepard’s funeral and asserts that all gays are going to go to hell. He attacks
churches that are tolerant and sympathetic to gay and lesbian concerns. Phelps promised to
appear in Oakland on the play’s opening night to picket. 

Astonishingly, just a few days later, on October 3, 2002, a 17-year-old transgendered boy,
Eddie Araujo, who preferred to be called “Gwen,” was murdered in nearby Newark, Califor-
nia when three young men beat and strangled him to death at a party after discovering that
“Gwen” was male. But the play went on, and the students involved became ever more aware
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FIGURE 9-13 Matthew Shepard was beaten, tied to a fence post, and left to die in Oc-
tober of 1998 (A). This case received international attention as an example of a horri-
ble hate crime motivated by homophobia. Matthew (B) was a student at the Univer-
sity of Wyoming in Laramie. Those accused of beating and killing him (C) were
quickly apprehended. From left are Russell Henderson, Aaron McKinney (who was
eventually sentenced to two consecutive life sentences for the murder), and Chastity
Pasley.



of the hateful environment in which gays and lesbians often live. And by the way, Phelps
never showed up; he sent members of his family and church to protest at the play’s second
performance.

Hostility Toward Homosexuals in Various Segments of Society
We would like to think that people in the social, behavioral, and helping professions are more
accepting and non-judgmental about gender orientation issues, but this is not always the
case. Many professionals who work closely with the public harbor homophobic feelings and
exercise heterosexist biases when dealing with students, clients, or patients. An example of
such subtle prejudice was described in a sample of 187 social workers (Berkman & Zinberg,
1997). The mean age of their subjects was 46 years, meaning that many of these social work-
ers were “baby boomers” educated in the supposedly liberal 1960s. These respondents com-
pleted a questionnaire designed to assess attitudes toward homosexuality and any heterosex-
ist bias. The study revealed that 10% of the subjects had frank homophobic attitudes and
most had clear signs of heterosexist biases. Because of the small sample size, these data may
not represent society at large, however. Interestingly, the degree of homophobia or hetero-
sexism in this sample was far less among social workers who had more contact with gay men
and lesbians, indicating that real life experiences may help to dispel myths and prejudices
about homosexuals. Berkman and Zinberg also found that social workers with deep religious
convictions were more likely to manifest these tendencies. Perhaps most interestingly, social
workers educated on homosexual issues were neither more nor less likely to have homopho-
bic beliefs and heterosexist biases. 

Like social workers, psychotherapists are expected to have an objective, non-judgmental
attitude when working with homosexual clients or training other therapists. As Russell and
Greenhouse (1997) noted, this is not always so. Homophobia and heterosexism can have
powerful effects on a psychotherapist’s training, the therapist’s relationship with her or his
clients, and perhaps the relationship between the therapist’s own sexuality and rapport 
with clients. During therapy training, both the training supervisor and the therapist-in-train-
ing ideally are aware of any hint of “homonegativity” in their thinking, feeling, or actions.
This can be a challenge because psychotherapists no less than social workers are a product
of their development and psychosocial environment, and this background frequently and
subtly promotes the “normality” of homophobia and heterosexism. This can have a distort-
ing effect on a psychotherapist’s training and should be addressed and worked through dur-
ing this complex educational process. Russell and Greenhouse believe that any psychological
issue that supervisor and student conceal or resist dealing with is still an important aspect of
training, whether or not it is openly discussed. Things about ourselves we consider private
seldom remain private while one is undergoing psychotherapy, and clients are entitled to ex-
pect that their therapists have worked through any misgivings they may have about homo-
sexuals or their own sexuality. This issue is important because gay men and lesbians with
psychological problems often feel they have no place to go. Before beginning any therapy, the
client is entitled to a candid informational interview with the therapist, and personal prob-
lems related to one’s homosexuality should be expressed at this time to determine whether
the therapist can deal with them professionally and effectively.

Homophobia is also present in educational settings. In some instances, homosexual ado-
lescents risk public humiliation, harassment, and even serious physical abuse just by going
to school. The New York City Board of Education opened the Harvey Milk School in April of
1985 in a church in Greenwich Village in order to protect gay males and lesbians from such
abuses. (Harvey Milk was a gay activist elected to the San Francisco Board of Supervisors in
1978 [Fig. 9-14]. He worked for gay rights throughout California before being murdered by
an apparent homophobe.) Most of this school’s first students had dropped out of other
schools because of harassment. In many instances, courts find for students who are victims
of homosexual harassment. Jamie Nabozny was awarded $1 million by a Wisconsin jury be-
cause two high school administrators at his schools in Ashland, Wisconsin did nothing to
protect him, even after he went to them repeatedly for help. They were found to have denied
him his civil rights because they did not act to stop the violence. Due in part to the contin-
ual abuses in school, Nabozny attempted suicide three times (Reese, 1997). Across the coun-
try, an estimated 28% of gay and lesbian high school students drop out of school because of
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such threats and abuses. One Colorado survey indicates that
65% of the teachers polled had no college course that covered
facts, concepts, and principles about homosexuality (Reese,
1997). Additionally, 82% had never had a seminar or profes-
sional training session about homosexuality. Because of these
circumstances, a gay rights group, the Lambda Legal Defense
and Education Fund, published a manual to deal with this
problem in the schools. It is titled Stopping Anti-Gay Abuse of
Students in Public Schools: A Legal Perspective and is available
from this organization at 666 Broadway, Suite 12, New York,
New York, 10012-2317. Students preparing for a career in ed-
ucation will find this an important addition to their profes-
sional library.

Homophobia and heterosexism are present too in higher
education. Indeed, gay rights issues are more visible and
controversial than ever before on college campuses. Gay, les-
bian, and bisexual organizations exist now at most colleges,
although sometimes they are not formally recognized—
sometimes as an indirect result of administrative homopho-
bia. For any group to be granted office space on campus or a

share of student activity monies, a list of the members of the organization usually must be
submitted to the administration, which for gay, lesbian, and bisexual organizations could vi-
olate a student’s right to privacy. Nonetheless, many young adults who are coming out don’t
mind being recognized as members of such a group. A report in the New York Times describes
how two universities with religious affiliations dealt with gay members of the student body.
The University of Notre Dame and its sister institution, St. Mary’s College in South Bend, In-
diana, denied recognition to an organization for gay males and lesbians at the two institu-
tions, claiming that “the group’s purpose was inconsistent with the college’s mission and the
teachings of the Roman Catholic Church” (May 10, 1995). A different result occurred at
Yeshiva University in New York City, a traditionally Jewish university, which recognized a gay
and lesbian alliance, even though homosexuality is an infraction of traditional Jewish law.
The president of Yeshiva noted that because its admissions policy was non-denominational,
the institution was bound to meet the needs of “people who reflect a wide range of back-
grounds and beliefs.” In a case involving a campus organization for gays and lesbians at the
University of South Alabama in Mobile, Judge Myron H. Thompson of the Federal District
Court in Montgomery, Alabama, ruled that an Alabama statute that barred such organizations
from receiving university funding was unconstitutional because it violated the students’
rights to free speech and freedom of association (Dunlap, 1996). One would expect a grow-
ing recognition and acceptance of gay, lesbian, and bisexual organizations on college cam-
puses throughout the country.

Exposure to self-identified homosexuals may enhance people’s understanding of gays and
lesbians. Geasler, Croteau, Heineman, and Edlund (1995) studied how a group of 260 col-
lege students altered their perceptions of homosexuals after attending a panel presentation by
lesbian, gay, and bisexual speakers. The subjects in this study, between 18 and 48 years old,
filled out a questionnaire. Many respondents reported that they had changed their attitudes
toward homosexuals, at least to some degree, and many reported that their misconceptions
and stereotypes about homosexuals were dispelled by their personal exposure to the panel’s
presentation. Many subjects noted areas of similarity between themselves and panel members
and reported a better grasp of the problems and frustrations of homosexuals in our society.
As often occurs, someone who interacts with people about whom they had a stereotype finds
that their beliefs are incomplete or simply wrong.

For reasons discussed earlier in this chapter, some religious traditions are overtly hostile
and unaccepting of homosexuality. The contemporary manifestations of this intolerance are
not easily pinpointed, however. Knowing about this intolerance is different from seeing its con-
sequences. Hunsberger (1996) found clear manifestations of religious fundamentalism, right-
wing authoritarianism, and hostility in his analysis of Muslim, Hindu, and Jewish religions,
as well as in individuals with Christian affiliations. Fundamentalism is similar with respect
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to homosexuality in many of the world’s major religions. When a religious group feels an-
tipathy toward homosexuality and gay and lesbian lifestyles, there can even be economic
overtones. For example, in 1997 delegates to the Southern Baptist Convention voted by an
enormous majority to boycott the Walt Disney Company because they felt the company had
adopted policies supporting gay and lesbian rights. The leadership of this group discouraged
its members from patronizing Disney theme parks, stores, and the ABC television network,
owned by the Disney company (Christian Century, July 2-9, 1997). One Georgia pastor was
quoted as saying, “If we approve this resolution, you have the moral obligation to go home,
cancel your ESPN coverage, get rid of the A&E Channel, stop watching Lifetime television
and never turn your TV to ABC, including Good Morning, America . . . .”

Homosexuals in the Military If under the United States Constitution homosexuals are
entitled to full enfranchisement in American society, why has there been so much controversy
in recent years about gays in the military? Of course, homosexuals have always been in the
military, and everyone who has been in the military knows it. Homophobia often includes the
mistaken belief that homosexuals cannot control their homoerotic desires and that this
would prove catastrophic to morale, discipline, and combat effectiveness. The same could be
said, but rarely is, about heterosexuals in the armed forces. There is no logical or empirical
reason for this double standard, but resistance to gay males and lesbians in the military has
been very strong. In a large, representative sample of Americans, 71% of women and 58% of
men believe that homosexuals should be allowed to serve in the military (Gallup Organiza-
tion, December 14, 1996). As with any prejudice, it is difficult to determine accurately what
percentage of Americans hold homophobic beliefs. The reasons for this significant difference
between women and men are not clear.

Certainly, this enormous issue impacts lives, careers, budgetary considerations, and pub-
lic opinion. Whether homosexuality affects combat readiness and fighting effectiveness has
not been determined through carefully controlled, long-term studies.

Changing the policies of the military would likely not lessen the homophobia in society
as a whole. In 1997, in a sample of almost 1,000 people polled by the Gallup Organization,
Wyman and Snyder found that those who could express their personal values and beliefs, as
well as what things about others caused them distress, were generally in favor of lifting the
ban on gays in the military. Still, polls frequently result in contradictory data, and it cannot
be definitively stated what the country as a whole wants, what the military as a whole wants,
and what the gay and heterosexual communities want. President Clinton’s “Don’t ask, don’t
tell” policy generated much controversy without moving toward any resolution. Many gay
and lesbian military personnel, often of senior rank and experience, have decided to come
out while still in the service and tell their stories in newspapers and news magazines (Fig. 
9-15). The lives and careers of these public servants are forever changed by their coming out.
In October of 1997, the United States Supreme Court upheld President Clinton’s “Don’t ask,
don’t tell” policy.

Homosexuality in the Cinema and Television
The last two decades have seen a remarkable increase in the depiction of gays and lesbians in
the entertainment and communication industries. Movies and television are now more com-
fortable with gay themes, characters, and actors and actresses. These representations gener-
ally portray homosexuals as persons of worth and ability, and movies and television have
done an excellent job of showing the agony and indecision accompanying the coming out
process for individuals and their families. Dramatizations reveal the conflict of “passing for
straight” when gays and lesbians feel that the revelation of their homosexuality would com-
promise their careers or social support system. The isolation and anger of being a stigmatized
minority have been well portrayed. 

The film Philadelphia raised public consciousness about many stereotypes and misper-
ceptions about homosexuals and the gay community. Philadelphia was presented to the pub-
lic as the first “major studio production to deal with the subject of AIDS” (Brookey, 1996),
although AIDS was merely the film’s integrating theme and the movie showed much about
homosexuality in general. Earlier, “queer theory” was described as a conceptualization of
how influence operates in society along lines of gender and sexual orientation. Philadelphia
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FIGURE 9-15 Senior Chief
Petty Officer Timothy R.
McVeigh leaving the U.S. Dis-
trict Courthouse in Washing-
ton, D.C. on January 21,
1998. McVeigh was dis-
charged from the Navy for ac-
knowledging his homosexu-
ality.



presented this view with sobering and sensitive candor (Fig. 9-16). The film is about a capa-
ble young attorney in a large Philadelphia law practice; he is admired and his work respected.
When he discloses that he has AIDS, he is terminated from the firm and sues to regain his
position and livelihood. This movie touches on heterosexism in professional America, the co-
hesiveness of the gay community, the impact of AIDS on gay and heterosexual friendships,

and the importance of death with dignity. This film humanizes gays and
portrays a caring homosexual community that is anything but deviant.
An important aspect of this film is also seen in other films and television
programs: the family atmosphere of the gay community. When homo-
sexuals are portrayed as part of some extended, mutually supportive
family, they are shown in a highly positive light (Brookey, 1996). This
representation, however, may be another example of the claims of queer
theory: power lies in heterosexual values and customs. Society might
benefit by thinking more broadly about what a “family” really is.

Even when gays and lesbians are the primary focus of a television se-
ries such as Ellen, the same family values issue emerges. This is true of
Ellen’s relationships with gay and straight friends and the nurturant re-
lationship she shares with her parents. This sitcom, like Philadelphia,
shows homosexuals as non-deviant, productive members of society and
as competent, serious people whose sexuality is only one aspect of their
personhood. The modest but important popularity of Ellen mirrors the
public’s growing acceptance of gays and lesbians. An interesting aspect
of this television series was that the actress who played Ellen, Ellen De-
Generes, came out as the show concluded the season. This really gave
viewers something to think about: the actress and her character disclos-
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FIGURE 9-16 Actor Tom
Hanks, star of the film
Philadelphia, with his wife
Rita Wilson, arriving at the
American Foundation for
AIDS Research awards cere-
mony in New York in Novem-
ber 1998.

Other Countries, Cultures, and Customs
Gays in the Military in Other Countries

O n January 5, 2000, Britain was forced by a decision of 
the European Court to lift its ban on gays in the mili-

tary. A new code of conduct stipulates that “inappropriate
sexual behavior between personnel on duty—and not a per-
son’s sexual orientation—would be a punishable offense”
(Associated Press, The Daily Press, January 13, 2000 p. A8).
In fact, the United States is unusual in not having legal poli-
cies for the rights and responsibilities of gays in the military.
Other NATO countries have clear policies of non-discrimina-
tion or simply do not see an issue at all. The Associated Press
reports on gays in the military in other countries:

Canada: Gays are full-fledged members of the Canadian
armed forces. There are no special arrangements or consider-
ations.

Israel: Has accepted gays into its ranks since a 1993 de-
cision banning restrictions on recruiting. Occasional charges
of discrimination are made, however, such as the dismissal
last fall of a gay officer who had sex with a soldier on base.

Netherlands: Discrimination based on sexual orientation
is prohibited by the constitution, and homosexuals serve in
the armed forces. Harassment might sometimes occur but is
not officially tolerated.

France: France has no official policy, but discrimination
based on sexual orientation is prohibited by law. There is cur-
rently no debate on the issue.

Greece: Homosexuality is banned among officers in the
Greek armed forces. An officer found to be homosexual is
forced to resign his or her commission. Conscripts may be
exempted if they are gay, although they may insist on serv-
ing.

Hungary: There are no restrictions on homosexuals
serving.

Norway: There are no restrictions on homosexuals
serving.

Denmark: Homosexuals were denied the right to serve
until 1954. From 1955 until 1978, they could serve only in
the Home Guard. In 1978, the Defense Ministry ruled that
sexuality was not the government’s business.

Italy: There is no official policy on gays in the Italian mil-
itary, but gay men are often allowed exemption from Italy’s
compulsory 10-month military service if they admit they are
homosexual and say they fear discrimination.

Finland: Has compulsory military service, but men may
be excused on the grounds of homosexuality.

Sweden: There is no specific policy on gays in the mili-
tary, and a Defense Ministry spokeswoman says it is not an is-
sue in Sweden, which is generally liberal about homosexual-
ity and gives legal recognition to gay partnership.

—Associated Press, The Daily Press, January 13, 2000, A8



ing their homosexuality at about the same time. Before this disclosure, the audience could
explain their interest in the show because of its clever scripts and poignant, off-hand humor.
Then the show changed to something entirely different. 

Homosexuality on the Internet
An enormous number of websites are devoted to homosexual issues and concerns, as well as
heterosexual issues. As with most topics, such websites vary between the extremes of excel-
lent sites and worthless misinformation. There are sites for chat rooms, gifts, matchmaking,
message boards, book and movie reviews, entertainment, and gay and lesbian pornography.
Groups such as the National Organization of Gay and Lesbian Scientists and Technical Pro-
fessionals maintain websites. Support sites help gays in domestic partnerships. Recently,
many businesses have focused on homosexuals as a powerful economic segment of the pop-
ulation with significant discretionary income, and gay literature increasingly includes adver-
tisements designed specifically to appeal to gays and lesbians. Figure 9-17 depicts some in-
teresting examples of this trend in marketing that are tastefully but plainly targeted to a gay
and lesbian clientele. Of all the websites developed for the gay and lesbian community, some
of the most popular deal with health issues and AIDS. Accurate and up-to-date medical data
and drug developments frequently appear on the web before reaching weekly news maga-
zines. The many websites on gay and lesbian concerns reveal how the “information age” has
helped a once-closeted segment of American society feel connected to an enormous support
system and thus less isolated and stigmatized than in the past.

Sociological Perspective II: Within the Gay 
and Lesbian Community

Up to this point, we have examined society’s attitudes toward homosexuals. Now let’s look
more closely inside the gay and lesbian community itself.
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FIGURE 9-17 It is becoming
more common to see adver-
tisements in local and city
newspapers that appeal pri-
marily and obviously to a gay
and lesbian clientele.



Gay Marriage
When two people love each other, they often want their relationship recognized and sanc-
tioned by society, and marriage has been the traditional way to do this. Historically and spir-
itually, marriage has been a bond between a man and woman that might lead to the birth of
children and the improved security of the tribe or community. When two people of the same
sex want to get married, many conservative elements of society resist, as has happened re-
cently with more publicity and debate than in the past. Various state legislatures have taken
up the question of gay marriage or other civil bonds. This issue affects all states, however, be-
cause of the longstanding legal tradition that marriages performed in one state are recognized
as legal in others.

There has been a tremendous resistance to gay marriage throughout the country, however,
sometimes taking the form of anti-gay marriage laws. For example, the Utah legislature
passed a law specifically forbidding the sanctioning of gay and lesbian marriages that have
taken place in other states. Similar legal wrangling is taking place in virtually every state. For
a long time homosexuals sought legal recognition of their relationships, but only recently has
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Research Highlight
Long-Term Homosexual Unions

W hile many people think of long-term marriages as
happy ones, less is known about long-term homosex-

ual relationships. Little has been published about such rela-
tionships because large, representative samples are difficult
to isolate and study. Other research methods can give us in-
sights, however. In a careful analysis of this issue, Clark and
McNeir (1997) wrote movingly of this subject in a long-term
case study. They explored the special challenges facing gay
men attempting to establish and maintain long-lasting, lov-
ing relationships. They comment that “urban gay ghettos”
may even hinder such bonds among homosexual men.

Clark and McNeir discuss the challenges facing gay men
who would like to develop responsibility and accountability
in a sexually exclusive, mutually nurturing bond. These chal-
lenges are virtually identical to those heterosexuals face as
they explore ways of living with and loving another in a
trusting, supportive relationship. These writers emphasize
that conflicts are an inevitable part of close human contact
and that all of us, gay or straight, must accept that sometimes
it is best to agree to disagree. Both homosexuals and hetero-
sexuals often must work past uncertainties and anxieties
from old, unresolved, and perhaps abusive relationships.
Both must learn to trust each other despite these old memo-
ries. These writers note that a long-term relationship offers
homosexuals some relief from sexual performance pressures
in the gay bar pick-up scene. Like heterosexuals, those in
long-term gay relationships must learn to deal with the non-
sexual friendships of others without jealousy.

Since the psychosocial environment is often hostile to
gays, Clark and McNeir emphasize the importance of the
home, the entire domestic environment, as a safe refuge.
Long-term gay relationships often involve feelings of safety
and security from hostile, anonymous forces outside of the
home. They claim that sexually exclusive, long-term homo-
sexual relationships may not be the only ethical way to live
as a gay couple, but it is one good way. Clark and McNeir in-

clude a number of tips that they feel facilitate long-term ho-
mosexual relationships. Note that these generally apply as
well to heterosexuals.
• giving each other undivided attention, both communicat-

ing and listening well
• respecting each other and honoring each other’s lives,

both co-celebrating each other’s successes and co-suffer-
ing and commiserating over each other’s disappointments

• asking for and actually valuing the other’s opinion and
making appropriate changes in responses

• developing and nurturing shared values, . . . shared inter-
ests, . . . and shared life-giving commitments

• making choices and time commitments together or in
consultation with each other; never deciding for the other
one

• allowing each other individual space, but knowing when
teamwork is crucial; cooperating

• being flexible, willing to give up certain less important
things . . . in order to relax together; striving for harmony
not by ignoring conflicts, but by sorting out what is im-
portant and what really is not

• talking through situations, disagreements, or misunder-
standings to reach mutually agreeable solutions

• clarifying and apologizing whenever anger and frustration
over something else . . . has been misdirected, thus assur-
ing each other that anger isn’t really meant for one of us
and, conversely, learning when not to react or overreact to
anger not really directed at us

• remembering to say “thank you” for the seemingly little
things, such as a home-repair task accomplished or the
house dusted and vacuumed

• remembering to say “I love you” in ways other than sex—
with hugs, in friendly teasing, in words at the bottom of a
reminder note or a to-do list or in a voice mail

—Clark & McNeir, 1997, 5



there been a coordinated nationwide effort by the gay and lesbian
community to influence lawmaking at the state level. Controver-
sial debates surrounding gay marriage have occurred in California,
Vermont, and South Dakota, where there was a concerted effort by
the National Gay and Lesbian Task Force to influence the outcome
of the legislature’s deliberations. A group called the Human Rights
Campaign Fund recently published the results of a poll that
showed Americans are more vehemently opposed to gay and les-
bian marriage than to other gay rights issues, apparently because
of the pronatalism implicit in marriage.

Since homosexuals have lived together in the past and have
quietly enjoyed their private relationship, why is there a big push
for gay marriage in recent times? It involves more than just want-
ing to have one’s love recognized and sanctioned by law; it also in-
volves economic benefits that typically accompany marriage. Such
benefits include joint insurance policies, adopting children, filing
joint tax returns, inheritance of jointly owned property, govern-
ment benefits (Social Security) for surviving spouses and depend-
ents, immigration issues, and spousal benefits in employment con-
tracts (Shumate, 1995). Legal definitions of the term “spouse” are
being debated, and recently many large companies have extended
spousal benefits (such as health insurance) to the partners of gay
and lesbian employees. Other issues arise too. In 1983 Sharon
Kowalski was injured and became mentally and physically disabled. At the time she was in-
volved in a four-year relationship with Karen Thompson. After the accident, Kowalski’s
mother and father denied Thompson visitation rights even though Thompson’s visits likely
would have benefitted her partner’s recovery and long-term health. It took several years be-
fore the courts named Thompson Kowalski’s legal guardian (Schneider & O’Neill, 1993) (Fig.
9-18).

Gay Parenting
Just as the issue of gay and lesbian marriages evokes strong feelings on all sides, gay parent-
ing is a controversial subject receiving more attention in the press. Scientists have collected
much data about the adequacy of gay parenting, and this evidence reveals virtually no sub-
stantive problems or deficits in comparison with heterosexual parenting. One methodologi-
cal issue involves the fact that many homosexuals are single parents, and these parenting out-
comes should not be compared with two-parent families because often there are significant
differences. Divorce may also adversely affect a child’s development, independent of the gen-
der orientation of one or both parents. Data about gay parenting outcomes are important be-
cause issues such as gay adoption, joint custody, and child custody by gay parents are press-
ing contemporary concerns.
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FIGURE 9-18 Karen 
Thompson (L) and Sharon
Kowalski (R) sharing 
Christmas in 1992. Cases
such as theirs have prompted
a reexamination of the rights
of partners of gays and les-
bians.

Other Countries, Cultures, and Customs
Gay Marriage in Denmark

We don’t know much about the success or permanence
of gay and lesbian marriages because this is a new

phenomenon in the United States. But gay marriage has been
legal in Denmark since 1989, and a Danish study revealed
that gay marriages have an extremely low divorce rate: only
17% in contrast to the 46% divorce rate of heterosexuals.
This may in part be due to the fact that gays had been in their
relationships longer than heterosexuals before they married

and were generally older than the heterosexuals studied
(Jones, 1997). The Danish psychologist studying gay and les-
bian marriages, Dorte Gottlieb, believes that when two peo-
ple have enough courage and conviction to marry, knowing
their sexual orientation will be revealed on their official doc-
uments, they are probably highly committed to one another
in the first place. This may help explain the permanence of
some of these relationships.



Because more and more children are in need of adoptive and foster homes, there is much
current interest in the suitability of gays and lesbians for these important parenting roles. One
recent analysis of this issue (Brooks & Goldberg, 2001) reveals that gays and lesbians often
encounter resistance when working with social service agencies in their attempts to become
adoptive or foster parents. Current data indicate that there are approximately 3 million gay
fathers and 5 million lesbian mothers raising roughly 14 million children in the United States,
so we are in no way dealing with isolated phenomena (Sullivan, 1995). As we will soon see,
there are no data to suggest that lesbian mothers are in any way deficient in their parenting
skills when compared to their heterosexual counterparts. Still, Brooks and Goldberg point
out that there has been too little research on the suitability of gays and lesbians for parenting
roles. Their research included in-depth interviews with social service agency staff members
as well as prospective gay and lesbian adoptive and foster parents. Apparently, depending
upon local community standards, placements with gay and lesbian prospective parents are
helped or hindered—in other words, political considerations enter into this process. And
very often, social service agencies have no clearly articulated, formal policy with respect to
these placements either.

Patterson (1997) explored the family and individual growth, development, and family ad-
justment of children 4 to 9 years old in the San Francisco Bay area, who had been adopted
by or born to lesbian mothers. Overall, mothers in both situations adjusted well to parent-
hood and enjoyed good self-esteem. Their children also had adequate social development
compared to their peers and had typical levels of self-esteem. Patterson and Redding (1996)
demonstrated that gay and lesbian parents are as likely as heterosexual parents to provide
good home environments that foster appropriate development in their children. These writ-
ers believe that with the current state of knowledge on this issue, a parent’s gender orienta-
tion alone is not very relevant for child custody disputes, visitation rights, foster care settings,
and adoption, even though some courts rule against awarding child custody to a parent self-
identified as a homosexual.

Because parents are role models for their children, social scientists are interested in the
kinds of behaviors and values children of gay parents acquire. Hoeffer (1981) studied sex-role
behaviors in 6- to 9-year-old children in lesbian-mother families, and the results reinforce
Patterson’s findings: lesbian parenting in itself has no unique, adverse developmental conse-
quences. Indeed, Hoeffer discovered an interesting finding. Hoeffer presented children in les-
bian-parent homes and children in heterosexual-parent homes with pictures of toys. Some
were stereotypically masculine toys, others stereotypically feminine toys, and others gender-
neutral toys. She asked the children to sort these pictures into three groups: those they most
wanted to play with, or somewhat wanted to play with, or didn’t want to play with. The
mothers also were asked which toys they most, somewhat, or least wanted their child to play
with. The children’s preferences were predictable: boys wanted to play with boys’ toys and
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Letter to Dr. Ruth Westheimer

Question:
I’m writing to you because I don’t know who else to turn to. I live
on the north side of Chicago in an ethnic neighborhood near old
friends and many beautiful churches. In the last several years a
large number of homosexuals have moved into the area, opened
shops and clubs, and parade around the streets shamelessly
holding hands and kissing. We “old timers” are sick of it. Our
neighborhood has been taken over. These homosexuals even
elected their own candidate for alderman. What can we do to re-
store morality and good taste to our streets?

Answer:
No matter what your background happens to be, there was prob-
ably a time when your ancestors moved into this neighborhood

of yours and displaced someone else who was already living
there. In all probability, the “old timers” of that era were just as
upset with your group as you are about the changes taking
place. Though we speak of a melting pot, the fact is that our stew
is full of lumps. Birds of a feather flock together because they
share similar tastes. If our society were perfectly blended, there
might be less friction, but there might also be less pleasure.

I think if you take a closer look at this “invasion” you’ll find a
lot of good things about it. I bet your neighborhood is undergo-
ing a real revitalization. There are probably new shops, new
restaurants, and a new excitement. You might not feel totally
comfortable with your new neighbors yet, but give yourself the
chance to get to know them. In the end you might be very glad
they picked your area to move into.



girls wanted to play with girls’ toys, regardless of their mother’s gender orientation. The
mothers’ responses, however, were interesting. Lesbian mothers clearly preferred that their
children play with both masculine and feminine toys, regardless of their child’s sex. The les-
bian mothers were more tolerant of their children’s desire to play with any toy they chose to,
while the heterosexual mothers clearly wanted their children to play with stereotypically gen-
der-appropriate toys. Perhaps mothers who are more flexible about gender-orientation issues
foster a similar open-mindedness in their children.

The Lesbian & Gay Parenting Handbook, an instructive book about gay parenting by April
Martin (1993), includes much practical information about legal, financial, and ethical issues
as well as artificial insemination, custody, surrogate pregnancy, and sperm donation. Numer-
ous books too have been written for children to help them better understand gay parenting
and its challenges.

Gay fathering has been studied less than lesbian mothering, but some things have been
learned about the special challenges for gay men who want to raise children. Bozett (1981)
noted that gay fathers have two different identities at two extremes of social “desirability”:
they are fathers and they are homosexuals. Bozett found that the nature and extent of the fa-
ther’s experience in the gay subculture affect how easily he assumes these two roles comfort-
ably. Men who acknowledged their homosexuality before marrying women more easily ad-
justed to their gay and paternal identities than men who kept their gender orientation
entirely clandestine before marriage. For these men to reconcile these different aspects of
their lives, both the gay and heterosexual communities have to support their parenting ef-
forts, and this is rare. Indeed, the gay-father identity clashes with three common attributes of
the gay community: gays are typically single, form relationships that are generally brief, and
are a youthful subculture (Bozett, 1981). Gay men with children, in contrast, may have been
involved in a relationship with a woman long enough to have a child and may be old enough
to be a parent of a child or adolescent. Gay fathers often find that new friends or partners are
jealous of the time and attention they spend with their son or daughter; this is true as well
among heterosexuals who have children, are unmarried, and begin to date.

Most of what we know about gay fathers is based on data from men who became fathers
while involved in a heterosexual relationship and who were not the primary caregiver in that
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Other Countries, Cultures, and Customs
Homosexuality in China Today

A s political repression slowly subsides in China, toler-
ance for homosexuals seems to be slowly growing

(Faison, 1997). Yet the psychosocial climate affecting gays
and lesbians in China is quite different from that in North
America. Recently, especially in China’s larger cities, such as
Beijing and Shanghai, gays and lesbians have begun to meet
quietly in clubs in an environment free from historical pro-
hibitions or government and police intrusion. The govern-
ment seems to tolerate homosexuals because they do not or-
ganize and seek rights and freedoms. To the degree that they
remain a “quiet minority,” they are tolerated. Most gays and
lesbians still conceal their gender orientation from most
friends and family members. In 1992, an AIDS telephone hot
line was set up in Beijing, and local authorities allowed books
about homosexuality to be published. As long as homosexu-
als do not demand a public voice, they are let alone. Gay bars
and clubs offer the chance to relax and just “be yourself,”
which is important for self-acceptance and establishing
meaningful friendships with others. The problem of feeling
isolated is more common in smaller, rural communities,

however. The Chinese Psychiatric Association still believes
that homosexuality is a type of mental illness, which in some
cases is even treated by electric shock. Despite claims of a
cure by some doctors, others criticize such methods on hu-
manitarian and scientific grounds.

While journalists have described a picture of growing tol-
erance, scientific studies of homosexuals in China are rare,
although recently, reforms have made it possible for social
and behavioral scientists to begin exploring this subject. Pan,
Wu, and Gil (1995) interviewed 165 self-identified homo-
sexuals in four cities in China. Their characterization of ho-
mosexuality in China isn’t that much different from that in
our own society. Respondents report a wide range of sexual
orientations and a large number of preferred sexual practices.
Many are married with children and explore homosexual
and/or bisexual relationships in secret. Although social sci-
entists are just beginning to learn something about homo-
sexuality in China, what has been learned so far tells us more
about how human beings are similar than how they differ.



relationship. A fuller understanding of the challenges gay fathers face must await in-depth
analysis of gay men who became biological, adoptive, or foster parents in the context of a ho-
mosexual union (Armesto, 2002). Additionally, gay fathers have not been studied within the
overall context of a child’s healthy emotional development (e.g., partner compatibility, fair
distribution of domestic and childcare tasks, or level of family conflict). These issues should
be addressed systematically if we are to gain a fuller appreciation of the gay father’s experi-
ences and the impact of those experiences on their child or children.

When a gay male or lesbian has a child, issues of child custody and visitation may arise,
and courts must establish standards for making decisions on such issues. Stein (1996), writ-
ing in the Social Service Review, notes that the “best-interest-of-the-child” standard is typically
used by courts in rulings on custody and visitation and that this standard involves two issues.
The court must consider any parental behaviors deemed potentially problematic for parent-
ing. Although the parent’s sexual orientation might be related to such behaviors, there may
be problems in the home having nothing to do with the parent’s homosexuality. The second
issue is that many judges view homosexuality in itself a sufficient reason to deny child cus-
tody and restrict visitation. A recent case in Virginia illustrates how complicated a custody
dispute can be. On the one hand, the Supreme Court of Virginia believes that homosexual
persons are not, per se, unfit parents, but on the other hand lesbian relationships often in-
volve sexual conduct that is a felony in Virginia; on that account the court deprived a lesbian
mother of the custody of her child. The justices apparently did not see the basic contradic-
tion in their ruling (Stein, 1996). A similar legal tradition seems to be emerging in Colorado,
where judges have decided against custody for lesbian mothers simply because they are les-
bians (Duran-Aydintug & Causey, 1996).

Canadian courts have dealt with similar custody disputes, typically using the “best-
interest-of-the-child” criterion. Casey (1994) has noted an irony in that Canadian courts fre-
quently award child custody to lesbian mothers who have not “come out” but deny custody
to women who are honest about their gender orientation. Canadian judges have given vari-
ous reasons for denying custody to lesbian mothers: potential sexual molestation of the child,
compromised psychosexual development due to exposure to homosexual adults, harassment
of the child by peers, and fear of exposure to AIDS (Casey, 1994). The research of Charlotte
Patterson, cited earlier, however, indicates that such problems are very unlikely to occur. Sim-
ilar legal considerations have been addressed in the Netherlands, where official government
reports address the adequacy of gay and lesbian parenting. van Nijnatten (1995) summarized
these reports that no data indicate that gay and lesbian parents aren’t at least as competent
and committed as heterosexual parents and that it would be unwise to formulate or enforce
any public policies excluding homosexuals from raising their children.

The Ordination of Gay and Lesbian Clergy
A slogan used by some gays and lesbians to raise consciousness about the presence of ho-
mosexuals in all spheres of American life is, “We are everywhere”—with the unspoken clause
“whether or not you know it.” The ordination of gay men and lesbians as spiritual leaders,
for example, has been a contentious issue in many faiths (Fig. 9-19). Two assumptions are
relevant here: (1) gay men and lesbians can enjoy a fulfilling life as spiritual leaders, and 

(2) gay men and lesbians have spiritual needs often best met
through a relationship with a homosexual member of the
clergy. Being a homosexual and being a spiritual person are
certainly not mutually exclusive. Barret and Barzan (1996)
noted, however, that because gay and lesbian lifestyles are of-
ten judged as sinful, homosexuals are not welcome in some
religious communities. Barret and Barzan suggested that gay
men and lesbians spiritually struggle to deal with both soci-
ety’s hostility to their homosexuality and their desire to ex-
plore their unique selfhood and connectedness with God.
This is a special challenge for clerical counselors trying to
help homosexuals reconcile these different awarenesses.

If traditional religious groups don’t welcome homosexual
congregants, imagine how they might feel about having a gay
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FIGURE 9-19 The Reverend
Mel White, a gay pastor,
works to eliminate violence
against homosexuals. Here he
addresses a group at the First
Church in Lynchburg, Vir-
ginia. Gay and lesbian clergy
work hard to meet the spiri-
tual needs of those they
serve—a big job when there
are frequent signs of society’s
hostility against homosexuals.



or lesbian minister. Resistance to the ordination of gay and lesbian ministers seems common
throughout the world. For example, churches in South Africa refuse to accept gay and les-
bian clergy (Thiel, 1997). The 1997 constitution of South Africa makes discrimination illegal
based on “race, gender, sex, pregnancy, marital status, ethnic or social origin, colour, sexual
orientation, age, disability, religion, conscience, belief, culture, language and birth.” Clerics
maintain that the Bible and God’s law prohibit churches from accepting homosexuals as con-
gregants or ministers. In Great Britain, it was announced in 1977 that 19 bishops of the
Church of England had knowingly ordained “actively gay priests, and 37 in all have know-
ingly employed or licensed such clergy” (Nowell, 1997). Yet in 1991 the Church of England
adopted a statement on human sexuality that the church would “tolerate homosexual rela-
tionships among the laity, but not among the clergy.”

In 1996 an Episcopal Church court convened a trial of a bishop for heresy. Walter Righter
was charged with knowingly ordaining a “non-celibate homosexual” as a priest in 1990. Rev-
erend Righter apparently violated a 1979 resolution passed by the Episcopal Church’s Gen-
eral Convention that prohibited the ordination of sexually active gay and lesbian clergy. In
1996 the Archbishop of Canterbury and the Bishop of Guildford disagreed over the position
of the Anglican Church regarding homosexuals. The Right Reverend John Gladwin of Guild-
ford criticized church policy that stipulated that homosexuals are “wicked” individuals and
argued that the church needed to reconsider its position that sexual relations are appropriate
only in traditional marriages. George Carey, the Archbishop of Canterbury, maintained the
church’s more conservative stance (Wroe, 1996).

In churches throughout the world, gay ordination is at the center of an often passionate
debate. Ironically, many members of a congregation are pleased with the caring, efficient pro-
fessionalism of a pastor or minister until they discover that she or he is a lesbian or gay; then
some feel they must leave the congregation.
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Conclusion

Homosexuality is a broad and intricate topic in the study of hu-
man sexuality. We have explored the genetic, hormonal, neu-
roanatomical, psychological, and sociological aspects of this sub-
ject. Although the controversies involved are uncomfortable for
some, controversy can motivate people to look at subjects in new

ways. This chapter has raised many contentious points, findings,
and perspectives, but we always encourage a fair and open-
minded approach. Perhaps no other chapter in this book will gen-
erate stronger feelings and, we hope, the desire to learn more.

Learning Activities

1. Based on your personal experiences and observations, do you
think that homosexuality is a mental disorder? Explain why or
why not.

2. If, in your own experience, you have noticed that some gay
males are effeminate in their mannerisms, which theory of the eti-
ology of homosexuality might best explain this?

3. If a gay or lesbian person were extremely apprehensive about
disclosing their homosexuality to others, what might be the very
best consequences of their decision to come out? What would be
the very worst consequences?

Key Concepts

• Homosexuality is the primary psychological and physical erotic
attraction to members of one’s sex.

• Alfred Kinsey described gender orientation on a sexual contin-
uum ranging from exclusively heterosexual thoughts, feelings,
and behaviors to exclusively homosexual thoughts, feelings, and
behaviors.

• Regarding different etiological factors in the development of ho-
mosexuality, the interactionist perspective holds that different the-
oretical approaches work together to provide a workable idea of
the origins of homosexuality.

• The localization of brain function perspective holds that each
specific area of the brain does one thing and one thing only; this
approach is controversial.

• Psychoanalysis refers to a theory of human growth and develop-
ment, a theory of personality, and a method of doing psychother-
apy. Sigmund Freud developed the psychoanalytic approach.

• In Freud’s psychosexual theory of development, children de-
velop a deep emotional attraction to the parent of the opposite sex.
This web of attraction leads to the Oedipus complex in little boys
and the Electra complex in little girls.



• Behavioral approaches to the etiology of homosexuality empha-
size an individual’s first heterosexual interaction in the emergence
of homosexual preferences.

• Social learning theory suggests we learn not only through our
own behaviors and reinforcement experiences, but also through
watching other people behave and experience reinforcements.

• In the “Exotic Becomes Erotic” theory of sexual orientation,
children growing up gradually see themselves as fundamentally
different from opposite-sex peers. Eventually they perceive oppo-
site sex peers as “dissimilar, unfamiliar, and exotic.” Erotic attrac-

tion is fundamentally based on experiences with those whom the
child perceives as different.

• Queer theory de-emphasizes a person’s gender orientation but
recognizes that to the extent that homosexuals are seen as differ-
ent or deviant, society is likely to manifest a cultural and political
bias.

• Homophobia is an irrational fear of homosexuals, the possibil-
ity of a homosexual encounter, or the recognition of homosexual
inclinations in oneself.

326 Human Sexuality: A Psychosocial Perspective

Suggested Readings

Burch, B. (1993). On intimate terms. The psychology of difference
in lesbian relationships. Urbana, IL: University of Illinois Press.

Card, C. (1995). Lesbian choices. New York: Columbia University
Press.

Hamer, D., & Copeland, P. (1994). The science of desire. The
search for the gay gene and the biology of behavior. New York:
Simon & Schuster.

Mondimore, F. M. (1996). A natural history of homosexuality. Bal-
timore: The Johns Hopkins University Press.

Murray, S. O. (1996). American gay. Chicago: The University of
Chicago Press.

Plant, R. (1986). The pink triangle. New York: Henry Holt and
Company.



Fertility, Infertility,
Pregnancy, and Childbirth

Fertility, Infertility,
Pregnancy, and Childbirth

OBJECTIVES

When you finish reading

and reviewing this chapter,

you should be able to:

� Distinguish between “fertility” and “fecundity.”

� Define “pronatalism” and explain its social manifestations.

� Discuss the sequence of events in the fertilization of an ovum,
its progression down the fallopian tube, and its implantation in
the uterus.

� Explain measures for increasing the chances of conception.
Sketch a basal body temperature chart and explain where the
chart indicates the period of peak fertility.

� Describe the procedure of in vitro fertilization and explain why
a woman might choose it.

� Describe GIFT, ZIFT, and intracytoplasmic sperm injection, and
note what fertility problems are most frequently treated with
each.

� Explain concerns people have about sexual intercourse during
pregnancy, and describe medical opinion about this.

� Outline the three stages of labor and describe the experience
of mother and baby in each.

� Summarize the Roe v. Wade Supreme Court decision,
emphasizing elements that have been addressed by state
legislatures.

� Describe the different methods of abortion, the risks of each,
and the time frame when health risks to the woman are
lowest.

� Summarize strategies for thinking critically about abortion,
and characterize women most likely to choose an abortion.
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F ertility” is a woman’s actual reproductive performance, that is, how many children she
has brought into the world. “Fecundity,” in contrast, refers to a person’s biological po-

tential to procreate. Fecundity involves ovulation in women and spermatogenesis in men,
whereas fertility involves becoming pregnant, carrying a pregnancy to term, and giving birth.
An earlier chapter’s discussion of ovulation and spermatogenesis related to fecundity, whereas
this chapter examines factors affecting fertility.

An important influence on how one thinks about fertility is society’s attitude about be-
coming pregnant and giving birth. In virtually all cultures throughout the world childbirth is
seen as a good thing. The uncritical promotion of the goodness and appropriateness of hav-
ing children is called pronatalism. Although we believe that having children is wonderful if
a man and woman want to do so, we also believe that becoming a parent is a choice and not
a necessary requirement for a full life. Thus this chapter approaches parenthood as a choice,
not an expectation or obligation. Of course, our culture applies many not-so-subtle pressures
to have a baby. Many people in their twenties or thirties assume that it’s “just time” to have a
child—after all, isn’t that what their mothers and fathers did? Often one’s parents and in-laws
make little comments such as, “I really love your new little kitten, but I’d rather have a grand-
child. . . .” Our language includes phrases revealing an implicit expectation that one should
have a baby: “I’m really excited by my new promotion at work, but I’m not sure I should take
it. After all, my biological clock is ticking. . . .”

Deciding to Become a Parent

When Is it Time to Have a Baby?
Parental, societal, and often ethnic and religious factors in-
fluence whether, when, and how often people have children.
One of the world’s foremost experts on psychological devel-
opment in adulthood, Dr. Bernice Neugarten (Fig. 10-1), in-
troduced the term “age clock” to refer to things we assume
we should be doing at certain times in our lives. People of-
ten formulate (but do not often discuss) a life plan or script
of the important events in our life’s journey. Many people
build children into their plans. But the issue of when to have
children can involve several complicated factors. Should you
have children when you’re young and the chances of prena-
tal and birth complications are lowest? Should you wait 
until after college, or maybe after finishing law/medical/
graduate/business school? Should you wait until you have
paid off your student loans? Until you’re settled in your ca-
reer? Until you can move out of your apartment into your
own home?
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From Dr. Ruth Westheimer

P regnancy and childbirth are the most natural of processes,
and you might think that by this point in history carrying a

baby to term and delivering it would be a simple matter. As a
mother of two, believe me when I tell you, it is not. Some aspects
of pregnancy are incredibly wonderful, but there are days when
you desperately wish someone would find a better way. Then
again, when you talk to a couple who has been trying to have a
child and can’t, their pain quickly makes you realize how lucky
parents really are.

I once interviewed several midwives for a book I was writing.
One commented that for years she’d told expectant mothers that
the period after childbirth would be difficult but manageable,
and then she had her own child and couldn’t believe how diffi-
cult taking care of a newborn baby actually was.

While pregnancy and childbirth are universal experiences,
they are also very personal. Remember that as you read this
chapter. At times you may feel you are reading a biology text-
book, but this chapter contains information that can touch you
very, very deeply.

“

FIGURE 10-1 Dr. Bernice
Neugarten, who developed the
idea of “age clocks.” These
comprise a person’s ideas
about what they feel they
should have accomplished or
what they should be doing at
certain “landmark” times in
their lives.



Note that even the preceding questions involve certain assumptions. Young people often
assume they will experience only one period of educational training, one career, or one mar-
riage. In fact, these assumptions often are not true anymore. Most people will have more than
one job and more than one period of educational or professional preparation, and many peo-
ple will have more than one spouse, and perhaps even more than one family. The point here
is simple: having a child is a personal choice that is affected by many factors, some of which
cannot be controlled.

The ways in which people approach life script “deadlines” for becoming pregnant have
recently been studied by Heckhausen, Wrosch, and Fleeson (2001). These investigators stud-
ied women who had firmly decided that they wanted to have a baby and had been successful
or unsuccessful in reaching this goal by the time they desired to become pregnant. The
women in the “missed deadline” group were between 40 and 46 years of age and had no chil-
dren. Those in the “met deadline” group were between 19 and 44 years of age, and their first
child was less than 1 year old. Finally, women classified as “urgent” in their pursuit of this
goal were between 27 and 33 years of age and had no children yet. Women who urgently de-
sired to become pregnant were found to invest significant emotional and financial resources
in reaching this goal, and by doing so seemed to avoid many of the negative emotional symp-
toms that often accompany feelings of failure in the pursuit of important personal objectives.
Importantly, subjects in the “missed deadline” group had long ago completely disengaged
from their desire to become mothers and had invested their motivational resources in other
activities and goals.  While it may not be easy to go on with one’s life in the face of such a se-
rious disappointment, apparently women in this situation find ways to create a life that is in
other ways highly enriching.

Factors Affecting the Choice to Become a Parent
Every culture celebrates becoming a parent the first time with a tremendous ritual, a “solemn
social act” (La Rossa, 1986). Although becoming a parent is a matter of free choice, society
applies pressures to have children. The Judeo-Christian tradition encourages young people
to be fruitful and multiply. On the other hand, economic factors may delay the decision to
have a child. One’s standard of living depends on how much money a couple earns, and of-
ten couples wait to have children until after a desired lifestyle is attained.

In addition, the arrival of a child is not always seen as a blessing. Glenn and McLanahan
(1982) have noted that raising a child costs a tremendous amount of money. In November of
1999, the U. S. Department of Agriculture estimated that a low-income family will spend
$115,020 raising a child born in 1998, an “average” family $156,690, and an upper-income
family $228,690—not corrected for anticipated inflation. Additionally, parenting can be emo-
tionally exhausting, frustrating, and thankless, and the presence of a child or children in a
household can foster marital problems, conflicts, and power struggles.

Nonetheless, motherhood has a respected status in our society, and wanting to be a “good
mother” is for many young women an important part of their identity. More recently, being a
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Letter to Dr. Ruth Westheimer

Question:
I am 28 years old, married, and the youngest of three sisters.
Both my older sisters are married and have three or four kids. My
husband and I want a family but don’t think we’re ready yet. But
both our parents keep saying we’re selfish and “wrapped up in
ourselves” and it’s starting to make me angry. I want to be po-
lite, but firm too. What should I say?

Answer:
As a parent I too do not always agree with every decision my
adult children make, but I try to follow an old German saying
about grandparents: Schweigen, Schlucken, Schenken. This

means grandparents should be quiet, swallow their advice, and
give gifts. This applies also before becoming grandparents. As a
couple, sit down with each set of parents and let them know,
firmly but politely, that you plan to have children but that it is not
their business to help you decide when. I know this may be dif-
ficult. But since they’re not going to be there to change every di-
aper, wake up for every 2 AM feeding, or pay for every bill, it’s
not their decision to make. They won’t be happy with this, but
don’t argue—just remain firm. Later on, if they still bring it up, just
remind them of this discussion and close the subject. You are
adults and nobody, not even your parents, can tell you when is
the right time to have your children.



“good father” has also gained more social status. In part a result of the feminist movement,
women feel less obliged today to follow this imperative and to instead develop a sense of their
self-worth apart from their reproductive “performance.”

Couples often wonder what impact a child will have on their relationship (Fig. 10-2). De-
spite the many wonderful feelings of parenthood, there can be several unhappy consequences
for a marriage. Bell, Johnson, McGillicuddy-Delisi, and Sigel (1980), cited in Abbott and Wal-
ters (1985), have enumerated many potential problems:

(a) lower morale of the parents, often due to fatigue

(b) less satisfying, less frequent marital communication

(c) less equal relations between husband and wife

(d) an increase in the number of rules mothers expect children to follow—although, in-
terestingly, the number of rules diminishes in families of five or more

(e) a decrease in parental attention to other children

(f) an increase in family tensions

(g) less parental attention to the school progress of other children

(h) a decrease in parent-child closeness (except in later-born children)

(i) an increase in parental authoritarian behavior

(j) a decrease in maternal energy

—Adapted from Abbott and Walters 1985, 187-188

Still, most married adults have children, and these negative outcomes are most often bal-
anced by the positive aspects of having a child:

(a) the joy of watching a child grow up

(b) reexperiencing one’s own childhood

(c) a powerful sense of feeling loved and needed

(d) feeling one is playing a part in creating the next generation

(e) learning about child development

(f) perpetuating one’s family name and traditions

Many of us when young never question whether we will become parents; we simply assume
that sooner or later we will. Having younger siblings in the household offers a glimpse of the
pleasures and pitfalls of parenting. Adolescents when babysitting may begin to formulate a
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FIGURE 10-2 Children can affect a couple’s relation-
ship in different ways. While the experience of parent-
hood can be very enriching, children can require enor-
mous resources in time, patience, energy, and money.



life script that includes behaviors they are “rehearsing” when caring for other people’s chil-
dren. Babysitting is like a “real-life role-play” of what many girls have done for years: playing
with dolls. Similarly, taking care of a little brother or sister can teach one about infants and
children and can affect how one feels about becoming a parent. On the other hand, someone
who experienced or observed abuse from a parent may have no desire to again be part of a
nuclear family with children. The point here is that the decision to become a parent is per-
sonal and reflects one’s life experiences.

Mature Parenting
Pamela Daniels and Kathy Weingarten’s book Sooner or Later. The Timing of Parenthood in
Adult Lives (1982) is a good discussion about the decision to become a parent. These writers
examine the question of when to choose to have a baby from different perspectives:

� The Natural Ideal. Many couples do not deliberately decide to have a baby. Instead, they
share an unspoken intuition when they are prepared for this next step in their lives 
and marriage. Many couples can’t remember discussing the subject; it was always an un-
questioned assumption. Some couples decide to try to conceive immediately after mar-
riage, based on religious tradition or expectation. These couples often feel the same way
about having more babies. Usually the extended family happily expects the pregnancy and
birth.

� The Brief Wait. Daniels and Weingarten found this strategy in every generation, race, and
religious group in their American sample, especially among middle-class couples with a
college education. This couple first wants to get to know one another better, leave the mil-
itary, graduate from college or professional school, find their first jobs, travel, or purchase
their first home. They feel it necessary to get settled before starting their family. Many
young people enjoy their jobs and prefer to spend more time at work without feeling guilty
about parenting responsibilities waiting at home. Some couples experience a brief wait be-
cause of a fertility problem.

� Programmatic Postponement. Some people feel that before they can choose to have a baby,
they must grow up more themselves and develop their sense of self. Many feel that they do
not yet fully understand the reciprocal expectations of a love relationship. This can be true
of both spouses. “Psychological readiness” for parenthood is a common concern, as is the
desire to experiment with different lifestyles first. Some couples want to build a strong, in-
timate marriage before they invite children into it. People who postpone having a child for
these reasons often say they need more time to learn to manage their household, as is es-
sential when a baby arrives.

� The Mixed Script. Often women and men want different things at different times, and cou-
ples commonly differ about whether or when to have a baby. This difference of opinion can
affect the couple’s interaction in many ways, not just in terms of contraception issues and
pregnancy. Longstanding resentments and power struggles may occur.

� No Scenario. Many people simply don’t have a plan at all regarding becoming parents.
They may have only a vague idea of what they would like to be doing at different stages of
their lives. They simply have a style of taking what comes.

Other studies of the timing of parenthood reveal interesting differences. For example, Hardy,
Astone, Brooks-Gunn, Shapiro, and Miller (1998) followed over 1,700 inner city children in
Baltimore for 30 years and found that women who delayed the birth of their first child until
they were at least 25 years old had babies with more fortuitous developmental characteristics
and who were more self-sufficient as adults. The later birth of a first child is frequently asso-
ciated with higher educational attainment of the mother (De Wit & Rajulton, 1992), which
might enhance a woman’s parenting skills.

Becoming a Parent in Later Adulthood
Not everyone’s script is the same, of course, and many people will have more than one job,
spouse, and family in their lives. More people are becoming parents with a second or subse-
quent spouse later in adulthood. Additionally, effective contraception is more inexpensive
and convenient than ever before.
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Women who say their “biological clock is ticking” mean
several different things. Some desire to have a baby when
the chances of prenatal and birth complications are lowest;
others desire to have a child when one is young and ener-
getic enough to handle the exhausting tasks involved. Still
others would like to see their children grow up, marry, and
have their own children. In contrast, men often want to de-
lay the birth of their first child so that they can meet early
career challenges and then have more time at home to enjoy
their baby. In the last 100 years, more and more women
have waited longer and longer to have their first baby. A cen-
tury ago, married women in their late teens and early 20s
commonly gave birth to their first babies. Today, more
women wait until their mid- to late-20s (Fig. 10-3). Many
more women in their mid- and late-30s are now having chil-

dren, a trend true of both white and African-American women (Turner, 1992). This is so
even though women in their 30s and 40s have greater risks of problems during pregnancy
or childbirth.

Daniels and Weingarten studied women who had their first child in their 40s and found a
fascinating and diverse group of parents. Many had purposefully delayed their decision to have
a child for reasons such as those already described. The decision to become a parent at this age
typically involves a sometimes bewildering array of medical technology and diagnostic proce-
dures much different from what younger couples usually experience. These tests and tech-
niques allow analysis of many common risks of later-life pregnancy. For example, older
women have a higher risk of giving birth to a baby that is abnormal in some way, and amnio-
centesis can detect those cases in which problems may occur. While younger couples gener-
ally view the pregnancy’s progression trimester by trimester, older couples often conceptualize
their pregnancies in two periods: before and after the amniocentesis test (Daniels &
Weingarten, 1982). Amniocentesis is discussed more fully in a later section of this chapter.

Daniels and Weingarten found that there were three general types of adjustment to the ar-
rival of a new baby when the parents are at midlife.

� A Supplementary Experience. For new parents at midlife who saw the arrival of their new-
born as a supplementary experience, the baby’s requirements and the parents’ resources
seemed relatively well matched. Mom and Dad continued their prior roles and responsi-
bilities and found time to love and care for the infant. Their established lifestyle was not
overly disrupted, and they seemed able to carry out the additional, and sometimes unpre-
dictable, tasks of first-time mothers and fathers. This is often true of younger couples too.

� A Whole New Chapter. For some parents, the demands of parenting were continuous and
immense. These women and men entirely changed how they viewed themselves, their
lives, and their marriage. Old habits and behavior patterns no longer seemed flexible
enough. The infant didn’t join an existing family; it forced the creation of a new one
(Daniels & Weingarten, 1982, p. 205). Again, this too is true of younger couples.

� The Crunch. In a third version of parenthood at midlife the new mother and father felt
overwhelmed. They doubted whether their resources could meet the new demands of par-
enting. Previous expectations about babies, their marriage, their lifestyle, and being a par-
ent were badly out of sync with the realities of having a child.

The arrival of a newborn at midlife can validate long-held hopes, lead to a whole new life, or
create a frustrating awareness of inadequacy and unreadiness. The most common important
difference between older and younger couples is that the financial status of the family is usu-
ally stronger among older couples. This may provide a greater sense of domestic comfort and
security that can enhance parenting in ways younger couples do not often enjoy.

The Decision to Remain Childless
The decision to remain childless is not the same thing as infertility but is a deliberate deci-
sion. Because pronatalist biases are common in our society, people who decide that they do
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FIGURE 10-3 It is becoming
more common for couples to
delay a decision to start a
family. Involvement in a ca-
reer, second and subsequent
marriages, and the availabil-
ity of assisted reproductive
technologies are some of the
factors behind this change.



not want to have children are often viewed suspiciously by people who have children. They
may be seen as self-absorbed adults who think of nothing but themselves—which, of course,
is often false. In the years following World War II, for example, many couples, especially
those with upward professional and economic dreams, purposefully chose voluntary child-
lessness (Boyd, 1989). Personal and occupational advancement after the war often led to the
decision not to have babies. The same considerations are relevant today. In an extensive lon-
gitudinal study of young adults who decided to remain childless (Bram, 1985), two-thirds of
the couples who chose this option still had no children 7 years later, while most of those who
were delaying their decision to have a baby had children by this time. Generally, people who
decided not to have children reported a high degree of life satisfaction and were content with
their decision.

A study in Australia (Callan, 1983) revealed that voluntarily childless couples perceived
themselves as intelligent, practical, individualistic, self-fulfilled, and well-adjusted, while other
individuals who had children described them as selfish, unusual, and to be pitied. Although
some couples choose to remain childless as a temporary lifestyle consideration, others report
that they experience conflicting demands of work, family, and traditional parenting roles and
in general do not like children (Nave-Herz, 1989). Another study showed that American un-
dergraduates felt couples who were voluntarily childless had a significant social stigma, as if
these individuals were somehow deprived of a “normal” part of adulthood (Lampman &
Dowling-Guyer, 1995). In contrast, couples who were involuntarily childless were frequently
evaluated positively. Jacobson and Heaton (1991) analyzed data from over 13,000 adults in the
National Surveys of Families and Households (1987-1988) to reveal that 3.5 % of the men and
2.8 % of the women were childless by choice. This survey revealed variables associated with
the decision not to have a child. More highly educated women were less likely to want to be-
come parents, as were those not reporting a religious preference or affiliation, those who re-
ported working more than 40 hours each week, and those who didn’t want to work at all.

Recently a pattern of couples with dual income, no kids (DINKs) has become popular in
the United States. Many DINKs know early in life that they do not want to have children,
while others gradually develop this feeling. Some become DINKs because they delay the de-
cision until it is too late or because they have become too comfortable in a lifestyle free of
childrearing obligations. Some simply believe that they wouldn’t make responsible mothers
and fathers. Despite their well-intentioned motives, many DINKs are openly criticized by
those who have children.

Preparing For a Healthy Pregnancy
A healthy young woman who is free of serious health problems, well-nourished, and receiv-
ing regular medical attention has an excellent chance of giving birth to a very healthy baby.
Except for the mother’s age, these factors involve time, care, and making informed decisions
before and during the pregnancy. Yet good prenatal care is mostly common sense.

Effects of Maternal Age Biologically, a woman’s best time to have a baby is during her
20s, although safe, uneventful pregnancies are common both before and after this “window
of opportunity.” Pregnancy during the teenage years carries a higher risk of complications
during pregnancy and childbirth; some experts believe these risks are four to five times
higher than for women in their 20s. After a woman reaches her 30s, the risk of having a child
with Down syndrome begins to increase dramatically. With this chromosomal abnormality
children have a flattened facial appearance, small folds of skin over the topmost portion of
the eyes, a flattened bridge of the nose, small hands and fingers, and short stature. Down syn-
drome is associated with varying degrees of mental retardation, with an average IQ of about
50 (90 to 110 is normal). The chances of giving birth to a baby with Down syndrome at age
20 are about 1 in 1,923, while the chances at age 40 are about 1 in 109 (Daniels and Wein-
garten, 1982). Scientists don’t know exactly how age is related to Down syndrome, but it
clearly is. Amniocentesis can tell a couple whether their fetus will be born with Down syn-
drome and allows them to consider terminating the pregnancy.

Teratogens Anything that can harm the embryo or fetus in the uterus is called a teratogen.
Teratology is the study of birth defects. Many prescription and recreational drugs can harm
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Some adults assert that in
light of current events, they

“would never consider
bringing another child into this

world.” Explain what you
believe these individuals

mean and assess the reality of
their claim.

FOR DISCUSSION . . . 



the developing embryo or fetus. Generally, a teratogen that affects the embryo (the period be-
tween the end of the second week of pregnancy and the end of the eighth week) has the great-
est impact because at this time the body’s major organ systems are forming and beginning to
function. Disruption of this developmental progression can have devastating and permanent
effects on the baby’s appearance, the functioning of its internal organs, such as the heart and
brain, and even its survival. Fetal alcohol syndrome, for example, is a condition caused by
women drinking alcohol during their pregnancy (usually three or more drinks a day) (Abel,
1981). Babies are born with physical abnormalities and later often manifest psychological and
behavioral problems as well (Fig. 10-4). Most obstetricians recommend that women drink no
alcohol at all while they are pregnant.

According to the Council on Scientific Affairs of the American Medical Association (Re-
port 15, June 1999):

Alcohol consumption during pregnancy is associated with smaller neonatal head size,
neuropathological changes, and electroencephalographic disturbances. Children affected
by fetal alcohol syndrome exhibit developmental delay, hyperactivity, delayed motor de-
velopment, poor psychomotor performance, and visual- perceptual deficits.

The effects of cocaine on an embryo or fetus can be catastrophic. Cocaine in adults can
cause extreme fluctuations in blood pressure, and the same occurs in a fetus if its mother
uses cocaine. However, because blood vessels are not yet fully formed in the fetus, rapid
and extreme changes in blood pressure can cause vessels to rupture, and prenatal strokes
in the fetus often result. Unfortunately, the baby may be born with partial or even complete
paralysis, which will last throughout life. Children born to women who use cocaine during
their pregnancy may also have learning disabilities and behavioral problems that become
apparent only years later. Heroin also can cause life-threatening problems for a newborn.
Heroin used by a pregnant woman crosses the placenta and enters the fetus’ circulatory sys-
tem, and the baby is born addicted to heroin. Withdrawal from the addiction can cause
serious consequences, such as problems regulating body temperature, convulsions, and se-
rious digestive disorders, and in some instances the infant may die as a result of heroin
withdrawal.

Smoking tobacco is unhealthy for an individual in many ways, of course, and is especially
harmful if a woman smokes during pregnancy. The risks of spontaneous abortion and pre-
maturity are higher among smokers, and babies born to smokers typically have low birth
weight. People who smoke also are more likely to drink, multiplying the potential hazards to
the developing fetus.

Effects of Disease Diseases affecting a pregnant woman often adversely affect the embryo
or fetus, as well. A common example is rubella, also called German measles. If a woman con-
tracts this disease during the first trimester, the baby is almost certain to be born deaf and to
have a malformed heart, abnormalities in eye structure, and bone abnormalities in the lower
extremities. A woman thinking of becoming pregnant can have a blood test to determine
whether she has ever been exposed to rubella and has antibodies. If she has not, she can be
vaccinated against rubella before becoming pregnant, but a pregnant woman cannot receive
this vaccination. Fortunately, most young children are immunized against rubella when they
enter school.

Effects of STDs A later chapter discusses sexually transmitted diseases in detail; here we
only point out that several STDs can have devastating effects on the developing fetus. Women
with syphilis pass the disease to their fetus through the placenta. If a woman has or acquires
syphilis after the fourth month of pregnancy, its impact on the fetus is terrible. The infant will
be born blind, deaf, and retarded, often with gross physical malformations—or born dead. All
women are routinely tested for syphilis during their first prenatal visit, and many states re-
quire a blood test in order to get a marriage license.

In a woman with active gonorrhea at the time of childbirth, the infant will pass through
an infected birth canal and the bacteria will infect the newborn’s eyes. Therefore silver nitrate
eyedrops are always applied (regardless of the possibility of an STD) or antibiotics used, to
prevent blindness. Babies born to mothers with active chlamydia run similar risks when they
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FIGURE 10-4 A child with fe-
tal alcohol syndrome. Slow
growth, heart abnormalities,
widely spaced eyes, and men-
tal retardation are often asso-
ciated with this disorder.
Problems with motor coordi-
nation and memory are also
frequently noted.



pass through an infected vagina and are more likely to de-
velop an eye infection or pneumonia or die later of sudden
infant death syndrome.

Women with active genital herpes during a vaginal deliv-
ery face a very serious potential birth-related outcome. Gen-
ital herpes is a viral STD, and about half of all newborns ex-
posed to it during birth will develop encephalitis, a serious
brain infection, and die. Half of those who survive are likely
to be permanently blind. When a woman has an active out-
break of genital herpes, delivering her baby by Cesarean sec-
tion avoids the risks of infecting the newborn.

The most serious sexually transmitted disease is AIDS.
One-fourth of the babies born to HIV-positive women have
the virus at birth. It is not known why this happens to some
infants and not to others. The virus is also present in the
mother’s milk. HIV-positive babies are born with head and
face abnormalities and retarded growth.

Effects of Exercise In recent decades health professionals
have learned much about the benefits of maternal prenatal
aerobic exercise. The American College of Obstetricians and
Gynecologists recommends brisk walking, swimming, and
stationary cycling as safe, health-enhancing forms of exercise
during pregnancy (Table 10-1). Moderate tennis and jogging
are also acceptable for women who engaged in these activities
before their pregnancy and feel that they have the coordina-
tion and endurance to continue with modest exertion. 

Carmichael, Shaw, Neri, Schaffer, and Selvin (2003) have
shown that when women participate in a variety of aerobic
physical activities before they become pregnant the incidence
of neural tube defects in their babies is significantly dimin-
ished. Although the specific mechanisms of this finding are
not yet understood, data like this emphasize the importance
of regular exercise in the preconception period. Activities in
which a pregnant woman might fall should be avoided. Brisk
walking is a safe, convenient, effective form of exercise ap-
propriate for virtually all women through most of their preg-
nancy. Exercise at high levels of exertion is unnecessary be-
cause even moderate activity can maintain cardiovascular fitness. Women should avoid
exercise that would cause their heart rate to exceed 140 beats per minute and activities that
would cause overheating (over 101° Fahrenheit). Saunas and hot tubs should be avoided
throughout pregnancy because high body temperatures can cause some birth defects. One’s
body temperature can exceed 102° Fahrenheit when in a sauna or hot tub. After the third
month of pregnancy, a woman should avoid exercising on her back, which could cause a re-
duced heart rate, reduced blood pressure, dizziness, and a reduced flow of blood to the fetus
(The PDR Family Guide to Women’s Health and Prescription Drugs, 1994).

Effects of Diet Nutrition is basic to women’s overall health throughout life, and during
pregnancy it also affects the development of the embryo or fetus. A woman’s diet and the
amount of weight she gains have a major impact on the baby’s health. The ideal amount of
weight to gain in pregnancy depends on what the woman weighs when she becomes preg-
nant. If she is underweight, the recommended weight gain is 28 to 40 pounds. Women of nor-
mal weight should gain 25 to 35 pounds, and overweight women should gain 15 to 25
pounds. Usually weight gain in the first trimester is 2 to 4 pounds (The PDR Family Guide to
Women’s Health and Prescription Drugs, 1994). Pregnant women should consume about 2,500
calories a day. Most people’s diets have sufficient nutrients to support the developing baby, al-
though usually pregnant women need an iron supplement. Folic acid, calcium, and zinc re-
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TABLE 10-1

Health Guidelines During Pregnancy

Dietary Issues
Fruits and vegetables: Eat four or more half-cup serv-
ings of fruits and vegetables each day, especially those
rich in Vitamin A and natural fiber. Fruit and veg-
etable juices are also excellent.
Breads and cereals: Eat four servings of enriched
breads and cereals each day. Select whole grain breads
whenever possible.
Meat, eggs, and beans: Fish, poultry, eggs, red meats,
nuts, and beans. These are all concentrated sources of
protein. Eat three servings each day.
Dairy products: Milk, yogurt, and cheeses are all rich
in calcium and protein. Drink four 8-ounce glasses of
milk each day. Consult your physician if you cannot
eat dairy products.
Water: Drink 8 glasses of water each day.

Weight Gain
Most doctors recommend a 25 to 30-pound weight
gain throughout the course of pregnancy.
What You Should Avoid
Alcohol
Cigarettes
Medications unless prescribed by your doctor
Street drugs and narcotics
Caffeine
Exposure to sexually transmitted disease
What About Exercise?
Walking and swimming are excellent types of exercise
for pregnant women. Stretching exercises developed
especially for pregnant women are helpful too.



quirements also increase during pregnancy. Folic acid supplements are associated with nor-
mal development of the central nervous system and a low risk of spinal cord defects. Most
obstetricians recommend vitamin supplements during the second and third trimesters.

The Dynamics of Fertilization and Implantation

Chapter 3 described factors that determine ovulation and spermatogenesis. Fertilization, or
conception, refers to the union of a sperm and an egg. Until recently, scientists were not sure
exactly how a sperm penetrates an ovum. Figure 10-5 depicts a normal sperm and a normal
egg. Relative to their incredibly small size, sperm have an immense swim to accomplish be-
fore getting near the egg.

Fertilization usually occurs in the upper one-third of the fallopian tube after the egg is re-
leased from the ovary in the middle of a woman’s menstrual cycle. After intercourse with a
man with a normal sperm count, of the possible 500 million sperm left in the vagina, a total
of about 400 sperm will reach the region of the fallopian tube containing the ovum. Sperm
cells are among the smallest in the human body, measuring no more than about 2/1000ths of
an inch. Eggs are much larger and are barely visible to the unaided eye, measuring less than
1 millimeter in diameter. Most reproductive endocrinologists believe that sperm remain
motile and capable of fertilizing an egg for 48 hours after intercourse, and sperm have been
found swimming vigorously in the female reproductive tract several days after intercourse.
Although it is a long swim from the vagina to the top of the fallopian tubes, sperm can reach
the egg as soon as an hour after intercourse, although most take much longer. Sperm do not
swim in random directions; there is evidence that ova secrete chemicals that attract sperm to
the egg (Angier, 1992).

An egg contains half the chromosomes necessary for the creation of a new human being,
as well as nutrients that meet the energy needs of the rapidly developing cell mass after fer-
tilization. The ovum is surrounded with a thick, gelatin-like layer called the zona pellucida.
To fertilize an egg, a sperm must first penetrate this sticky layer, but sperm are built to do this
(Fig. 10-5). A sperm has three main parts: head, mid-section, and tail (see Fig. 3-24). The
whip-like motion of the tail propels the sperm in a wiggle-like motion. The mid-section con-
tains mitochondria, tiny little structures that break down carbohydrates to produce energy to
fuel the long swim. Mitochondria are found in most body cells. The head of the sperm con-
tains the chromosomal material for fertilization. A little capsule on the tip of the head, called
an acrosome, contains the enzyme hyaluronidase, which is essential for fertilization.

An ovum making its journey down the fallopian tube is covered with protective cumulus
cells. Sperm surrounding the ovum must force their way through this layer of cumulus cells.
Some investigators believe the ovum secretes a substance that attracts sperm during their fi-
nal swim up the fallopian tube (Roberts, 1991). It is not known whether the ovum itself se-
cretes an attractant substance or the fluids that surround it. Researchers are studying this is-
sue in hopes of developing new treatments for some types of infertility or possibly advancing
contraceptive technology. A sperm cell that has penetrated this layer of cells can bind to a
sperm-receptor molecule in the zona pellucida. Investigators have discovered a specific pro-
tein molecule called P34H on the surface of human sperm that seems necessary for the early
binding of the sperm to the zona pellucida (Itzhaki, 1996). This substance is added to sperm
while passing through the epididymis. When sperm bind to the ovum, the acrosome releases
its enzyme, which begins to break down the zona pellucida. A sperm cell that penetrates the
zona pellucida then enters the ovum, and cell membranes of the egg and sperm fuse. This
causes a chemical change in the tiny space between the egg and the zona pellucida that makes
the sticky, gelatin-like covering impenetrable to other sperm so that the egg cannot be fertil-
ized by more than one sperm. When the chromosomes from the egg and the chromosomes
from the sperm become enclosed within two pronuclei, and these fuse, the fertilized egg be-
comes a zygote, and cellular division and development begin. All this takes place high in the
fallopian tube (Fig. 10-6).

Scientists for decades have studied the timing of sexual intercourse in relation to ovula-
tion and the most likely time to result in fertilization. The ovum remains fertilizable for about
48 hours after ovulation. Must sperm be present before ovulation for fertilization to occur, or
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FIGURE 10-5 Scanning elec-
tron micrograph of a human
sperm fertilizing an ovum.

Fertilization The union of a
sperm and an egg. A fertilized
egg is also called a zygote.

FIGURE 10-6 Scanning elec-
tron micrograph of a human
blastocyst 4 or 5 days after
the ovum has been fertilized.



can they be present any time during this 48-hour period? A systematic study of this question
analyzed a sample of 221 healthy women who wanted to become pregnant after discontinu-
ing birth control pills (Wilcox, Weinberg, & Baird, 1995). They kept daily records of when
they had intercourse, and daily urine samples were analyzed to measure the metabolites of
estrogen and progesterone to provide evidence about the time of ovulation. After 625 men-
strual cycles in these 221 women (an average of 3 months for each subject), 192 became preg-
nant, with two-thirds of these pregnancies resulting in a live birth. Conception occurred only
when intercourse took place during the six days preceding the day of ovulation, and preg-
nancy never occurred when intercourse took place after the day of ovulation, even though
the ovum can survive for 2 days. In this study the timing of sexual intercourse was not re-
lated to the baby’s sex. When intercourse took place 5 days before ovulation, there was a 10%
chance of pregnancy occurring, rising to 33% when intercourse took place on the day of ovu-
lation.

Choosing a Child’s Sex
When asked if they want a boy or a girl many couples say, “We don’t care, just as long as it’s
healthy.” Some couples definitely have a preference, however, for various reasons. In some so-
cieties a boy is desired to carry on the family name, work in the family business or farm, or
assume a position of local political authority. Different societies attribute different levels of
importance and privilege to males and females. For example, in the People’s Republic of
China, India, Bangladesh, and Egypt there are explicit preferences for male children. Sex pre-
selection, as this is called, involves many ethical and medical issues.

Techniques exist that separate the two kinds of sperm so that one or the other can be used
to selectively fertilize an egg using in vitro fertilization, a technique discussed further in a later
section. Such techniques provide a means to predetermine the sex of the baby (Fig. 10-7).

Progression of the Fertilized Egg to the Uterus
Within 24 hours after the embryonic period begins, cells in the developing zygote begin to
divide in a process called cleavage. The fertilized egg’s journey down the fallopian tube takes
about 6 days (Fig. 10-8). Then it implants in the lining of the uterus, the endometrium,
which has been prepared by female sex hormones to receive it. One day after fertilization
there are two cells instead of one. On day 2 there are 4 cells, and on day 3 there are 8. When
implantation occurs, the developing embryo is called a blastocyst. The blastocyst remains in-
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Other Countries, Cultures, and Customs
Sexual Preselection of Males in Other Countries

I n many places in the world couples desire a boy baby. 
This is especially true in China, where couples are en-

couraged to have only one child and there are economic
penalties for having two or more children. Coale and Banis-
ter (1994) studied cohorts (groups of people born in a simi-
lar time-span) in China of people born from the 1930s on. In
every cohort studied there was a significant discrepancy be-
tween the numbers of males and females at the time of their
first census. In China, as well as some other countries pre-
ferring males, there are thousands of “missing” female chil-
dren. An implication is that girl babies have lower chances of
surviving, probably as a result of selective infanticide of fe-
male newborns. Even today, proportionately fewer females
are born, probably because of an increasing use of sex-
selective abortion.

Liu and Rose (1995) studied the social characteristics of
809 couples attending a sex preselection clinic in Great

Britain. The ethnic origins of many of these couples seemed
to suggest cultural influences on the desirability of having a
baby of a particular sex, usually male. Among these couples,
57.8% were of Indian origin, 32% were European, and 3.6%
Chinese. Couples who wanted to have a boy already had an
average of 0.09 boys in their family and an average of 2.70
girls. Couples wanting to have a girl already had an average
of 2.46 boys in their family and an average of 0.14 girls. Ob-
viously, the sexes of children already in the family strongly
affect why people seek sex preselection, or “family balanc-
ing” as it is sometimes called. Interestingly, over 80% of these
couples said that they wanted to have another child even if
they could not preselect its sex. Generally, Asian and Middle-
Eastern couples who visited the clinic preferred a boy.

Because there is less cultural pressure in the U.S. to have
sons, many Americans do not readily understand the desire
of people in other cultures to have a child of a particular sex.

Sex preselection Proce-
dures intended to allow a
woman and man to choose the
sex of their baby.



side the zona pellucida until just before it implants itself in the endometrium; it actually
“hatches” from this membrane. Recent research has shown that implantation is a highly
complex process (Genbacev et al., 2003). Molecules of carbohydrate line the uterus for only
a few days during a woman’s menstrual cycle.  These molecules have been shown to fit in a
“lock-and-key” fashion with a protein molecule called L-selectin on the blastocyst’s surface
and thus anchor the developing cell mass to the uterine wall. Soon after the blastocyst is im-
planted in the endometrium, profound changes occur in the tissue adjacent to it. The wall
of the uterus becomes highly vascularized to ensure plenty of available oxygen for the frag-
ile developing mass of cells. As described in Chapter 3, the corpus luteum produces large
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FIGURE 10-7 Technologies are
available that facilitate highly
accurate sexual preselection.
One common reason for using
these involves balancing the
number of girls and boys in a
family.

FIGURE 10-8 After an ovum
has been fertilized, it takes
about 6 days to reach the lin-
ing of the uterus where it be-
comes implanted. Various
stages of cellular division are
taking place during this time.
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Implantation of
blastocyst (Day 7)
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amounts of progesterone at this time to keep the endometrium soft, spongy, and healthy,
thus further guaranteeing the continuation of pregnancy. The embryo once firmly implanted
in the lining of the uterus begins to secrete a hormone called human chorionic go-
nadotropin, which stimulates the corpus luteum to continue its output of progesterone to
support the early pregnancy. This continues until the 11th or 12th week of embryonic de-
velopment, at which time the placenta itself secretes significant amounts of progesterone to
maintain the pregnancy.

Sometimes the blastocyst is not implanted in the lining of the uterus but instead nestles
into the peritoneal cavity surrounding the ovary or in the ovary itself, or it may get “stuck”
in the fallopian tube. An increased density of blood vessels occurs also when implantation
takes place where it shouldn’t, for the continued growth and development of the embryo. Im-
plantation occurring anywhere outside the uterus is called an ectopic pregnancy, which can
be dangerous because the blood vessels surrounding the embryo in its inappropriate location
can rupture and cause significant internal bleeding in the mother. Because these changes of-
ten cause abdominal pain and sometimes vaginal bleeding, medical intervention should be
sought for these symptoms at any time during pregnancy.

Most of the time these early weeks of pregnancy proceed well. The pregnant woman sel-
dom has any indications she is carrying an embryo. It is too early for the symptoms of early
pregnancy, such as “morning sickness” or fatigue to become apparent. Still, some women say
that they “just knew” that they had conceived at a particular time and are “aware” of life
growing within them even at this early time. Although these mysterious thoughts and feel-
ings should not be discounted, there are no physiological signs of pregnancy at this time. 

Increasing the Chances of Pregnancy

Timing of Sexual Intercourse
We described earlier the research of Wilcox and colleagues (1995) that demonstrated that
the chances of conception are highest after intercourse in the 5- to 6-day period preceding
ovulation. These results have not been replicated, however, and there is still some contro-
versy about a woman’s fertility the day or two immediately after ovulation. Nonetheless, im-
proving the chances for conception depend on determining exactly when ovulation occurs.
A woman can learn in several ways when she is ovulating or about to ovulate, as we first de-
scribed in Chapter 3.

First, recall that some women can actually feel themselves ovulate. A fertilizable ovum be-
ing released from the ovary is sometimes accompanied by lower abdominal discomfort called
“mittleschmerz,” which in German means “pain in the middle” (of her body, not her men-
strual cycle). According to Wilcox and colleagues, having intercourse shortly before ovula-
tion or on the day of ovulation provides the greatest opportunity for conception to occur.
Ovulation is often accompanied by a clear, odorless vaginal
discharge, which may be obvious as a slight wetness in a
woman’s underpants, usually indicating that ovulation has
just occurred. Since the chances of conception are best when
sperm are already present when ovulation occurs, however, it
is more helpful if the couple knows when ovulation is about to
happen. Fortunately, this is relatively easy to do with a basal
body temperature chart.

The Basal Body Temperature Chart The basal body
temperature chart is described in Chapter 3 and only summa-
rized again here. Figure 10-9 shows that the basal body tem-
perature is relatively unchanging in the days before ovulation
is about to occur. It is normally lower than the normal body
temperature of 98.6° Fahrenheit. Just before ovulation occurs,
the basal body temperature dips, sometimes as much as a half
to a full degree Fahrenheit. This clearly signals that ovulation
is about to occur, probably in the next 24 hours. This is the
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Human chorionic go-
nadotropin A hormone pro-
duced when an embryo be-
comes firmly implanted in the
lining of the uterus. The pres-
ence of this hormone in a
woman’s urine is detected with
pregnancy tests.

Ectopic pregnancy A
pregnancy in which a fertilized
egg is implanted someplace
other than in the lining of the
uterus (e.g., the pelvic cavity,
on an ovary, or in a fallopian
tube).
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FIGURE 10-9 A basal body
temperature chart, indicating
cyclic changes in the early
morning body temperature of
a woman who is not using
oral contraceptives.



best time to have intercourse to become pregnant. The next morning the basal body temper-
ature has risen, sometimes by as much as a full degree Fahrenheit. This means that she has
ovulated. The basal body temperature chart is a valuable tool to help a couple know when in-
tercourse is most likely to lead to conception. The chart can also reveal that a woman is 
not ovulating, something she should discuss with her physician if she would like to become
pregnant.

Note that Figure 10-9 illustrates a basal body temperature chart for a woman who ovu-
lates regularly and lives a stress-free, healthy, orderly life. Many women will not have such an
ideal chart, and many lifestyle issues can make a basal body temperature chart look relatively
chaotic. Not all women ovulate regularly. Many women experience significant, intermittent
stress throughout a monthly cycle. Catching a cold or flu or being chronically sleep-deprived
also disrupts the temperature chart and can make it difficult or impossible to know if a
woman has ovulated or when. Even women with highly regular menstrual cycles vary some-
what in the timing of ovulation because of stresses. Still, a woman who is not taking birth
control pills and wants to know whether she ovulates regularly can use a basal thermometer
to observe her cycle of fertility.

Over-the-Counter Ovulation Prediction Tests A more reliable way of predicting
ovulation than using the basal body temperature method is to use an over-the-counter ovu-
lation test kit (Fig. 10-10). Such kits can detect the increase in luteinizing hormone (LH) that
signals that ovulation will soon occur; if the couple wants to conceive a child, the day of this
increase is a particularly good time to have intercourse. Women vary in how much LH their
pituitary gland secretes before ovulation and also in how long the elevated hormone level
lasts. Kits sensitive to LH in a woman’s urine are most likely to indicate when she is likely to
ovulate. The kits available today include one type in which a test stick is exposed during uri-
nation and another in which a little cup is filled with urine and the test cassette added to it.
Generally a number of urine tests are done over several days, and each kit comes with sup-
plies for five or six tests. Different tests take from only a few minutes to as long as an hour to
indicate the presence or absence of LH. Ovulation prediction tests cost more than over-the-
counter pregnancy tests, but each kit includes several tests. The most sensitive ovulation pre-
diction tests work very well in about 85% of the women who use them (Consumer Reports,
October 1996). If a woman’s release of LH is comparatively brief (less than 10 hours), she
may need to test herself twice in one day to detect its presence.

Cervical Mucus Viscosity The word “viscosity” means “stickiness.” Throughout a
woman’s menstrual cycle, regular changes occur in the viscosity of cervical mucus that indi-
cate when ovulation is about to occur. Checking this is simple, takes very little time, and
costs nothing, but it may be a less accurate indication of when ovulation is about to occur.
The woman simply inserts a clean finger into her vagina and pulls out a small amount of mu-
cus and rolls it between finger and thumb. Throughout most of the menstrual cycle the cer-
vical mucus is dense, white, and opaque. A day or so before ovulation, however, the cervical
mucus is stringy, clear, and slippery. The woman may separate her finger and thumb and see
a thin fiber of mucus between them.

For a number of days after a woman’s menstrual period
there is virtually no mucus at all. Then for several days the
mucus is white or yellowish and thick, and then it becomes
clear and stringy. When she is no longer fertile, the cervical
mucus again becomes thick and cloudy. It takes time, pa-
tience, and practice to use this method to determine when one
is ovulating, but it can be used in conjunction with ovulation
test kits or basal body temperature charts to more accurately
determine when the period of peak fertility is occurring.

Although taking one’s temperature every morning or
checking one’s cervical mucus might seem inconvenient, any-
thing that helps to predict ovulation can improve the chances
of becoming pregnant, which can be important for a couple
having difficulty conceiving children.
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FIGURE 10-10 An ovulation
predictor test that detects a
rise in the amount of luteiniz-
ing hormone in a woman’s
urine. Ovulation usually fol-
lows peak levels of this hor-
mone by 12 to 24 hours.



A “Tipped” Uterus
In most women, the uterus tilts forward toward the bladder, but in one in five women it tilts
backward toward the rectum. This is called a “tipped” or retroflexed uterus and for some
women is associated with discomfort during intercourse. It was once thought that a
retroflexed uterus might cause problems in conceiving, carrying or delivering a baby, but doc-
tors now know this is incorrect (Reinisch, 1990). Because of the different orientation of the
uterus and cervix with respect to the vagina, the chances of conception might be improved
with rear-entry intercourse to provide a more direct path of sperm from the penis to the
cervix. This way, there will be less leakage of semen from the vagina after intercourse and
more sperm to swim through the cervix into the uterus.

Different Intercourse Positions
Except for women with a retroflexed uterus, the man-on-top intercourse position maximizes
the chances of conception, especially with the woman drawing her knees up high toward her
shoulders (Fig. 10-11A). It might even help to prop up her hips with a pillow during inter-
course so that semen is deposited in direct proximity to the cervix at ejaculation. This posi-
tion maximizes the opportunity for sperm to swim through the cervix. The man should en-
sure that his penis is as far inside his partner as possible when he ejaculates, should hold as
still as he can during ejaculation, and should withdraw as slowly as possible. If the woman
lies still on her back for up to an hour after intercourse, this minimizes the amount of semen
that leaks out the vagina. Some physicians even recommend that the woman insert a tampon
wrapped with plastic wrap into her vagina after intercourse to act as a plug to limit the se-
men that leaks out the vagina, but we know of no research studies showing this is effective.
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FIGURE 10-11 Cross-sectional
drawings of three intercourse
positions. (A) man-on-top,
(B) woman-on-top, and 
(C) rear-entry. The man-on-
top position maximizes the
chances of conception.



Generally, the woman-on-top position is less effective for conception (Fig. 10-11B), as is the
rear-entry position (Fig. 10-11C). Note, however, that getting up right after intercourse does
not necessarily lower the chances of conception, nor does having intercourse while standing
up or in other positions, so no one should consider these “safe” positions when trying to
avoid conceiving.

Stress and Fertility
Chapter 3 discussed some factors affecting spermatogenesis in men, such as high testicular
temperatures that can reduce sperm production. The effect of environmental or psychoso-
cial stress on fertility is less well understood in both women and men. Both animal and hu-
man studies have demonstrated that stress adversely affects fertility, although among hu-
mans this is most clear only at very high levels of stress, such as among inmates of
concentration camps (Negro-Vilar, 1993). The effects of more common forms of stress are
more difficult to ascertain. Generally, people experience stress when they must make ad-
justments in their lives, and the greater the need for adjustment the greater the amounts of
stress people report. Much of what is known about the effects of stress on fertility is anec-
dotal. One large, systematic study of the effects of stress on semen quality (Fenster, Katz,
Wyrobek, Pieper, Rempel, Oman, and Swan, 1997) provided a better understanding of this
relationship. These investigators studied the effects of job stress and life-event stress on se-
men quality. Sperm count, sperm motility, and semen volume seemed unaffected by job
stress and most life-event stress. However, in men who experienced the death of a close fam-
ily member, sperm motility was diminished and the number of abnormal sperm forms in
their semen increased. Again, the impact of stress on fertility seems clearest at higher levels
of psychosocial stress. Vartiainen, Saarikoski, Halonen, and Rimon (1994) studied the ef-
fects of lifestyle and personality factors in 191 healthy women who had not had a child.
Women who had a low number of negative life events and few psychosomatic symptoms had
higher than average fertility. It remains to be seen whether the reverse is true: whether a high
number of negative life events and many psychosomatic symptoms are associated with fer-
tility problems. Psychosocial stresses have been clearly related to changes in the progress of
pregnancy, however. Vartiainen, Suonio, Halonen, and Rimon (1994) found that certain
stressors were clearly related to complications of pregnancy, such as low birth weight. These
included negative life events, anxiety, and physical and mental work stress. A woman’s per-
sonality traits, strategies of coping with stress, and her social support system did not seem
to offset the negative effects of these factors.

Some scientists speculate that the elevated levels of stress hormones, which generally ad-
versely affect our health, may also affect sperm production and ovulation. These hormones
are secreted by the adrenal glands and are often referred to as catecholamines. More will be
known about these effects in the future.

Eating Disorders and Fertility
A relationship exists between eating disorders and fertility. In virtually all mammals, food in-
take is closely related to reproductive capacity in females. If a woman eats too little, or far too
little, her body automatically diverts resources from regular ovulation and menstruation to
other functions related to survival. A woman’s reproductive physiology depends on the
hourly availability and breakdown of food. This is more important than her general body con-
figuration or ratio of lean body mass to fat (Wade, Schneider, & Li, 1996). If nutrition is in-
adequate for any reason (famine, too much exercise, or eating disorders), temporary or long-
term infertility results.

A study of 66 infertility clinic patients found 16.7% to suffer from an eating disorder
(Stewart, Robinson, Goldbloom, & Wright, 1990). Because many women with eating disor-
ders are of normal weight and appearance, and because eating disorders are stigmatized, these
researchers caution gynecologists to explore more carefully patients’ dietary habits and con-
sider the possibility of eating disorders. Eating disorders can have many effects on a woman’s
reproductive functions (Stewart, 1992). These include a lack of ovulation, extremely light 
periods, lack of menstruation, lowered sex drive, temporary infertility, extreme morning sick-
ness during pregnancy, small weight gain during pregnancy, small-for-gestational age new-
borns, low-birth-weight newborns, increased chances of illness in the newborn, and difficul-
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ties in breast-feeding. More so than ever before, obstetricians today are encouraged to inquire
carefully about a woman’s nutritional status and the possibility of eating disorders.

Discovering the Pregnancy
Women, men, and couples react in various ways to learning the woman is pregnant. Some
women and men begin to assess the suitability of their home and car and consider their fi-
nancial security; some are motivated to purchase unemployment or life insurance. Knowing
one is about to become a parent is an adult reality and a significant transition in a person’s
psychological growth and development. A couple who shares society’s pronatalism may feel
they are more “normal” now and have entered a natural next stage in life. Of course, with an
unplanned and unwanted pregnancy, people have very different feelings. Shock, fear, anger,
anxiety, and depression may occur and may persist for some time. An individual who con-
siders terminating the pregnancy with an abortion has much to think about and discuss and
very important decisions to make. A single woman who plans to keep her baby may feel ap-
prehensive and uncertain about the future and must consider the possibility of raising a child
without a partner and what that means to her lifestyle and financial situation. It may be nec-
essary to interrupt or terminate one’s educational plans. In all situations, however, learning
that one is pregnant is a milestone event in a person’s life likely to be remembered, either
warmly or with dismay, forever.

Sexual Intercourse During Pregnancy Many couples wonder whether sex during
pregnancy could in any way hurt the pregnancy or the embryo or fetus inside the uterus.
Studies of the effects of intercourse during pregnancy have failed to reveal any adverse out-
comes for the pregnancy, the birth process, or the newborn (Klebanoff, Nugent, & Rhoads,
1984). Most obstetricians tell their patients that so long as a woman doesn’t experience dis-
comfort, intercourse up to the beginning of labor is just fine. However, women who experi-
ence vaginal bleeding or uterine cramping are discouraged from having sex during pregnancy.
Sexual interest generally declines among women as their pregnancy progresses, although not
usually in their male partners (Barclay, McDonald, & O’Loughlin, 1994), and there is an
overall decline in the frequency of sexual intercourse. Nonetheless, couples not having in-
tercourse often engage in other avenues of erotic expression. Barclay, McDonald, and
O’Loughlin (1994) explored the sexual expression of 25 couples during pregnancy and found
that 19 of the couples continued to practice oral sex regularly and 3 had anal intercourse dur-
ing pregnancy, illustrating that alternative, non-intercourse avenues of intimacy are not un-
common during pregnancy. In the past some people worried that intercourse during preg-
nancy might be related to premature birth, but one study (Kurki & Ylikorkala, 1993) found
no such statistical relationship in a sample of over 400 women. However, early delivery is sta-
tistically associated with frequent intercourse along with the presence of bacterial vaginosis
(Read & Klebanoff, 1993).

Because a pregnant woman’s protruding abdomen may make the man-on-top position un-
comfortable, couples often explore other intercourse positions (Fig. 10-12). The side-to-side
position (either face-to-face or rear-entry) allows the woman to comfortably recline on her
side while being penetrated and also lets her partner caress her breasts and buttocks (Fig. 
10-12a). Similarly, the woman-on-top and rear-entry positions allow comfortable intercourse
without putting pressure on the woman’s abdomen. Physical intimacy is often important in a
couple’s relationship, and there is little reason to significantly alter a couple’s sexual expres-
sion during pregnancy.

Development of the Embryo and Fetus

Pregnancy Tests
A urine or blood test may confirm a pregnancy because both detect a substance produced by
the membranes surrounding an embryo, called human chorionic gonadotropin (HCG). Urine
tests can detect traces of this hormone by the 21st day of pregnancy. Blood tests are more sen-
sitive and can detect a pregnancy as early as 8 days after conception. Such tests are available
from primary care physicians, gynecologists, and often local health departments, and home
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Many couples enthusiastically
plan to have a baby and are

delighted to discover the
woman is pregnant. Yet when
reality sinks in, one or both
may become apprehensive.

Explain the reasons that may
underlie this ambivalence.
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pregnancy tests available at drugstores are sensitive enough to detect traces of HCG in a
woman’s urine by the first day of a missed menstrual cycle. The amount of HCG increases
rapidly during the first few days of pregnancy, doubling every two to three days (Consumer
Reports, October 1996). These tests are quick and highly reliable although they may produce
a false-positive result if a woman has recently given birth, taken certain fertility drugs, or had
a miscarriage, when there may still be high levels of HCG in her blood even though she is
not pregnant. In one type of home pregnancy test the woman puts the indicator in her urine
stream, and in another she collects her urine in a cup and then tests it. Although the test di-
rections indicate that they can be used at any time, the largest amounts of HCG usually oc-
cur in the first morning urine. The test registers the presence or absence of pregnancy in 2 to
5 minutes, and women are instructed to read the result right after the recommended waiting
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FIGURE 10-12 Intercourse po-
sitions that minimize pressure
on a woman’s abdomen are
more comfortable for her as
pregnancy advances into its
later stages.



period because waiting too much longer allows a “positive”
result to turn “negative.” Most home pregnancy tests have
good or excellent sensitivity and typically cost under $10
each. Women with a positive result should consider them-
selves pregnant and see their doctor to confirm the result.
Women who are anxious to become pregnant may test them-
selves well before their period is due and obtain a false neg-
ative reading, although some available tests can detect traces
of HCG in the urine well before this time (Fig. 10-13).

Early Development
We have described so far the development of the fertilized
egg up to implantation in the lining of the uterus. Now we
turn to the development of the embryo and fetus and the
most important changes occurring at different stages of preg-
nancy. The embryonic period begins at about the second
week of pregnancy, when the woman generally doesn’t yet
know she has conceived. A missed period is typically the first
sign of pregnancy, although women miss periods for various
other reasons too, including emotional stress, extreme fa-
tigue, significant weight loss, and illness. About 20% of women who are pregnant also have
some periodic menstrual discharge during the early months of their pregnancies.

Sometimes fertilization occurs but implantation does not. This often happens because
hormonal stimulation of the endometrium is inadequate to prepare it to receive this delicate,
dividing mass of cells. When implantation does not happen, the zygote is expelled through
the cervix without the woman even knowing that she conceived or that implantation failed
to occur. Fertilization and implantation are different processes, and the former does not lead
inevitably to the latter.

The period of the embryo extends to the end of the eighth week of pregnancy, at which
time the fetal period begins, which continues until birth. As shown in Figure 10-14, the em-
bryo doesn’t look at all like a little human being. In fact, early in the embryonic period the
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FIGURE 10-13 Over-the-
counter pregnancy tests can
be extremely accurate, but the
user must follow the enclosed
directions carefully. A number
of factors can lead to false re-
sults.

Research Highlight
Nonsurgical Treatment for Ectopic Pregnancies

Afertilized egg does not always progress down the fallo-
pian tube to the uterus but may instead begin to grow

outside the uterus in the pelvic cavity or in the fallopian tube
itself. As you know, this is called an ectopic pregnancy. Be-
cause of a recent dramatic rise in the number of young
women in the United States having ectopic pregnancies,
physicians have sought nonsurgical treatments for this prob-
lem, since surgical treatment has higher risks than most non-
surgical treatments. One relatively new medical treatment
holds promise for ectopic pregnancies.

A drug named methotrexate is commonly used in
chemotherapy for cancer. It selectively seeks out and attacks
cancer cells characterized by a high rate of growth and divi-
sion. Administered in a much smaller dose to a woman early
in an ectopic pregnancy, it similarly seeks out and selectively
destroys the fast growing and dividing cells of an early em-
bryo stuck in the fallopian tube or the pelvic cavity. This
treatment has been used in recent years with good results in
ending ectopic pregnancies without surgical intervention.

Doctors can determine whether the methotrexate has worked
by measuring the amount of HCG in the woman’s blood,
since elevated amounts of this hormone signal early preg-
nancy. If the level of this hormone falls suddenly, it may be
inferred that the pregnancy has ended. When methotrexate is
used and the HCG level does not fall, a second injection can
be given.

In one study (Thoen & Creinin, 1997) of 47 women with
ectopic pregnancies, 43 were treated successfully with
methotrexate; 36 were treated successfully with a single dose,
and 7 needed a second dose. Only 4 women required surgery
after methotrexate therapy failed to end the pregnancy. In
another review of methotrexate treatment of ectopic preg-
nancy, of 540 women treated with a single dose of this agent,
84% did not require further medical or surgical treatment
(Yao & Tulandi, 1997). This is a promising treatment for ec-
topic pregnancy undergoing further testing and controlled
clinical trials.



developing conceptus looks similar to the embryos of most
other animals with a backbone. As development continues,
however, the human appearance becomes compellingly obvi-
ous (Fig. 10.14).

Miscarriage, or Spontaneous Abortion
Once a fertilized egg is implanted in the lining of the uterus,
it doesn’t always stay there. Separation of the fertilized egg
from the endometrium is called a miscarriage, or sponta-
neous abortion. An estimated 20% of all medically docu-
mented pregnancies end in a miscarriage (Turkington, 1999).
The term abortion technically refers to the separation of a de-
veloping embryo or fetus from the lining of the uterus. When
this happens by itself, it is called a spontaneous abortion; the
term abortion used by itself refers to a medical procedure
making such a separation. About half of miscarriages happen
before the woman even knows that she has conceived. The
only indication that a miscarriage has occurred is usually an
especially heavy period. Most women who have miscarriages
are still able to become pregnant and have a baby in the fu-
ture. The term miscarriage is usually used when a pregnancy
is lost during the first 20 weeks; at a later time the term “fe-
tal demise” is used. Any time a pregnant woman experiences
vaginal bleeding, a miscarriage is a possibility, and the doctor
should be consulted immediately.

Miscarriages result from a number of factors. Abnormalities in immune system function-
ing may play a role, as well as hormonal imbalances, illnesses (such as rubella, diabetes, or
lupus), chromosomal abnormalities, and anomalies in the structure of the uterus and/or
cervix (The PDR Family Guide to Women’s Health and Prescription Drugs, 1994).

In those instances in which vaginal bleeding and abdominal pain accompany the rupture
of the amniotic sac surrounding the embryo or fetus, the cervix then widens somewhat, fol-
lowed by uterine contractions that expel the products of conception from the uterus. This
is referred to as an inevitable miscarriage. Sometimes, however, if the uterus does not fully
eject all the products of conception, an incomplete miscarriage results. In about 1% of preg-
nancies, none of the membranes, placenta, or embryo/fetus are expelled; this is a missed mis-
carriage. After incomplete and missed miscarriages, the cervix needs to be dilated surgically
so that the contents of the uterus can be removed. This procedure, called a D & C for dila-
tion and curettage, is usually performed between the 8th and 12th weeks of pregnancy. The
same procedure is also used for different conditions, including some unrelated to pregnancy
or miscarriage.

Dealing with a miscarriage can be extremely difficult. Feelings of depression, loss, guilt,
and remorse are common. Support groups and counseling can help a couple cope with this
very real loss. Because the couple may begin making plans to conceive again, antidepressant
or antianxiety medications should not be taken. While family and friends are usually aware
of the woman’s feelings, men also experience despondency after a miscarriage but seldom re-
ceive the same kind of support as their partners and often feel isolated. Keep this in mind the
next time you hear of a friend who has miscarried.

Development of the Embryo
At the very beginning the embryo is not much more than a developing mass of cells, but this
cellular proliferation and specialization occur according to a carefully organized, genetically
determined sequence of changes. Embryologists use the term differentiation to describe how
these early developing and dividing cells group together according to their future functions.
To simplify, these early cells can be considered in two groups: outside cells and inside cells
(Fig. 10-15). The outside cells differentiate into protective and nourishing membranes: the
amniotic sac surrounding the embryo and fetus, the chorion, the amnion, the umbilical cord,
and the placenta. The placenta is a semi-permeable membrane, meaning that some substances
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can pass through it and others cannot. Many viruses and bacteria can
cross this placental filter, but others do so less readily or not at all. Be-
cause the mother’s circulatory system and the embryo’s are linked, the
carbohydrates, fats, and proteins consumed by a pregnant woman reach
the developing embryo and fetus through the umbilical cord. Nutrition
for the developing embryo and fetus and metabolic wastes are exchanged
through the placenta. The placenta also produces the hormones proges-
terone and estrogen, as well as HCG, which stimulates the corpus luteum
to secrete progesterone and estrogen during early pregnancy until the
placenta can take over this function. The developing baby is surrounded
by amniotic fluid, which increases in volume throughout seven months
of pregnancy and then diminishes a little in the final two months. Amni-
otic fluid is much like blood plasma. Amniotic fluid is always being pro-
duced, as well as being resorbed as the fetus involuntarily swallows it and
absorbs it in its intestinal tract. The embryo’s and fetus’s metabolic wastes
are absorbed through the umbilical cord and reach the mother to be ex-
creted.

The “inside cells” eventually turn into the baby. Early in embryonic
development three cellular layers form and begin to differentiate: the ec-
toderm, mesoderm, and endoderm. These become the body’s major organ
systems. The ectoderm eventually turns into the skin, the nervous sys-
tem, sensory receptors, and some of the glands in the endocrine system. The mesoderm dif-
ferentiates into the circulatory system, bones, muscles, excretory system, and reproductive
system. The endoderm develops into the digestive system and respiratory system. Long be-
fore most women even know that they have conceived, many important embryological de-
velopments have already occurred. For example, the earliest structures of what will become
the brain and spinal cord are already formed 21 days after fertilization. The cells that will be-
come the baby’s heart begin to differentiate at 24 days, with the early heart taking shape dur-
ing the fourth week. The embryo’s arms and legs differentiate between the fifth and eighth
weeks, and the face begins to form then but does not yet have an obvious human configura-
tion. At this early point in embryonic development, the cerebral hemispheres of the brain are
two hollow sacs of very delicate tissue. At the end of the eighth week, the embryo weighs
1/30th of an ounce and is less than 1 inch long. Embryologists use the term organogenesis to
refer to the formation and early functions of the internal organs in the first two months of
pregnancy. During this time, the embryo is most vulnerable to birth defect-causing agents be-
cause any destruction or alteration of the embryo is multiplied many-fold with continued
growth and development. If such destruction or alteration is profound, the developing em-
bryo may not survive.

A human embryo’s appearance (Fig. 10-16) looks obviously distorted compared to an in-
fant’s. Two principles of embryonic and fetal growth are most obvious in the early develop-
ing embryo. Cephalo-caudal development means growth takes place first and most quickly to-
ward the head and later and more slowly toward the lower extremities; the embryo’s head
seems disproportionately large and its legs and feet are tiny.
Proximo-distal development means growth takes place first
and most quickly along the midline of the body and later and
more slowly at the tips of the extremities (hands and feet).
This is why the embryo’s trunk seems so large while its fin-
gers and toes are small. At the end of the period of the em-
bryo, all the internal organs have been formed and to some
degree have begun to function. Not until the 5th month of
pregnancy, however, do they lie in their correct positions in-
side of the body.

Development of the Fetus
The Latin word “fetus” means “young one,” and the fetus
looks more like a baby (Fig. 10-17). The fetal growth rate in-
creases dramatically, and all major organ systems are now
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FIGURE 10-15 Differentiation
of ectodermal, endodermal,
and mesodermal cellular lay-
ers in the early stages of hu-
man embryonic development.

FIGURE 10-16 Photograph of
a human embryo. Note the
cephalo-caudal and proximo-
distal directions of physical
growth and development.



formed and functioning. During the third and fourth months of pregnancy, the rate of mus-
cular development accelerates noticeably. The fetus grows more during the fourth month
than in any month of pregnancy. At the end of this month, the fetus is 6 inches long, and all
of the products of conception (external membranes and structures and the fetus itself) weigh
4 pounds. The heart of a 4-month-old fetus can circulate 25 quarts of blood every day. By the
end of the fourth month of pregnancy, most women begin to feel fetal movement, although
this varies. The earliest fetal movements don’t feel like elbows or knees poking or shoving the
inside of the woman’s abdomen but rather like a faint, internal tickle.

By the fifth month of pregnancy, the fetus’ skin is fully developed, but because as yet there
is little fat beneath it, the fetus now has a frail, bony appearance. The earliest physiological
manifestations of sleeping and waking now occur, and hair, finger and toe nails, and sweat
glands begin to appear. During the sixth month, the fetus can open and move its eyes, al-
though the visual part of the brain responsible for seeing will not be fully developed for at
least another 2 months. In the seventh month of pregnancy the brain undergoes its most dra-
matic rate of growth. There is a rapid increase in the number of nerve cells and maturation
of pathways within the brain, as well as pathways connecting sense organs to the brain and
the motor area of the brain to the body’s muscles. Toward the end of the seventh month oc-
curs a rather sudden appearance of neuronal connections (synapses) among nerve cells in the
outermost cellular layers of the cerebral hemispheres, the cerebral cortex. Until this time
there were few or no connections among nerve cells in the cortex, the part of the brain in-
volved in the most “human” capacities: perception, memory, judgment, and problem solving.
About 25 years ago a baby born at the end of the seventh month of pregnancy had a fair
chance of surviving, but today a baby born at this time has a good chance of surviving, using
sophisticated technology to assist in basic life functions. Many babies born even before this
time can now survive through aggressive, high-tech medical intervention.
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FIGURE 10-17 Human fetus.
Cephalo-caudal and proximo-
distal development are still
obvious. Note the amniotic
sac surrounding the fetus and
the amniotic fluid within it.
Portions of the placenta can
be seen at left.



In the last two months of pregnancy, the fetus gains about 8 ounces each week as its body
accumulates fat. During the last two weeks of pregnancy, the rate of growth slows as the pla-
centa loses some of its efficiency and the uterus drops to a lower position in the woman’s
pelvis.

A Couple’s Reactions to the Progression of Pregnancy
Feelings of anticipation and apprehension are common, especially during a first pregnancy.
Generally, a woman’s emotional reactions during the first trimester of pregnancy focus on
physical symptoms (e.g., nausea, vomiting, fatigue), and feelings during the last trimester of
pregnancy involve anxiety and emotional tension (Rofe, Blittner, & Lewin, 1993). The phys-
ical transition from not being pregnant to being aware of one’s pregnancy can be dramatic.
Later in pregnancy it is common to worry about the outcome of the pregnancy, the health of
the newborn, and the adjustment to a larger family. Because of this we feel it is imperative for
the father to be involved with the pregnancy from the very beginning. Although men differ
much in their desire to be part of this whole process, most want to be involved. Women and
men both enjoy the wonder of feeling new life move inside the uterus, and parent-baby bond-
ing can be said to begin like this. Marriages often change when the focus of the relationship
becomes the pregnancy, and sometimes this is difficult to handle, especially for men. Men
may feel they are not the sole focus of their partner’s attentions, and less frequent sexual in-
tercourse may reinforce their feelings of becoming “peripheral” to the pregnancy. In some
cases, a lot of time, money, and planning are invested in the pregnancy, with less time for one-
on-one intimate sharing and romance. The pregnancy may also involve the extended family,
with parents and in-laws sharing their (sometimes unwanted) advice, tips, and suggestions.

The Health of the Fetus

For centuries of recorded human history, events in the uterus were a mystery and a matter of
much speculation, sometimes quite fanciful. Many old woodcuts and sketches accurately
portray the physical appearance of the fetus, but many other illustrations show a miniature
adult in the womb. Today’s technology can tell us an enormous amount about the most
minute aspects of the internal and external growth of the embryo and fetus. Diagnostic tests
reveal much about the mother’s and developing baby’s health throughout the pregnancy. Ob-
stetricians do everything possible to consider the woman’s personal health history and any
genetic considerations that may affect the development and birth of the baby.

Ultrasound Imaging
Ultrasound imaging allows doctors to visualize a developing baby without disturbing the
pregnancy. High-frequency sound waves pass through the woman’s abdomen and into the ex-
panded uterus. Anything inside the uterus reflects these sound waves to produce an image
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Letter to Dr. Ruth Westheimer

Question:
I am a 25-year-old woman. When I was in my teens and early
20s I was pretty wild. One time I had chlamydia, but I got treated
and it’s gone. I also drank a lot and even used LSD a few times.
My husband really wants children, but I’m scared my past might
catch up with me and the baby might be born abnormal. Can this
happen?

Answer:
Because of your concerns, you should consider preconception
counseling before trying to get pregnant. This will include talk-
ing about your medical history and having a physical exam. This

is important for someone who has had a sexually transmitted
disease or used drugs. If you don’t already have a gynecologist,
choose one for this exam. Since this doctor might be the one
who delivers your child, you may want to interview several. Be
completely honest and open with her or him about your past. If
your husband will be going with you to the doctor and you don’t
want him to know some things about your past, call the doctor
ahead of time and give those details then. Hopefully your past
won’t affect your present plans. Even if there is some problem, it
is not likely to affect the health of a baby. Being completely open
with your doctor greatly increases the odds of both becoming
pregnant and having that healthy baby.

Ultrasound imaging A
procedure in which high-fre-
quency sound waves are pre-
sented to a pregnant woman’s
abdomen and penetrate into
the expanded uterus. The re-
sulting reflected sound waves
reveal the developing embryo
or fetus.



revealing the embryo or fetus. Ultrasound allows a doctor to estimate the developing baby’s
age by comparing the size of various body parts with established growth norms and to keep
track of its development in the womb (Fig. 10-18). Intrauterine growth retardation, which can
be determined with ultrasound, is a complication in about 5% of all pregnancies; it is impli-
cated in serious problems at or around the time of birth. The size, location, and efficiency of
the placenta can also be determined. These are all good indices of normal or abnormal fetal
development, and ultrasound helps determine when fetal monitoring equipment should be
used (Hobbins, 1997). Ultrasound can also confirm an amniocentesis prenatal diagnosis of
Down syndrome (Rotmensch, Liberati, Bronshtein, Schoenfeld-Dimaio, Shalev, Ben-Rafael, &
Copel, 1997) and guide the doctor’s insertion of the needle into the abdomen for this test.

Ultrasound can confirm an early pregnancy, reveal the presence of more than one embryo
or fetus, assess the efficiency of placental functioning, and determine the amount of amniotic
fluid. Because many of the fetus internal organs are visible with ultrasound, their form and
function can be assessed long before birth, and sometimes problems are diagnosed and
treated during pregnancy. The position of the fetus in the uterus can also be evaluated and
may guide the obstetrician’s decisions about how best to deliver the baby. Also, if the fetus’
heartbeat cannot be heard or if fetal movement ceases, ultrasound can help determine if a
problem exists.

Before an ultrasound test, the pregnant woman must drink a great deal of water and not
urinate before the examination. For a pregnant woman this may cause some discomfort be-
cause of the pressure of the fetus on the bladder. Most couples are excited when they first see
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FIGURE 10-18 Four ultrasound images revealing the progressive growth and development of a normal
embryo, and later the fetus. Significant specialized training is required to fully interpret images like
these. In bottom left figure, P indicates where the placenta is located.



the image of their developing baby, and developmental psychologists note that bonding
between parent and child can begin long before the baby is born. Eurenius, Axelsson,
Gallstedt-Fransson, and Sjoden (1997) studied how women and their partners reacted to the
results of ultrasound imaging during the second trimester of pregnancy in a sample of over
300 couples. The primary concern of most women and men in this sample was whether the
fetus had any malformations. The couples in this study generally reported the test was a pos-
itive experience.

Ultrasound imaging can be problematic as well, however. For example, sometimes ultra-
sound suggests there is a problem, a physical deformity for example, when at birth the new-
born is normal in every way (Angier, 1997). Similarly, ultrasound and other prenatal tests may
indicate an entirely normal fetus but doctors and the parents may later discover sometimes
profound and catastrophic abnormalities. Some are concerned too about whether the ultra-
sound test itself might cause problems. Scientists have wondered about the impact of high-fre-
quency sounds on the later visual and auditory performance of children. In a study of more
than 3,200 youngsters, however, no relationship was discovered between ultrasound testing
and later visual and hearing problems (Kieler, Haglund, Waldenstrom, & Axelsson, 1997).

Amniocentesis
Another prenatal diagnostic tool, amniocentesis, can detect certain genetic abnormalities in
the developing fetus. It is used for genetic abnormalities existing at the microscopic level of
chromosome structure or the number of chromosomes in developing fetal cells. Unlike ul-
trasonography, this test is invasive. For some four decades, it has been used routinely to as-
sess the fetus of pregnant women over the age of 35 because of their higher risk of conceiv-
ing a child with Down syndrome. In some cases younger women too are offered this test. The
test is recommended also for some women who previously miscarried and for those who pre-
viously had a child with a chromosomal abnormality, or when either parent is a carrier of a
potential inherited genetic defect.

As the fetus grows, many of its cells are sloughed off and remain suspended in the amni-
otic fluid surrounding it. Amniocentesis involves removing some of these cells in a fluid sam-
ple and examining their basic genetic characteristics. In most cases, amniocentesis is carried
out in the 16th week of pregnancy, which can be well determined with ultrasound, but also
as early as the 14th or as late as the 20th week. In the procedure, ultrasound is used to ac-
curately locate the placenta and fetus. Then a needle is inserted into the uterus through the
abdominal wall. A small amount of amniotic fluid is drawn out and sent to a laboratory where
the cells are grown and examined for signs of genetic abnormalities. This usually takes about
10 days to 2 weeks. The procedure carries a small risk; a recent study of almost 2,100 women
revealed a risk of spontaneous abortion in a second trimester pregnancy of 1.3% (Marthin,
Liedgren, & Hammar, 1997). Although amniocentesis can detect over 90 different genetic ab-
normalities, usually testing is done for only a few disorders, depending on the woman’s age,
sometimes the partner’s age, and the family histories of both parents. Should the test reveal a
serious genetic problem, the couple, with their obstetrician and perhaps a genetic counselor
or clergyman, may consider the agonizing decision of having a therapeutic abortion.

Chorionic Villus Sampling (CVS)
When a fertilized egg is implanted in the lining of the uterus, its attachment is secured by mi-
croscopic fingers of tissue called chorionic villi. Because they grow from a protective mem-
brane supporting the early embryo (the chorion), they contain the embryo’s genetic material.
Like amniocentesis, chorionic villus sampling (CVS) can detect many genetic abnormalities
in the developing embryo. The significant advantage of CVS is that it can be done as early as
the 8th week of pregnancy and the results take only a few days except when cells need to be
cultured in the laboratory, requiring about 2 weeks. CVS is usually performed at 9 to 12
weeks. Ultrasound is used to locate the fetus and placenta, and a needle is inserted into the
uterus either through the vagina and cervical opening or through a small incision in the
woman’s abdomen.

Doctors have generally considered the risk of spontaneous abortion to be about the same
for amniocentesis and CVS, although one study indicates that the risk of spontaneous 
abortion may be higher with amniocentesis (Cederholm & Axelsson, 1997). In a group of
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Amniocentesis A procedure
in which a needle is inserted
into the uterus through the wall
of the abdomen. A small
amount of amniotic fluid is re-
moved and sent to a laboratory
where cells in it are grown and
examined for signs of genetic
abnormalities.

Chorionic villi Microscopic
“fingers” of tissue that attach a
zygote to the lining of the
uterus.

Chorionic villus sam-
pling A procedure in which a
needle is inserted into the
uterus through the abdominal
wall, and chorionic villi are re-
moved and examined in the
same way as the cells removed
through amniocentesis.



147 women undergoing amniocentesis and 174 having CVS, amniocentesis had a sponta-
neous abortion rate of 6.8%, whereas CVS had a rate of only 1.7%. This study also showed
that in many cases, neither amniocentesis nor CVS reveals clearly the presence or absence of
genetic abnormalities and a second test needs to be carried out. Women in this study receiv-
ing amniocentesis required retesting in 19% of cases, while those receiving CVS required
retesting in only 5.2% of cases. All tests in this study were carried out between 10 and 13
weeks of pregnancy, a time often too early for clear results from amniocentesis. Even with
these highly advanced technological tools, prenatal diagnostic testing can still be unclear.
Both amniocentesis and chorionic villus sampling can detect several problems early in preg-
nancy, including the following:

1. Tay-Sachs disease—an inherited disorder of lipid metabolism
2. Cystic fibrosis—a deficiency of enzymes from the pancreas causing breathing difficul-

ties, and excessive loss of salt through perspiration
3. Sickle cell disease—an abnormality in the shape of red blood cells
4. Neural tube defects (e.g., spinal bifida)—an abnormality of the spinal column with

the protrusion of the spinal cord through the vertebrae
5. Chronic fetal hypoxia—respiratory difficulties due to a lack of oxygen
6. Potential for premature birth
7. Fetal lung immaturity
8. Various viral infections
9. Toxoplasmosis—a bacterial disease that affects the nervous system

10. Down syndrome—also sometimes called trisomy 21

Alpha-Fetoprotein
The fetus produces a specific protein molecule called alpha-fetoprotein (AFP). This sub-
stance can be measured in the mother’s blood and tested usually in the 16th to 18th weeks of
pregnancy. Elevated amounts of protein in the mother’s bloodstream could indicate a neural
tube defect in the fetus that causes the spinal deformity spina bifida. In spina bifida the mem-
branes surrounding the spinal cord, and sometimes the cord itself, protrude through the
spinal column, forming a large protuberance along the person’s back. This test cannot defin-
itively indicate a spinal cord malformation but indicates the need for follow-up testing, pos-
sibly including amniocentesis, to rule out this and other problems. Very low levels of AFP
may indicate the possibility of Down syndrome. In a study of over 48,000 pregnant women
with AFP levels measured (Crandall & Chua, 1997), 2.2% had results indicating mildly, mod-
erately, or highly elevated levels. In this sample 25% of those with mildly elevated levels gave
birth to babies with spinal abnormalities, while 88% of those with moderately elevated levels
and 98% of those with highly elevated levels had similar unfortunate outcomes.

Embryoscopy
The prenatal diagnostic tests discussed so far are only indirect measures of what is happen-
ing inside the uterus. In recent years, however, medical scientists have developed a method
for direct, visual inspection of the embryo or fetus, and the results are dramatic and in-
formative. Slender, imaging devices are now used inside the uterus in both pregnant and
non-pregnant women. These instruments allow scientists to view a developing human em-
bryo or fetus without compromising the pregnancy. Embryoscopy is carried out through the
cervix or a small incision in a woman’s abdomen. It is effective for diagnosing gross limb or
facial abnormalities as early as the first trimester of pregnancy and is often performed along
with amniocentesis (Reece, Homko, Koch, & Chan, 1997). The device does not enter the
amniotic sac and involves only a low risk, with few if any adverse consequences for the
mother or developing baby. Embryoscopy can also confirm problems that are only suggested
through ultrasound. For example, embryoscopy has been used to verify conjoined twins
(“Siamese twins”), a condition that may not be determined with certainty through ultra-
sound (Hubinont, Kollmann, Malvaux, Donnez, & Bernard, 1997). Embryoscopy has also
been used to study the effect of prenatal trauma on the placenta, which usually results in
small hemorrhages on the embryo’s head (Quintero, Romero, Mahony, Abuhamad, Vecchio,
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Holden, & Hobbins, 1993). When CVS leads to a suspicion of damage to the placenta with
potential harmful effects on the embryo, embryoscopy can demonstrate or disconfirm such
a speculation.

Another application of embryoscopy may profoundly impact future studies of prenatal
development and fetal health. The fiberoptic tube inserted into the uterus for imaging can in-
clude a thin needle to extract blood samples through the umbilical cord as early as in the first
trimester (Reece, Whetham, Rotmensch, & Wiznitzer, 1993). Analysis of prenatal blood sam-
ples can help diagnose and possibly even treat congenital diseases in the first trimester.

Other Prenatal Tests and Health Monitoring
In addition to the sophisticated tests described above, routine blood and urine tests are also
important for the health of the mother and developing baby. Blood tests for anemia are very
important. Because women lose blood each month during menstruation, the doctor wants to
establish that the pregnancy is beginning with enough iron in the woman’s bloodstream. An-
other test determines the presence or absence of Rh factor in the woman’s blood. Urine tests
help establish whether a woman has kidney problems or is diabetic. In routine prenatal ex-
aminations women are also screened for hepatitis B, syphilis, gonorrhea, and sometimes
chlamydia. Because the virus that causes AIDS can cross the placenta and enter the fetus’s
bloodstream, women who are at risk for AIDS are also given an HIV test during pregnancy.
The doctor will also check on the woman’s vaccinations, particularly for rubella. The preg-
nant woman also needs current vaccinations for tetanus and diphtheria.

Because a woman’s weight is particularly important during pregnancy, many doctors rec-
ommend that a woman who weighs too little or too much attain a normal weight for her
height and build and maintain it before becoming pregnant. Women who weigh too little are
more likely to give birth to babies who arrive too early and are too small. Women who weigh
too much are more likely to develop diabetes temporarily during pregnancy. Because there is
a strong connection between low folic acid levels in a pregnant woman’s bloodstream and de-
fects in the development of the neural tube, which will become the brain and spinal cord,
doctors encourage all pregnant women to take a folic acid supplement daily. This is typically
included in a prenatal multivitamin.

Finally, the woman’s blood pressure must be monitored frequently and carefully through-
out pregnancy. High blood pressure is the most common cause of mid- and late-pregnancy
fetal loss and is also implicated in inadequate prenatal growth and complications of child-
birth. Fewer than 10% of pregnant women have high blood pressure, and in most the prob-
lem is not realized until it is noticed that they are retaining large amounts of fluid and have
swollen fingers, feet, and ankles. In serious cases, an antihypertensive drug may be prescribed
to bring down the blood pressure. Usually pregnant women are encouraged to eat a diet high
in protein and low in salt and to stop smoking if they are still doing so. Untreated high blood
pressure may lead to a condition called preeclampsia, in which kidney problems develop,
leading to premature birth. Preeclampsia is also associated with kidney and liver damage and
visual disturbances in the mother. Women who receive regular prenatal check-ups are un-
likely to develop this problem or experience its serious consequences.

High-Risk Pregnancies
Pregnancy does not always go smoothly, and the term “high-risk pregnancy” is used to de-
scribe pregnancies in which bed rest and aggressive medical intervention may be needed at
home or in a medical setting. Many obstetricians advertise their competence in managing
high-risk pregnancies. Fortunately, few women have high-risk pregnancies. Gestational dia-
betes can cause the same problems for a newborn as longstanding diabetes, such as increased
thirst, increased urination, and weight loss. Women at risk for gestational diabetes may be
tested for this in the sixth or seventh month. Another problem requiring close attention is
persistent vomiting. Although nausea and vomiting are normal in early pregnancy, if they
continue throughout gestation a woman can become dehydrated and may experience kidney
and liver damage. In very serious cases of chronic vomiting a woman may enter a hospital 
to receive intravenous fluids under medical supervision. Vaginal bleeding may be a concern 
in pregnancy, and bed rest is usually recommended. Vaginal bleeding occurring later in
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pregnancy is usually caused by some condition of the pla-
centa or its attachment to the uterus.

Too little or too much amniotic fluid is another problem
requiring close medical monitoring. If there is too much am-
niotic fluid, the doctor may perform amniocentesis to draw
some from the amniotic sac. If there is too little, the fetus
might press on the umbilical cord, and the doctor may wish
to deliver the baby as early as is safe.

Another factor associated with high-risk pregnancy is Rh
incompatibility. The Rh factor is a protein carried in the
bloodstream. The Rh� and Rh� versions of this protein are
incompatible. If the mother is Rh� and the child’s father is
Rh�, the fetus too is Rh�. In this situation the mother’s im-
mune system reacts to the fetus as “foreign” tissue and man-
ufactures antibodies that slip back into the fetus’ blood-
stream and destroy its red blood cells. In a first pregnancy,
even if it doesn’t come to term, there are too few antibodies
to cause a problem, but in second and subsequent pregnan-
cies the accumulated antibodies cause a serious medical con-
dition. Women who are Rh� who conceive a child with a
man who is Rh� can receive an injection to neutralize these
antibodies, keeping the baby safe.

In most high-risk pregnancies, bed rest is recommended.
Being confined to bed is seldom pleasant even when the
woman knows it’s the best thing for herself and her develop-
ing baby. Gupton, Heaman, and Ashcroft (1997) explored
the perceptions of women staying in bed, through interviews
and diaries of their experiences. Because of the complexities
of high-risk pregnancies, doctors often want to ensure that
the pregnancy does not continue longer than appropriate for
the mother and her baby, and they induce labor, artificially
stimulating labor with synthetic hormones or by rupturing
the woman’s amniotic sac. Rojansky, Reubinoff, Tanos,
Shushan, and Weinstein (1997) studied 210 high-risk preg-
nancies and found that there were neither increased risks
caused by inducing labor in women with high-risk pregnan-
cies nor an increased risk of needing a Cesarean section.

The Process of Giving Birth

Most babies are born after nine months of pregnancy, although many arrive early and some
later. Although many pregnant women are excited and impatient about finally having their
baby, they often feel anxious and concerned once labor begins.

In a vaginal delivery (Fig. 10-19), the cervix gradually thins to allow the passage of the
baby’s head through the birth canal. As discussed in Chapter 3, the uterus is a large, hollow
muscle. During labor, the uterus contracts and relaxes rhythmically, and this gradually thins
the cervix. Although the progression of events is predictable, every woman’s labor is unique,
and her second and subsequent labors differ from each other as well. Lower abdominal
cramping that lasts about a half an hour even though the woman changes posture or position
generally signals she has probably begun labor.

Most doctors ask the woman to come to the hospital when her contractions are about 5
minutes apart in a first pregnancy. During this time she should not eat anything or drink any-
thing but clear liquids. First births take longer than subsequent ones because the cervix has
not been fully stretched before, and this takes time. Before labor, the cervix has not opened
very much, perhaps a centimeter or two. As labor progresses, the cervix opens significantly,
until at full dilation it opens to a diameter of 10 centimeters (4 inches). As the cervix dilates,

354 Human Sexuality: A Psychosocial Perspective

FIGURE 10-19 During a vagi-
nal birth, the baby’s head first
“crowns” as it slowly emerges
from the vagina (A), then the
entire head and shoulders
emerge (B), followed by the
trunk, buttocks, and legs 
(C). The umbilical cord is be-
ing cut in (C).



it becomes thinner; this thinning is called “effacement.” This is usually enough for uncom-
plicated progress of the newborn out of the uterus, into the vagina, and out of the body.

Inducing Labor
Late in pregnancy, the infant is large and the placenta begins to lose its efficiency as a semi-
permeable membrane. If the baby continues to grow, passage of its head through the mother’s
pelvis may become difficult. For these reasons, the doctor may recommend inducing labor,
which has become a common practice. If labor has begun and then stops, the doctor may rup-
ture the amniotic sac or administer synthetic hormones to keep labor progressing. When la-
bor is long and difficult, the risks of complications increase, especially for very young and
older women.

The Stages of Labor
Between a woman’s first contractions and the emergence of the baby are three stages of labor.
Most normal first births progress through these in 12 to 24 hours. Second and subsequent
births usually take less time, sometimes much less time, because the cervix has already been
fully stretched once. The first stage of labor, active labor, begins with the first contractions and
lasts until the cervix is fully open, or effaced. The second stage of labor involves the emer-
gence of the baby from the birth canal and is sometimes called expulsion. The final stage of
labor involves the passage of the placenta and membranes, collectively called the afterbirth,
through the vagina.

Active labor has three phases, with obvious changes as the woman progresses from one
to the next. The following outline describes what happens to most women most of the time,
but remember there are many individual variations.

� Early Active Labor. In this phase contractions are usually far apart, often 10 minutes or
more. They are not always localized in the abdomen but often involve feelings of tightness
in the back or groin. The timing and strength of these contractions vary much among dif-
ferent women. Women are typically told to stay home in early labor. The woman often feels
excitement and anticipation along with some apprehension. During this stage the cervix
dilates to about 4 centimeters (1.5 inches).

� Active Labor. Contractions now come about 3 minutes apart, and the woman focuses on
her labor and is less buoyant and outgoing. She is more attentive to the strength and du-
ration of each contraction. Each contraction lasts 45 to 60 seconds and is clearly focused
in the abdomen. Women often report they “feel one coming,” recognize when the con-
traction “peaks,” and feel it “die down.” The cervix dilates to about 8 centimeters (3
inches). The woman needs strong resolve to stay focused on each contraction, and many
women use relaxation techniques and breathing exercises to cope. Many women find this
aspect of active labor very uncomfortable and frequently request medication to ease their
pain. Most prepared childbirth classes emphasize the difference between “pressure” and
“pain,” however. Pain medications are administered in doses that interfere as little as pos-
sible with the baby’s vital functions while still providing some relief. Local anesthetics can
be administered in the cervix, the pudendal nerve (which numbs the perineum and does
not interfere with a woman’s ability to “push”), the spinal canal, and the epidural space
(the area between the spinal cord and the vertebral bones surrounding it). The couple of-
ten discusses these options with the obstetrician at some time late in pregnancy.

� Transition. During this phase of active labor, the cervix dilates fully to a diameter of about
10 centimeters (4 inches) to allow passage of the baby’s head. Most experts and mothers
agree this is the most demanding stage of labor. Contractions are strongest and longest,
with much less time between them. These contractions usually come every 2 to 3 minutes
and last from 60 to 90 seconds. A woman often feels very emotional and sometimes is ir-
ritable or even a little hostile during this stage, which often surprises her partner, who
might be coaching her during labor.

After progressing through these stages of active labor, the woman is usually ready for a
vaginal delivery. At the end of active labor the baby’s head is firmly lodged in the birth canal.
This is called “engagement,” which begins the second stage of labor eventually leading to ex-
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pulsion of the baby. The strength, duration, and frequency of contractions change, usually
now occurring every 4 to 5 minutes. During this time women are encouraged to begin push-
ing with each one. Although most women are quite tired at this time, their excitement and
anticipation usually offset their fatigue and discomfort. Each contraction nudges the baby’s
head further along in the birth canal, with eventual stretching in the perineal area as the head
descends from a position behind the woman’s pubic bone.

The baby’s head should emerge from the vagina slowly and gently, or the perineal area
may tear a little. To prevent tearing, the obstetrician may make a small incision called an epi-
siotomy between the vagina and rectum, which usually involves little or no discomfort. Af-
ter the birth the episiotomy is repaired with a few stitches, and moderate discomfort may oc-
cur as this incision heals during the next week or so. Women who have strong feelings
against having this procedure carried out should talk with their doctor about it so that efforts
can be made to accommodate their wishes as long as medically advisable. At this time in the
second stage of labor the woman is discouraged from forceful pushing and may be encour-
aged to breathe in a rapid, shallow way to avoid bearing down.

Because the bones of the cranium are flexible at this time and the head is soft, it is often
squeezed a little during expulsion through the birth canal. The head should be delivered
slowly, with care taken that the umbilical cord is not wound around the baby’s neck. Then
the remainder of the baby’s body emerges. The delivery room is now very busy. Secretions are
gently suctioned from the baby’s nose and throat. Its breathing, heart rate, muscle tone, color,
and reflexes are checked immediately and again 5 minutes later; this is called the Apgar score.
Silver nitrate drops are placed in its eyes. The umbilical cord is clipped and cut. The new-
born’s footprints are taken, a first record of the baby’s identity. During this period the placenta
separates from the wall of the uterus, sometimes with the doctor’s help, and emerges from the
vagina. The placenta and the cervix are quickly examined to be sure that no tearing has oc-
curred.

Cesarean Delivery
A Cesarean section, or C-section, involves a surgical incision through the abdominal wall
and uterus to deliver a baby promptly rather than through the birth canal (Fig. 10-20). It is
called “Cesarean” because Julius Caesar was supposedly delivered in this way, although
many historians doubt this. The high number of such deliveries in the United States invokes
much controversy, although this procedure can save the mother’s life, the baby’s life, and sig-
nificantly decrease the likelihood of childbirth complications. Some of this controversy in-
volves physicians’ desire to minimize risks during delivery, even if it means surgically ex-
tracting the newborn “just to be on the safe side.” Cesarean sections are usually performed
when labor would be medically unsafe or physically too demanding for the mother, when
the baby must be delivered as soon as possible and there isn’t time to induce labor, when the
baby is too large or positioned in a way that makes vaginal delivery hazardous, when there
is a medical emergency, or when the placenta’s position blocks the baby’s progress through
the cervix.

In most cases, an epidural block is used for anesthesia, and
the surgical incision is made lengthwise or in a transverse
manner. In an emergency the doctor may use general anesthe-
sia to begin the delivery more quickly. Because a Cesarean de-
livery is an invasive surgical procedure, there is risk of surgi-
cal complications, such as postoperative infection, blood clots,
and bleeding, and steps are taken to prevent these. Recupera-
tion takes much longer than following vaginal birth. Doctors
once thought that a woman who had a Cesarean delivery
would also have to have C-sections for any subsequent deliv-
eries, believing that the uterus with a healed incision would be
too weak to progress through labor without rupturing. The
thinking on this issue has changed, however. Most women to-
day are encouraged to consider a vaginal birth after a Cesarean
(VBAC), and about 60% of women who had a previous Ce-
sarean delivery will have uncomplicated vaginal deliveries. 
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Episiotomy An incision
made between the back of a
woman’s vagina and her anus
to facilitate the passage of the
baby’s head through her birth
canal.

FIGURE 10-20 In this photo-
graph of a Cesarean section
birth, the newborn’s head is
gently removed from the
uterus through an incision in
the woman’s abdomen. Some
risks associated with a vagi-
nal birth can be minimized
with this procedure.

Cesarean section A proce-
dure in which an incision is
made through a woman’s ab-
dominal wall and uterus so that
a baby can be delivered with-
out having to pass through the
birth canal; also called 
C-section.



Birthing Alternatives
In recent decades doctors, new mothers, and other medical professionals have explored child-
birth alternatives that recognize the desire of many parents to have their child enter the world
in a setting less technological than a hospital. In the past only rarely were fathers invited into
the delivery room to be present at the birth of their child and to offer emotional support and
medical assistance to the mother. Now there are a number of birthing alternatives. 

Alternative birthing procedures do not necessarily offer mother or infant significant med-
ical advantages over traditional strategies. However, couples who participate in Lamaze,
Leboyer, or Bradley protocols report feeling better informed and more in control through the
process of labor and delivery. Also, for a couple with concerns about possible effects of anes-
thetics on the baby, these methods offer strategies that minimize or eliminate the need for
such agents.

General Anesthesia Many women are very apprehensive about childbirth and desire
general anesthesia. Since general anesthesia also affects the newborn, however, it may not be
appropriate in high-risk pregnancies. If the woman has too much anxiety or if the pressure
and discomfort are overwhelming, general or local anesthesia may be the best alternative.
Women who choose these options are not bad mothers but are making a personal decision
about a highly personal matter and should not be criticized for this.

The Lamaze Method On a trip to the Soviet Union in 1951, the French obstetrician
Fernand Lamaze discovered to his surprise that many Russian women going through labor
did not require or request drugs to diminish pain. They managed their labor contractions by
focused concentration on pleasant memories or objects in the labor room. They also used
breathing exercises that kept high levels of oxygen in the bloodstream and allowed more con-
trol over the need to push, further minimizing pain. Of course, women delivered babies suc-
cessfully for thousands of years without any anesthetics. The Lamaze technique is a short
course in prepared parenthood. Couples attend six weekly classes lasting about 2 hours each.
All important pregnancy and childbirth topics are discussed. Women learn to focus their at-
tention and use various breathing techniques. Their partners are coaches who offer help tim-
ing contractions, gently rubbing the woman’s abdomen, encouraging them to concentrate,
providing ice chips, dabbing their foreheads, and so on. The assumption is that couples who
know a lot about labor and delivery know what’s coming and what their options are at each
step. Women who are relaxed and informed feel more in control and less apprehensive and
thus experience less physical discomfort and less frequently request pain medications. In-
struction concerning when and how hard to push eases the passage of the baby through the
birth canal. Studies have demonstrated that women who take Lamaze classes report less dis-
comfort during active labor (Leventhal, Leventhal, Shacham, & Easterling, 1989), and meas-
urably higher pain thresholds during labor (Whipple, Josimovich, & Komisaruk, 1990).
Lamaze instructors, usually women, are trained and professionally certified by the American
Society for Psychoprophylaxis in Obstetrics.

The Bradley Method Robert Bradley, a Denver obstetrician, developed a childbirth
method in the late 1940s that emphasizes relaxation exercises during labor but does not in-
clude breathing exercises as does the Lamaze method. Although fewer women use the
Bradley method than the Lamaze method, both emphasize the importance of relaxation and
education. Couples begin the Bradley method at about five and a half months of pregnancy
and learn 12 different relaxation exercises, which help women better manage their discom-
fort during labor. As in Lamaze classes, couples meet weekly in sessions typically lasting 2
hours. The father also is the coach, encouraging and supporting his partner through the
stages of labor and suggesting additional relaxation techniques if others become less effective.
The Bradley method encourages women to change position frequently during labor and not
lie on their backs. Taking a stroll or a warm shower are excellent diversions. Both the Lamaze
method and the Bradley method are basic and simple.

Leboyer Delivery Other natural childbirth techniques that minimize or eliminate anes-
thesia have also become popular. The French obstetrician Frederick Leboyer developed an
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approach intended to minimize the stress of delivery for the
newborn (Leboyer, 1975). Leboyer calls his method “birth
without violence.” He believes that spanking a newborn on
its bottom to stimulate breathing and having silver nitrate
drops immediately put into its eyes in a room of cold tem-
peratures and bright lights is an unpleasant way to come into
the world. Additionally, he believes it is unnecessary and
traumatic for the umbilical cord to be cut promptly after de-
livery. Instead, he believes that the cord should be left intact
for several minutes to allow the newborn to get used to in-
haling air before it has to do so on its own. Leboyer recom-
mends that as soon as the baby emerges from the birth canal
it should be gently laid on its mother’s warm, bare abdomen
and gently caressed. After a few minutes, the baby is placed
in a warm bath to induce calm relaxation (Fig. 10-21). Harsh
delivery room lights are turned off, and soft ones create a
more soothing ambience.

Childbirth Settings
At one time in the past virtually all babies were born at home. Today, women have more
choices for where they will deliver and the treatment and support they receive. Nonetheless,
most women in America still prefer to have their babies in the hospital, often because this
is the only place most obstetricians will deliver children and because of the technological re-
sources available in case a problem occurs during labor or delivery. Because the traditional
labor and delivery unit sometimes has a cold, impersonal quality, some hospitals have
“birthing centers” with a more relaxed, home-like atmosphere. Labor and delivery typically
take place in the same room, which is furnished more like a bedroom. Soft lights, curtains,
carpeting, wallpaper, and home furniture replace the more austere fixtures of most hospitals
(Fig. 10-22). But because the facility is located within the hospital, the doctor still has ac-
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FIGURE 10-21 In the Leboyer
method of childbirth, the new-
born is gently taken from
close skin contact with its
mother to a warm bath.
Lights are dimmed and soft
music often played. Although
medical assessment of the
baby is very important, strong
emphasis is placed on the
newborn’s comfort and its in-
teractions with its mother.

FIGURE 10-22 Many hospi-
tals now offer birthing cen-
ters, which offer a more 
comfortable, home-like envi-
ronment, so the birth of a
baby can often be attended by
friends and family members if
the parents feel at ease with
this.



cess to sophisticated equipment in case of an emergency, and the surgical suite is just down
the hall.

In recent years many obstetricians have welcomed midwives into their practice. Midwives
are thoroughly trained and certified to offer professional, nurturant care during labor and de-
livery. Controlled studies have demonstrated that midwives deliver babies that are just as
healthy after birth as those delivered by obstetricians (Davis, Riedmann, Sapiro, Minogue, &
Kazer, 1994). Many midwives work in hospitals and birthing centers, and others help with
home deliveries. In many rural and isolated localities, midwives play a central role assisting
women during childbirth when few other health care resources are available.

After Childbirth

Many adjustments must usually be made after a baby is born, and often the whole house-
hold changes. Domestic space is allocated differently, sleep schedules change, and the
whole concept of “free time” changes. Dealing with the demands of a totally dependent
newborn can be daunting, and the relationship between the mother and father may be
stressed at this time. People frequently say, “Your life will never be the same again”—and
this is true. This adjustment process involves many changes, just a few of which we’ll dis-
cuss here.

Postpartum Depression
Most women experience a normal period of sadness and irritability during the week or 
two after childbirth. Some cry more readily than otherwise. Women who stay in the 
hospital only briefly after giving birth are more likely to experience depression than those
who stay in the medical setting longer (Hickey, Boyce, Ellwood, & Morris-Yates, 1997).
This is an important finding, since health insurers generally discourage longer postpartum
hospital stays. Feelings of despondency, discouragement, and gloom that are serious and
persistent are called postpartum depression. Postpartum depression can last months. 
It has many of the same characteristics as any major type of depression: feelings of sadness,
an inability to concentrate, psychomotor agitation, and a loss of enjoyment in things 
one formerly found enjoyable. Sleep irregularities and appetite increases or decreases 
may occur. Women who were anxious or depressed before or during their pregnancies 
are more likely to be depressed for a long period afterwards. Women with bipolar 
disorder (manic-depressive illness) or premenstrual syndrome are also more likely to
experience prolonged depression after giving birth (Pariser, Nasrallah, & Gardiner, 1997).
One can easily feel overwhelmed by the pressures of being a new mother coupled with the
expectations of parents, in-laws, and one’s spouse. Everything has changed. Although hor-
monal factors are thought to play a role in these feelings, this mechanism is not fully
understood.

Most studies on postpartum depression have assessed the new mother’s mood 3 or 
4 months after she has given birth. If a woman is going to experience this disorder, it will
have become obvious by this time.  Recent evidence (Lee et al., 2003) has shown that evalu-
ating a woman in the first few days after childbirth does not yield accurate indications of the
later likelihood of her developing postpartum depression. Apparently, this mood disorder
cannot be screened accurately at this early time.

Before giving birth, many women and men are heavily involved in their jobs and fami-
lies and enjoy a sense of accomplishment in both. Leathers, Kelley, and Richman (1997)
demonstrated that the loss of this involvement has a large causative role in depression in
both women and men after the birth of a baby. Social scientists have studied whether women
in other societies experience postpartum depression similarly. Ghubash and Abou-Saleh
(1997) reported that postpartum depression in the Arab world is comparable to that re-
ported in both Europe and North America. Somewhat comparable data concerning postpar-
tum depression have been collected in Japan (Tamaki, Murata, & Okano, 1997), Dubai
(Abou-Saleh & Ghubash, 1997), and Brazil (Rohde, Busnello, Wolf, Zomer, Shansis,
Martins, & Tramontina, 1997). Antidepressant medications are often used in the treatment
of postpartum depression.
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Breast and Bottle Feeding
A large percentage of time spent caring for a newborn is devoted to feeding, and the baby gets
much more than nutrition while being fed. It gets the exclusive attention of the person dis-
pensing the milk. Some psychologists believe that infant feeding instills a sense of trust in a
child long before it can walk or talk. Virtually all nutritional needs are met by mother’s milk,
as well as by commercial formulas. Breastfeeding, which had become relatively rare after the
advent of commercial products, is popular again. According to the U. S. Department of Health
and Human Services (1996), 60% of American mothers breastfeed their newborns, many for
some time into infancy. Breastfeeding has many advantages. Human milk is high in fat and
low in protein, a good balance for a rapidly developing nervous system. Human milk has vir-
tually all the nutrients a newborn needs until it is about 6 weeks old and also carries the
mother’s antibodies to diseases. Breast-fed babies have fewer colds, intestinal problems, and
allergies than bottle-fed babies. Breast milk is more digestible than bottle formulas, and
breast-fed babies make a smoother change to solid foods.

Most women who breastfeed their babies find their feeding interactions satisfying, al-
though some women are uncomfortable or embarrassed about breastfeeding in public. Be-
cause breast milk is digested efficiently, the baby is hungry again in about 2 hours, compared
to 3 or 4 hours in formula-fed babies. For working women who breastfeed, this can be a prob-
lem. Many women therefore combine breast- and bottle-feeding. A study by Horwood and
Fergusson (1998) reported a link between how long an infant is breast-fed and later cogni-
tive development and academic achievement in school (1998). About 1,000 children in New
Zealand were studied; the length of breast feeding was documented, and from 8 to 18 years
of age their mental development and school performance were monitored. The longer these
children had breast-fed, the higher were their IQ scores at ages 8 and 9. Reading ability and
mathematical skill between ages 10 and 13 were similarly positively associated with length of
breastfeeding. At the end of high school, academic achievement scores were also positively
related to length of breastfeeding. The mothers of these children were a little older, better ed-
ucated, and wealthier, but these factors alone did not account for these findings. Interestingly,
in the recent past breastfeeding was more common among poorer American women. Today,
however, women of all socioeconomic levels breastfeed their babies.

Resuming Sexual Relations After Childbirth
Obstetricians generally recommend that a couple not have sexual intercourse for six weeks
after childbirth. The couple can explore a variety of nonintercourse expressions of physical
intimacy, of course. Masturbation, mutual masturbation, and oral-genital stimulation are
common alternatives. Since caring for a newborn can take up much of one’s time and energy,
a woman should not be surprised if she does not feel sexual for some time after childbirth.
Sometimes an episiotomy needs a long while to heal, and until then vaginal penetration is
probably uncomfortable. After a woman gives birth the low levels of estrogen in the blood-
stream cause a thinning of the walls of the vagina, which can make penile penetration
painful. Similarly, estrogen levels stay low while a woman breast-feeds. A non-petroleum-
based lubricant, like K-Y jelly, can make intercourse more comfortable. The couple may also
try intercourse positions that allow the woman to control the angle, rate, and depth of pene-
tration, such as the woman-on-top position. Pelvic thrusting should be slow and gentle soon
after childbirth. Women who delivered by Cesarean section need a prolonged period of ab-
stinence from intercourse while the surgical wound heals. Men often worry about hurting
their partners and women are apprehensive about penetration. If such worries persist a long
time, a sex counselor or therapist can help.

For about two weeks after childbirth, women experience a thin red vaginal discharge
called lochia. This is not menstrual discharge. In women who breastfeed, the return to cycles
of ovulation and menstruation is delayed. Women who do not breastfeed start having their
periods again in 2 to 3 months. Nonetheless, a woman who does not want to become preg-
nant again right away should not have unprotected sex at this time. The first periods may be
spotty and irregular but over time become more routine and uniform. The couple should con-
sider what kind of contraception they might want to use after the birth of a baby and make
appropriate plans.
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Infertility: Broken Dreams and Promising Realities

Many people have a life script that includes having children, but what happens when we find
out that we can’t? Even before people seek assistance for infertility, they may wonder what
they will do with their lives. Many of the landmarks of the adult years focus on children: buy-
ing a house, taking family vacations, purchasing life insurance, saving for higher education,
and looking forward to becoming a grandparent. Suddenly, a person needs a new script to
provide direction and goals for their most energetic adult years. Being unable to have chil-
dren can be a crushing awareness and often requires counseling, therapy, and values clarifi-
cation. 

Many people were raised in an environment that taught them that it is their “duty” to
carry on the family name or family traditions. Discovering an obstacle to this end can be ex-
tremely disconcerting, and people often feel they’re letting someone down: their spouse, their
parents, their extended family. Many people become depressed and angry and wonder, “Why
me?” Women generally experience more guilt and anxiety than men (Benazon, Wright, &
Sabourin, 1992). Infertility can negatively affect a couple’s marital satisfaction and detract sig-
nificantly from their shared sexuality. Infertility forces people to think more about the dis-
tinction between sex for procreation and sex for recreation. The pleasure of sexual inter-
course is often diminished when a couple discovers a fertility problem, and the medical
evaluation of infertility makes sex seem even more clinical and removed from erotic feelings.

Fertility is not a simple yes-or-no matter, however—not a simple situation in which
women get pregnant easily or don’t at all. Fertility and infertility are endpoints on a contin-
uum of how easily a couple conceives a child and carries the developing baby to term. Some
women become pregnant the first time they have unprotected intercourse, and some try for
years to make the same thing happen, even with extensive medical assistance. Infertility is
defined in different specific ways, but generally when a couple has had unprotected inter-
course about twice a week for a year to eighteen months and have not conceived, they are of-
ten encouraged to have a fertility work-up with their physicians, usually a gynecologist for
her and a urologist for him. About 1 in 6 couples in the United States meet this criterion and
seek the counsel of their doctors. Fertility problems are very common, and fixing them can
be time-consuming, expensive, and frustrating. Following are the CDC’s percentages of
women seeking infertility treatment in various diagnostic categories:

Problems in the Fallopian Tubes 31%

Endometriosis 14%

Problems in the Uterus 1%

Male Fertility Problems 18%

Other Factors (e.g., STDs) 21%

Unexplained Factors 15%

The number of medical specialists who advertise expertise and training in treating infer-
tility is growing (Fig. 10-23). Gynecologists, urologists, and reproductive endocrinologists
are all involved in some phase of infertility treatment. In many cities large clinics use the most
modern advances in reproductive technology in the treatment of infertility. Many couples’ de-
sire to have a baby is very powerful, and many medical resources are devoted to this prob-
lem. In addition to frustration, a couple with a fertility problem frequently experiences im-
patience. Doctors often move in a slow, careful, deliberate fashion, however, to determine the
cause and best treatment for a couple’s problem. We are surprised that in most instances of
infertility, the woman undergoes extensive, and often expensive, medical testing before her
partner is similarly tested. It may take many months of monitoring basal body temperature,
noting the timing of ovulation, testing hormone levels in the blood, and determining that the
fallopian tubes are open and that the uterus is normal before her partner has a semen analy-
sis, which is a fairly simple and straightforward affair. It might be a good idea to evaluate both
partners simultaneously to minimize feelings of impatience.
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FIGURE 10-23 Many major
medical centers throughout
the United States offer couples
a variety of assisted reproduc-
tive technologies.



An Infertility Work-Up
The International Council on Infertility Information Dissemination has guidelines for cou-
ples who think they have an infertility problem. We include that information here but believe
that one’s own doctor is the best source of information for one’s own case. This organization
recommends consulting a reproductive endocrinologist unless one’s obstetrician/gynecologist
can fulfill all the following suggestions. A reproductive endocrinologist often can also man-
age both female and male aspects of infertility at the same time.

A woman’s first visit should be scheduled during the first week of her menstrual cycle to
determine her baseline levels of FSH and LH. Basal body temperature chart records can give
the doctor valuable information about her menstrual cycles over several months. The second
appointment is scheduled on the day the LH levels surge, signaling that ovulation is about to
take place. The woman is often asked to purchase and use a home ovulation kit and to con-
tact the office the day the increased LH is obvious. In this visit she may undergo several pro-
cedures.

� Cervical Mucus Tests. The doctor assesses the viscosity of the cervical mucus, and a post-
coital (after intercourse) test may be performed to determine how well the man’s sperm are
penetrating the cervical mucus. Additionally, cervical mucus is often tested for any bacte-
ria that could pose a problem.

� Ultrasound Examinations. Ultrasound tests assess the thickness of the endometrium at
the time of ovulation and follicle development in the ovaries. Fibroid tumors, ovarian
cysts, or anything unusual in the shape of the uterus may be noted with this test.

� Hormone Levels. Blood tests can determine the levels of various hormones in the middle
of the menstrual cycle and on the day of increased LH secretion. LH, FSH, estradiol, prog-
esterone, prolactin, thyroid hormone, and testosterone are tested at this time.

Based on the results of this initial assessment, the reproductive endocrinologist may recom-
mend the following tests. The fertility tests for men described below can be carried out at the
same time these tests are performed on the woman.

� Hysterosalpingogram. A dye is injected through the cervix into the uterus and fallopian
tubes. An x-ray is taken to determine if all structures and passageways are open without
obstructions. For example, scar tissue blocking a fallopian tube will show up on this x-ray.
This test can be mildly uncomfortable or painful.

� Hysteroscopy. If the doctor suspects some abnormality inside the uterus, she or he may in-
sert a thin fiberoptic scope through the cervix into the uterus to visualize its interior. This
outpatient procedure is usually done under general anesthesia.

� Laparoscopy. The fiberoptic scope is inserted into a woman’s abdomen through the um-
bilicus (belly button), allowing the doctor to see the fallopian tubes and ovaries. When en-
dometriosis is suspected, visualizing the lower pelvic region can determine whether this
disorder is present.

� Endometrial Biopsy. A biopsy is the removal of tissue from some body area to examine it
under a microscope for signs of disease. In an endometrial biopsy, a small amount of tis-
sue is shaved from the lining of the uterus just before the period is expected. This test can
reveal a problem during the luteal phase of the menstrual cycle that prevents a sustained
pregnancy due to inadequate progesterone being secreted from the corpus luteum.

Overall, a fertility work-up involves precise procedures and alternatives that depend on the
woman’s unique circumstances (Fig. 10-24). The couple should try to be informed con-
sumers of medical services who understand good medical practices in the arena of reproduc-
tive endocrinology.

Just as various medical tests are used to evaluate female infertility, several tests are typi-
cally included in a fertility work-up for men. The urologist takes a thorough medical history,
especially concerning situations such as undescended testes, mumps after puberty, injury to
the testes, or torsion (twisting of the spermatic cord). Prolonged exposures to high tempera-
tures, radiation, or environmental toxins are assessed, as well as any history with prescrip-
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tion and recreational drugs and alcohol. The possibilities of di-
abetes and thyroid problems are also explored. A scrotal vari-
cocele is a problem in the valves of the veins that carry blood
from the testes, allowing blood to remain too long in the area.
The increased temperature of the testicle caused by the warm
venous blood impairs the production of sperm. About half of
all men with varicoceles have this semen problem, which may
make fertilization more difficult; 40% of male fertility problems
result from this disorder. However, one current analysis of the
literature on this subject (Redmon, Carey, & Pryor, 2002) indi-
cates that there is insufficient evidence to claim a clear cause-
and-effect relationship between varicocele and male infertility.

Semen analysis is the most important first step in the clini-
cal assessment of male infertility. The doctor analyzes several
semen samples (usually three over 6 to 8 weeks) to determine
a baseline of sperm production and characteristics. Typically,
the man is given a sterile, wide-mouth container and asked to
masturbate into it. The sample is examined in the doctor’s of-
fice within 2 hours. Avoiding masturbation and intercourse be-
fore collecting the sample can be important. With each day of
abstinence up to one week, the volume of semen increases by
0.4 cc, and each day of abstinence adds 10 to 15 million sperm
to each cc of ejaculate. A week’s abstinence can affect total
sperm count by 50 to 90 million sperm (Shaban, on line, 1997).
The following specific characteristics of semen are analyzed:

� Semen Volume. If the total volume of ejaculate is below 1.5
cc, fertility is considered adversely affected. Conversely, a se-
men volume over 5 cc also lowers the chances of conception
occurring, generally because higher volumes are often asso-
ciated with fewer sperm per cc.

� Sperm Count. Approximately 20 million sperm per cc of
ejaculate is considered the lower limit for fertility. Semen
may contain as many as 90 to 100 million sperm per cc. Cur-
rent evidence (Bonde, et al., 1999) indicates that the chances
of conception increase with increasing sperm count up to 40
million/cc, but that a higher sperm count is not associated
with any increased probability of conception.

� Sperm Motility. This involves estimating the percentage of sperm in the ejaculate that are
swimming, as well as the forward movement of swimming sperm in a straight path. Urol-
ogists believe that in normal fertility, about half of the sperm are vigorously swimming for-
ward. Low semen volume and low sperm count can to some degree be compensated for by
good sperm motility.

� Sperm Form. Ideally at least 30% of sperm have normal oval head sections, middle sec-
tions, and tails.

� Other Factors. White blood cells present in the ejaculate may signal an infection. Fructose
from the seminal vesicles is necessary for normal sperm motility and action; the doctor
may test for its presence.

Researchers and physicians have been unable to determine which aspects of a semen
analysis most powerfully predict whether a man is fertile.  Sperm count (the number of sperm
per milliliter of ejaculate), percentage of motile sperm, and percentage of normal sperm forms
have traditionally been measured, but the relative importance of each of these has not been
determined until recently.  Guzick et al. (2001) evaluated semen samples from 765 infertile
couples at nine medical centers who were unable to conceive in the previous 12 months and
in which the women had normal fertility evaluations. Control subjects were recruited from
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ternatives for which they may
be candidates.



prenatal classes at the same medical centers.  Trained laboratory technicians assessed semen
samples and found that sperm form was a significantly more powerful factor in discriminat-
ing between fertile and infertile men than sperm count or sperm motility.  In the future, eval-
uation of a man’s fertility will probably focus more closely on the percentage of normal sperm
forms in his ejaculate.

If the semen analysis reveals deficiencies, blood tests will likely be used to measure levels
of various hormones. The amounts of testosterone, LH, and FSH are determined, and some-
times also certain adrenal hormones, thyroid hormone, and growth hormone. In the postcoital
test, the ability of sperm to penetrate cervical mucus is assessed. Cervical mucus is examined
2 to 8 hours after intercourse around the time the woman is expected to ovulate. The presence
of sperm in cervical mucus shows they can penetrate the viscous fluid. A sperm penetration
assay may also be performed, a test using a hamster egg to estimate how easily the sperm can
penetrate a human ovum. This laboratory test gives doctors a good idea if assisted reproduc-
tive technologies will likely succeed. The doctor may also examine the acrosomes on the tips
of the sperm’s heads with an electron microscope to assess this structure. These sophisticated
tests require skill and complex instruments and may not be appropriate or available for all men
with fertility problems. Finally, the presence of bacteria in semen or prostatic fluid could sig-
nal the existence of a sexually transmitted disease that could cause reproductive problems.

A complete fertility work-up for a woman or man is time-consuming, complex, and ex-
pensive. Many health insurance companies do not pay benefits for infertility because they do
not consider assessment and treatment of infertility “medically necessary,” despite being a
central psychological issue for those going through it. Psychological well-being is often poor
for a couple experiencing infertility testing. They typically feel frustrated, impatient, and
scared about their future if they cannot have a baby. These problems can be particularly dev-
astating for less mature young adults. A later section discusses psychological counseling and
support for couples being treated for infertility.

Treatments for Infertility

Of all but one of the assisted reproductive technologies described below, almost 80% of the
women who use them have not had a previous live birth. Most women exploring these op-
tions are 30 to 40 years old. Half of all women using assisted reproductive technologies have
a single-baby birth, 23.8% have twins, and 4.5% triplets or more babies. Younger women gen-
erally have higher success rates, and women over the age of 45 have very little success.

Ovulation-Stimulating Drugs
A common problem for couples who cannot readily conceive is that the woman does not ovu-
late regularly and predictably. In this situation the couple cannot know the best time to have
sexual intercourse to maximize the chances of fertilization. The woman’s basal body temper-
ature charts may show she is not ovulating at all. In either situation, the reproductive en-
docrinologist may administer a drug to stimulate ovulation. The specific drug used depends
on the patient’s circumstances. Clomiphene (Clomid), the most commonly used drug, stim-
ulates ovulation in 80% to 85% of women who use it, with 40 to 50% of them becoming preg-
nant. Ovulation-inducing drugs increase the chance of multiple births slightly because some-
times more than one egg is released during ovulation. Ovarian cysts are a side effect of this
medication, and the doctor monitors for their development, typically with a pelvic examina-
tion. Women using Clomid often see indications of ovulation on their monthly basal body
temperature charts and thus know when to have sexual intercourse. Because Clomid becomes
less effective with continued use, many fertility specialists do not use this agent longer than
three consecutive months. Clomid is also used to stimulate ovulation for in vitro fertilization
techniques so that the doctor knows when eggs are available for removal.

Another ovulation-stimulating drug is Pergonal, a synthetic version of FSH and LH. This
agent is often followed by an injection of human chorionic gonadotropin (HCG). The FSH
and LH in this drug replace or supplement a lack of these pituitary hormones that may be
causing the failure to ovulate. It is used along with a basal body temperature chart and is also
used to stimulate ovulation in women undergoing in vitro fertilization procedures. Clomid
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and/or Pergonal may not be appropriate for all women who are not ovulating regularly, if an-
other medical condition rules this out.

Artificial Insemination
Artificial, or intrauterine insemination is a treatment used when sperm cannot penetrate
the woman’s cervical mucus or swim fast enough through the reproductive tract. The cervix
is completely bypassed in this procedure, and sperm are deposited directly into the uterus. If
the man has a low sperm count or poor sperm motility, the couple may choose to use a
donor’s sperm to inseminate the woman. This procedure is also used by lesbians who want
to conceive without having sexual intercourse with a man. This procedure is referred to as
AIH (artificial insemination, husband) or AID (artificial insemination, donor). When donor
sperm are used, the husband’s consent is legally required. Semen is placed in a narrow cup
and inserted through the cervix in a plug-like plastic device (Fig.10-25). The device is re-
moved several hours later by gently pulling a nylon thread attached to it. If the woman also
is not regularly ovulating, Clomid may be used along with artificial insemination. The
woman’s basal body temperature chart is used to inform the doctor when to use this proce-
dure. Of all the assisted reproductive technologies, artificial insemination is the simplest and
least expensive. This technique is about 74% effective when used for six menstrual cycles.

In Vitro Fertilization
In 1978 Lesley Brown of Oldham, England gave birth to her first child, Louise. Louise was a
healthy normal baby although she was premature and weighed only 5 pounds and 12 ounces.
The only thing unusual about her was that Louise was conceived not in her mother’s fallop-
ian tube but in a sterile glass dish in the laboratory of Dr. Patrick Steptoe, a gynecologist, and
his colleague Dr. Robert Edwards, an embryologist. Louise Brown was the first human con-
ceived through in vitro fertilization. The phrase in vitro refers to an experiment outside the
human body in a controlled scientific environment, in this case, a glass dish in the laboratory.
Ms. Brown’s fallopian tubes were blocked, preventing sperm and egg from meeting. A surgi-
cal attempt to open her tubes had been unsuccessful. The couple desperately wanted a baby
and were eager to participate in an experiment that then had not yet been successful in help-
ing women like Lesley. Although the procedure seems simple, the hundreds of important de-
tails necessary for success had not yet been fully worked out.

Ms. Brown first received hormones to stimulate the development and maturation of eggs
in her ovaries, eventually resulting in a fertilizable egg. Drs. Steptoe and Edwards performed
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FIGURE 10-25 Device used in artifi-
cial insemination. Sperm are de-
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serted through the cervix and into
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hours, the thin nylon thread is used
to remove the device.
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a laparoscopy to look directly at her ovaries at the expected
time of ovulation. They carefully removed a mature egg and
placed it in a laboratory dish containing all the chemicals
and nutrients normally found in the fallopian tubes at ovu-
lation. Mr. Brown masturbated, and his sperm were promptly
added to the dish. Could a human sperm fertilize a human
egg outside the female reproductive tract? While the egg was
being observed carefully for fertilization, Ms. Brown received
injections of female sex hormones to prepare the lining of
her uterus to receive the fertilized egg. Mr. Brown’s sperm
did fertilize his wife’s egg, which then began to divide nor-
mally (Fig. 10-26). When cell division reached the blastocyst
stage, the developing cell mass was gently inserted in Ms.
Brown’s uterus (Fig. 10-27). Hormone levels a week later sig-
naled that the attachment was good, and the pregnancy was
under way. Since this remarkable first in vitro fertilization
and successful pregnancy, more than 20,000 babies through-

out the world have been conceived through this method. For more than two decades in vitro
fertilization and other assisted reproductive technologies have given hope to many couples
unable to conceive a child unassisted.

When Drs. Steptoe and Edwards began serious experimentation with in vitro fertilization,
the chances of their success were extraordinarily small. Today in the United States, women
who use this treatment for infertility can expect a 27.6% success rate of conceiving in any sin-
gle reproductive cycle—higher rates if she is under 35, and much lower rates if she is over
41. In 2000 the Centers for Disease Control and Prevention summarized their research on as-
sisted reproductive technologies; to date, these are the most current, accurate data available.
In women under the age of 35, the success rate of pregnancy for each menstrual cycle was
37.6%, for those between 35 and 37 the rate was 32.2%, for those between 38 and 40 the rate
was 24.6%, and for those over 40 the success rate was 16.0%.  These figures reflect pregnan-
cies per menstrual cycle. The overall rate of live births is 22% (with multiple births counted
as a single birth); this rate reflects the need to repeat the procedure four or five times on av-
erage. These data are for the use of the woman’s own fresh (not frozen) embryos, not for
donor eggs from other women. The CDC report includes the success rates for every licensed,
certified fertility clinic in the United States and recommendations for choosing a fertility
clinic in those areas where there is a choice. Of the different types of assisted reproductive
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FIGURE 10-26 Normal cellu-
lar division of a fertilized hu-
man ovum. Note cellular divi-
sion and increasing
complexity of the developing
cell mass. Each stage of cellu-
lar division is easy to recog-
nize in the laboratory by
trained technicians.
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FIGURE 10-27 In in vitro fer-
tilization, ova are fertilized
by sperm in a laboratory dish
and are then transferred
through a tube directly into a
woman’s uterus. Several such
fertilized eggs are usually
transferred during each at-
tempt to conceive.
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tor to see her fallopian tubes,
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technologies used, over 98% of cases employed in vitro fertilization. Success rates are signif-
icantly higher with fresh embryos than with frozen embryos.

Modern surgical innovations have simplified the removal of a woman’s eggs for in vitro
fertilization. Eggs are retrieved from the ovaries using ultrasound imaging and a needle in a
procedure called transvaginal oocyte retrieval, which does not require a hospital stay or gen-
eral anesthesia. The needle is inserted into the pelvic cavity through the wall of the vagina,
causing only mild discomfort. After fertilization and early embryonic cell division occur in
the laboratory, the developing cell mass is implanted into the uterus through the vagina and
cervix. Women undergoing this treatment lie still for about an hour and can then go home.

In an analysis of over 9,100 babies born as a result of in vitro fertilization procedures be-
tween 1982 and 1997 in Sweden, Ericson and Kallen (2001) determined that the absolute
risk of congenital malformations in a newborn is small.

Gamete Intrafallopian Transfer (GIFT)
In a different procedure called gamete intrafallopian transfer (GIFT), a woman’s eggs are
removed from her ovary and combined with sperm in the laboratory, as in the in vitro proce-
dure, and then the unfertilized egg and sperm are implanted directly into her fallopian tubes
through a small incision using laparoscopy (Fig. 10-28). This procedure is especially helpful
for women who have one fallopian tube, endometriosis, damage to the cervix, or not enough
cervical mucus. While estimates of success rates vary widely, GIFT is considered more effec-
tive than in vitro fertilization but is not recommended for all cases of female infertility. In the
CDC’s most recent report (1997), only 2% of assisted reproductive procedures employ GIFT.

Zygote Intrafallopian Transfer (ZIFT)
A drawback to GIFT is that the doctor cannot be sure that fertilization has taken place before
inserting eggs and sperm into the woman’s fallopian tubes. In zygote intrafallopian trans-
fer (ZIFT) the harvested eggs and sperm are combined in the laboratory. After fertilization
takes place, the zygote is placed inside the woman’s fallopian tubes using laparoscopy (Fig.
10-28). ZIFT is also used rarely; only 2% of assisted reproductive procedures employ ZIFT.

The term embryo transfer is generally used to describe the placement of embryos into a
woman’s uterus through her cervix or directly into her fallopian tubes. This is not a very spe-
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cific term and applies to several different assisted reproduc-
tive technologies. Ectopic pregnancies do not occur with ei-
ther GIFT or ZIFT.

Injecting Sperm into Eggs
When a man has a very low sperm count, an egg can be har-
vested from the woman and an individual sperm injected di-
rectly into it, leading to fertilization, the beginning of cellu-
lar division, and early embryonic development. This process
is called intracytoplasmic sperm injection, (ICSI) (Fig. 10-29).
After fertilization the zygote is transferred to the woman’s
uterus in the same manner as in in vitro fertilization. This is
the least often used of the various assisted reproductive tech-
nologies described here. In about one in three attempts, this
technique results in pregnancy and subsequent childbirth.

This technique is commonly used for male fertility problems but involves some controversy.
Because men are sometimes infertile as a result of a genetic disease, ICSI might inadvertently
transmit such a disease to the offspring. It may also be a factor in the development of repro-
ductive abnormalities in the offspring. It has also been speculated that ICSI may damage DNA
within the sperm used to fertilize the ovum. Although these are only speculations, they are
important concerns, and therefore ICSI is not always used when it might be appropriate. Cur-
rent medical opinion (Oehninger & Gosden, 2002) suggests that when a man’s semen analy-
sis reveals a potentially impaired fertilization capacity then couples should be encouraged to
consider ICSI, but not routinely in all cases of in vitro fertilization.

Surrogate Motherhood
The word “surrogate” means “substitute,” and a surrogate mother is a woman implanted with
an embryo formed from another woman’s ovum. When the woman can ovulate but cannot
carry a pregnancy, surrogate motherhood is an option. It is also used when the woman cannot
ovulate, with her partner’s sperm used to inseminate a donor egg that is then carried to term by
the surrogate mother. For example, in a woman who has had a partial hysterectomy, the uterus
and fallopian tubes may have been surgically removed, but she still has egg-producing ovaries.

In surrogate motherhood arrangements, the woman who carries the embryo and fetus
during pregnancy gives the newborn to its biological parents at birth. Her medical care and
expenses are paid for by the biological parents, and she typically receives a substantial fee for
undergoing the medical procedure and carrying the pregnancy. Complicated psychosocial
and legal issues may be involved with surrogate motherhood, and the couple usually works
with an attorney who is an expert in surrogate motherhood and assisted reproductive tech-
nologies. Laws governing surrogate motherhood vary among different states. One issue, for
example, is that occasionally a woman agrees to a surrogacy contract expecting to hand over
the baby at birth but later feel unable to part with the baby she has carried for so long. Many
surrogate mothers want to maintain at least some contact with the child they gave birth to.

In a study in England, 19 surrogate mothers were asked why they offered their services to
infertile couples (Blyth, 1994). These women were all in their 20s and 30s, and most had low
socioeconomic status and little formal education. Of these 19 women, 6 planned to become
surrogate mothers a second time, and 1 for still a third time. Only one did not give up the child
after birth, and 1 carried the pregnancy of a close friend. The most common reasons for be-
coming a surrogate mother were financial need and a deep curiosity about pregnancy. In all
cases, the surrogate mother chose the parents for whom she worked. Five women reported sig-
nificant problems giving up the baby, but only two said that they regretted the experience.

Counseling and Support for Infertile Couples
Because the prospect of not being able to have a baby is often devastating, many women and
men dealing with infertility require significant emotional and psychological support. A diag-
nosis of infertility can lead to feelings of isolation and inadequacy, as well as financial hard-
ship because of the costs of assisted reproductive technologies. Support groups of others
sharing the same difficulties are often helpful. In 1974, Barbara Eck Manning, a nurse,
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founded the organization RESOLVE to serve this emotional and psychological need for
women and men dealing with infertility and its treatment. Today, RESOLVE is a national or-
ganization maintaining a database of over 40,000 individuals and medical care providers,
more than 50 chapters throughout the country, and a national staff. RESOLVE is a nonprofit
organization with local chapters governed by volunteer boards of directors who are involved
in infertility issues (attorneys, physicians, people who have adopted children, those who have
had babies through assisted reproductive technologies, nurses, etc.). RESOLVE also advo-
cates for comprehensive health insurance coverage for infertility treatment, since health in-
surance usually does not cover these costs (only 12 states mandate that health insurance
companies pay for the costs of infertility treatment).

Couples who use assisted reproductive technologies and do not conceive are often emo-
tionally exhausted, in debt, and demoralized and depressed (Stolberg, 1997). At some point
they must decide when to stop and pursue other alternatives, such as egg donation or adop-
tion. That is a difficult decision. Counseling often helps couples feel less isolated and may of-
fer the friendship of those who have been successfully treated for infertility, as well as those
who have learned a different perspective for their future.

In many of the world’s undeveloped nations and regions, one of the few issues that define
a woman’s status is her ability to bear and rear children. For women in these circumstances,
infertility can be a horrible and prolonged stressor in their lives. In a study carried out in an
urban community in South Africa, in-depth interviews of 30 young, infertile women of low
socioeconomic status revealed the profoundly disruptive effects of infertility on these indi-
viduals (Dyer, Abrahams, Hoffman, & van der Spuy, 2002). Virtually all of these subjects re-
ported intense emotional suffering, diminished marital quality, and abuse and ridicule from
their families, and many were outcasts from their husbands’ families. Certainly, these women
felt strong social pressures to become pregnant while at the same time feeling that they had
few avenues in which to discuss their problem. Some of these women experienced the hu-
miliation of seeing their husbands having children outside of their marriage. One subject re-
ported, “Men leave me as I cannot have children.” The stresses and disappointments of in-
fertility know no geographic or cultural boundaries.

Sperm Donation
Donated sperm are used to artificially inseminate a woman when her partner’s sperm are lack-
ing in some way and, in some cases, by women who do not desire intercourse. In the United
States, reproductive technology is relatively unrestricted, and sperm banks vary in their qual-
ity control procedures. Some sperm banks may advertise that they have a large number of
donors but may in fact have only a handful of donors. Sperm banks generally advertise that
their semen has been repeatedly tested for HIV and other sexually transmitted diseases. They
often keep detailed records of their donors, and a couple can stipulate specific attributes they
want in a potential donor, such as educational attainment, ethnicity, blood type, hair and eye
color, height, weight, and even occupation. One sperm bank makes available the first names
of donors and their photographs. Some sperm banks even ask donors if they want to meet
their offspring once they reach the age of 18. Frozen sperm or eggs can now be sent by
overnight courier virtually anywhere on earth.

Ending a Pregnancy

Abortion is but one among many alternatives a woman or couple may choose when an unan-
ticipated pregnancy occurs. Technically we are talking about induced abortion, in contrast to
spontaneous abortion, or miscarriage, as discussed earlier. Abortion is one of the most con-
troversial topics involve in the study of human sexuality. Our discussion will not concern
abortion as a good or bad thing, however, or debate the legal issues. Regardless of people’s dif-
ferent beliefs about abortion, everyone agrees this is a very big problem that affects many peo-
ple, and no one sees abortion as a common, acceptable way to limit a woman’s fertility.

The perceived need for an induced abortion arises in a number of different ways. The Na-
tional Institutes of Health estimates that about half of abortions carried out in the United
States each year result from some form of contraceptive failure. This may mean that the 
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contraceptive was not used consistently or conscientiously. Induced abortions are also sought
as a consequence of sexual abuse, incest, rape, or simply a lack of good information about
fertility and conception. When amniocentesis or chorionic villus sampling indicates serious
abnormalities in the fetus, many couples also elect to terminate the pregnancy. Regardless of
the reason, the decision to terminate a pregnancy should be approached with caution, care,
and thorough consideration of alternatives, and many counseling opportunities are available
to assist those who find themselves in this situation. Many rabbis and ministers are trained
to help women and couples explore the various considerations in continuing or ending a
pregnancy. Licensed clinical social workers, family doctors, family planning centers, and lo-
cal health departments also provide help at this difficult time. Ideally, the woman’s partner is
attentive, available, and supportive as the two of them work through a complex decision-
making process. The decision is up to the woman or couple, however, not someone else who
tells them what to do for reasons that may not be their own. They should think about par-
enthood, about adoption, about abortion—carefully and cautiously, though time is somewhat
limited. In most instances an abortion in the United States is legal only during the first three
months of pregnancy. The risks to the mother rise dramatically after this. A woman who has
an abortion during the first 12 weeks of pregnancy has a risk of death from the procedure of
1 in 400,000. However, after the end of the 16th week of pregnancy, the risk soars to 1 in
10,000. The longer a woman or couple delays in seeking counseling or other options, the
fewer choices there are available and the less time there is to decide.

The lack of comprehensive sex education in the United States has many unhappy conse-
quences, one of which is unanticipated pregnancy. More than anywhere else in the developed
world, American youngsters and adolescents are unlikely to learn about sexuality in primary and
secondary schools, and one consequence of this inadequacy is the fact that 1 in 10 American
women between the ages of 15 and 24 will become pregnant without wanting to. A large num-
ber of these pregnancies end in abortion; others end in miscarriage. While prominent voices in
our society say abortion is a horrible, “murderous” action, those same voices frequently oppose
sex education and even want to restrict the availability and usage of over-the-counter contra-
ceptives. In other countries where excellent sex education is a basic part of a young person’s ed-
ucation, the rates of adolescent pregnancy and abortion are far lower. For example, in the early
1990s, 97 of every 1,000 American teens became pregnant, and 44 of these women chose to have
abortions. In contrast, in Japan, only 10 of every 1,000 teens became pregnant, and only 6 de-
cided to have an abortion. Japan has an excellent sex education program for all elementary and
secondary school children. Comparably low figures may be found in the Netherlands.

Just as the lack of good sex education has had a very negative impact on the health and
well-being of young Americans, the lack of legal, medical abortions in the past had cata-
strophic consequences for women. “Back alley abortions” were common and frequently lethal
before women obtained legally sanctioned reproductive freedoms in 1973 with the Roe v.
Wade Supreme Court decision. Reproductive freedoms involve both public and private as-
pects of sexual behavior, and strong feelings about abortion have stimulated a strident pub-
lic, secular, religious, and legislative debate. Almost everyone has an opinion about abortion,
and that opinion is rarely negotiable. Debates about abortion seldom involve the kind of dis-
course that can change someone’s mind.

Following is an excerpt from the landmark Supreme Court’s ruling:
“(a) During the first trimester, the abortion decision and its effectuation must be left to the

medical judgment of the pregnant woman’s attending physician. (b) After the first trimester,
the State, in promoting the interest in the health of the mother, may, if it chooses, regulate the
abortion procedure in ways that are reasonably related to maternal health. (c) For the stage
subsequent to viability, the State, in promoting its interest in the potentiality of human life
may, if it chooses, regulate, and even proscribe abortion, except where it is necessary in ap-
propriate medical judgment, for the preservation of the life or health of the mother.”

This decision has provoked public debate for three decades, especially with respect to the
question of when the embryo or fetus becomes a “person.” A number of questions are in-
volved in these difficult and perhaps unresolvable issues.

� What does the term fetal viability truly mean? Can any definition of this term take account
of both the age of the fetus and the availability of sophisticated medical intervention?
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Opponent of abortion would
like to overturn the Roe v.

Wade supreme court ruling.
Analyze the impact of such a
decision on American women

of all ages if this were to
occur. Be specific.

FOR DISCUSSION . . . 



� Does the term “woman” refer only to a female of majority age or to minors also?
� Does the term “maternal health” include both physical and mental health?
� The phrase “preborn baby” has been used to referring to both the embryo and fetus. Is

there any way to determine if this term is accurate and/or appropriate?

The Decision to Have an Abortion
The abortion-or-birth decision can be agonizing. Women may make the decision with their
partner but sometimes find themselves alone and isolated at this stressful time. Patterson,
Hill, and Maloy (1995) studied a group of 55 women deciding whether to have an abortion;
many of these women had made the decision on a previous occasion. Their data revealed that
women who made their decision on their own coped with either outcome better than those
who felt pushed, forced, or coerced one way or the other. Personal autonomy is clearly an im-
portant factor in this significant issue. In a study of 72 Israeli women, Slonim-Nevo (1991)
found that most felt “sadness, ambivalence, confusion, and fear” while considering the birth-
or-abortion decision. Most wanted to talk to a counselor. They wanted information about
where they could obtain an abortion, how much it would cost, how they might pay for it, and
how the procedure is performed. This sample of women clearly wanted emotional support,
nurturance, and reassurance throughout the process.

Research has examined what types of women are most likely to seek an abortion (Henshaw
& Kost, 1996). In an analysis of almost 10,000 abortions, Henshaw and Kost found that
women who are living with someone to whom they are not married or who claim no religious
membership or affiliation are 3.5 to 4 times more likely to have an abortion as women of re-
productive age in the general population. Non-Caucasians between the ages of 18 and 24, His-
panics, and women who are separated or have never been married have an elevated probabil-
ity of an unplanned pregnancy, as do single women with low income, whose chances of
becoming pregnant are about twice those of the population as a whole. This report revealed
that Catholic women are as likely to have an abortion as women in the population as a whole,
Protestants are about 69% as likely, and Evangelical or born-again Christians are about 39% as
likely. Religion is not a predictor of likelihood of abortion, but there are correlations among
different religious groups and their reported frequency of abortion.

Additionally, this study indicated that 58% of women who sought abortions were using
some form of contraception in the month they learned they were pregnant. The number of
women who became pregnant because of “condom failure” seems to be rising, perhaps be-
cause some couples do not know the correct way to use this generally highly effective method
of contraception.

The great preponderance of evidence shows that women who have abortions do not ex-
perience many or serious emotional problems as a consequence (Rosenfeld, 1992). Women
may experience ambivalence or even guilt, but the great majority feel profound relief. Still,
some women have emotional problems or experience a major depressive episode after hav-
ing an abortion. Generally, these women have abortions during the second trimester of preg-
nancy, have had previous abortions, already are experiencing psychological problems, such
as anxiety, depression, or a personality disorder, and believe that they will not receive much
support in their families or relationships. Women who have abortions because of medical
problems or the discovery of a genetic abnormality in the embryo or fetus are more likely to
develop a more serious depressive episode. Data show social support is a key factor in a
woman’s coping with feelings about an abortion. Women who perceive they have the support
of their families or significant other feel more effective in managing their lives and report
fewer psychological complaints after the procedure (Major, Cozzarelli, Sciacchitano, Cooper,
Testa, & Mueller, 1990). Additionally, women who did not blame themselves or their part-
ners for the need for an abortion adjusted much better than those who felt remorse for them-
selves or anger toward their partner (Mueller & Major, 1989).

Considering an abortion can be extremely stressful. Many women in this situation become
both anxious and depressed. But do we know whether having an abortion is any more likely
to cause depression above and beyond what women would probably experience if they had not
had the procedure? Russo and Denious (2001) have examined this question using telephone
interview responses from over 2,500 women. In addition to asking questions about abortion
and depression, these investigators also asked about the subject’s experience with childhood
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abuse, relationship violence, rape, or partners who were negli-
gent about using condoms or refused to do so altogether. Sub-
jects ranged in age from their teens through their early 60s.
This research demonstrated that when the effects of abuse,
rape, relationship violence, and contraception negligence or
refusal were accounted for, women who had an abortion were
no more likely to report symptoms of depression than women
who had not had an abortion.

Abortion Counseling
Abortions are performed in a number of different ways, usually
depending on the length of the pregnancy. Abortions are legal
in this country through the end of the 24th week of pregnancy.
The earlier in pregnancy an abortion is performed, the lower
are the chances of medical complications. Abortion is a serious
surgical procedure that may involve discomfort and a brief pe-
riod of recuperation. Few woman are negligent in using con-
traception because they believe that if they become pregnant “I
could always have an abortion to get rid of it.” Some women,
feeling guilty about becoming pregnant or even denying that
they are pregnant, wait far too long before seeking medical
counsel or abortion services; this wait only increases potential
risks inherent in the procedure. It is generally best to act as
promptly as possible after receiving thorough, informed med-
ical opinion and counseling. Some agencies offering “abortion
counseling” have no intention of facilitating an abortion, how-
ever, but may in fact exert enormous pressure on women to
“help” them decide to have their babies and perhaps give them
up for adoption. Women who begin their search for informa-
tion in the Yellow Pages may find a number of advertisements,
including those for “abortion alternatives” that are very differ-
ent from “abortion services.”

Abortion Procedures
The overwhelming majority of abortions performed in the
United States occur in the first 12 weeks of pregnancy. A blood

test is first used to confirm the pregnancy. The most commonly used abortion method uses
vacuum suction or aspiration to remove the contents of the uterus through a narrow tube
(Fig. 10-30A). In general, the later the pregnancy, the larger the tube used. Vacuum curettage,
as it is called, can be performed in a clinic or a doctor’s office; the process takes about 30 min-
utes and is performed under a local anesthetic. The cervix is first dilated, and then the en-
dometrium and products of conception are evacuated from the uterus. When suction aspira-
tion is performed within 2 weeks of a missed period, the procedure is sometimes called a
menstrual extraction, which seems an especially low-risk form of abortion for teenage
women. A soft, flexible tube is used in menstrual extraction. This procedure can be used un-
til a pregnancy reaches the 9th week (Key & Kreutner, 1980; Meyer, 1983).

When abortion is performed at the end of the first trimester or the beginning of the sec-
ond, a different procedure may be used. The cervix is dilated, but instead of suction a loop of
wire called a curette is inserted into the uterus, and the endometrium and products of con-
ception are scraped out (Fig. 10-30B). This abortion may be performed under local anesthesia
in a hospital, outpatient clinic, or doctor’s office. This procedure is similar to a dilation and
curettage procedure (D&C) usually done in a hospital under general anesthesia. Another pro-
cedure is known as saline or prostaglandin procedure (Fig. 10-30C). In this instance, a needle
is inserted directly into the amniotic sac. Saline or prostaglandins are then injected. Saline will
cause the death of the fetus, while prostaglandins will initiate uterine contractions, which will
eventually force the fetus out of the birth canal. After one of these agents is injected into the
amniotic sac, the fetus is expelled within 19 to 22 hours. Women having this procedure are
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FIGURE 10-30 Schematic il-
lustrations of three abortion
procedures. (A) suction, or
aspiration, (B) dilation and
curettage, (C) saline or
prostaglandin. The white plug
in the cervix in (C) is lami-
naria, a sea weed derivative
that helps dilate the cervix.



fully awake and have reported feelings of anxiety and anger when they observe a well-formed,
dead fetus emerge from the vagina. These women also report more feelings of depression and
anger. A D&C is also used for other gynecological problems, not exclusively for abortions. 

A variation of the D&C, called a dilation and evacuation (D&E), is another type of abor-
tion used during the second trimester (not shown). In this technique, the cervix is dilated
and a combination of curettage, suction, and sometimes forceps is used to end the pregnancy.
This is the technique most frequently used for second trimester abortions. At this point in
pregnancy, the woman’s uterus is softer and may more easily be torn or punctured, and there-
fore only experienced physicians should perform a D&E. Like the D&C, the D&E is usually
performed in a hospital under general anesthesia.

In addition to surgical abortions are medically-induced or labor-induced abortions. In this
procedure the physician injects saline solution (salt water) or prostaglandin, a chemical that
naturally occurs in the body, into the amniotic fluid. This procedure is sometimes called a
“saline abortion.” Either substance in the amniotic fluid stimulates contractions like those
occurring during labor, which force the fetus and placenta out through the cervix and vagina.
This procedure is most commonly used when some gross abnormality is detected in the fe-
tus after 16 weeks of pregnancy. It is performed in a hospital under local anesthesia, often af-
ter an ultrasound examination. In some cases, a D&C is performed afterwards to ensure the
uterus is empty. The woman often stays in the hospital for a day or two. By 16 weeks gesta-
tion the fetus already looks somewhat like a baby, and seeing the fetus emerge from the vagina
can be traumatic.

There has been much controversy about “late term abortions,” which, under the provi-
sions of the Roe v. Wade Supreme Court decision, may be prohibited by state laws. In fact,
many states have passed such laws. These abortions, performed after the 20th week of preg-
nancy, involve dilating the woman’s cervix and extracting the fetus by its feet. Only about 1%
of abortions in the United States occur after the 20th week. This procedure is typically used
when the fetus is discovered to be profoundly abnormal in some way.

Drug-Induced Abortions
Drug-induced abortions are very different from surgical alternatives in the privacy they af-
ford. Because women can be seen entering and exiting abortion clinics, they often feel con-
spicuous and worry about being recognized. Public exposure may also make them feel even
worse about the situation. Taking a pill or receiving an injection in a doctor’s office is a pri-
vate experience, however, since no one need know why she is there.

Abortion-inducing drugs are called abortifacients. The best known and most controversial
abortifacient is mifepristone, also commonly known as RU 486, the name under which it was
first distributed in France. This drug works by inhibiting the effects of progesterone on the
continuation of pregnancy. RU 486 can be used up to 9 weeks after a woman’s last menstrual
period and causes the early embryo to become unattached from the lining of the uterus and
expelled through the cervix. As described in Chapter 3, without progesterone, the en-
dometrium cannot become thick and fluffy and support the implantation of a developing em-
bryo. French women seeking abortions far prefer RU 486 to surgical alternatives, although
there are frequent side effects. Very heavy bleeding and cramping usually follow administra-
tion of this drug. RU 486 is delivered by an injection, and two days later a second injection
of prostaglandin causes uterine contractions that force the embryo out. Mifepristone causes
less discomfort than surgical abortions, and the risks to the woman are substantially lower.
Mifepristone is effective in 96% of cases. This drug has been approved by the U.S. Food and
Drug Administration. Anti-abortion activists have threatened to boycott other products of the
company that manufactures mifespristone. The sale of this drug in the United States might
be a moot point, however, since other drugs that do the same thing are already FDA approved
and widely available, with highly predictable and safe abortifacient effects. They are already
routinely used in this country. Methotrexate, a drug commonly used in cancer chemotherapy,
and misoprostol, a drug used to lessen the chances of developing stomach ulcers related to
anti-arthritic or pain medications, used together work the same as mifepristone. This combi-
nation has fewer side effects (occasional nausea and gastrointestinal symptoms) but is as ef-
fective as mifepristone in ending a pregnancy. Like mifepristone, it can be used up to the 9th
week of pregnancy. As of this writing, the total cost of such drugs and medical administra-
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tion is approximately $350. In the rare event that a drug-induced abortion does not termi-
nate the pregnancy, a conventional aspiration method is employed.

Anti-abortion proponents frequently claim that if having an abortion is as easy as taking
a pill or having a shot, women will become more casual about having abortions and more
negligent about using contraceptives conscientiously. No data support this assertion, how-
ever, and the suggestion that women would find it convenient to have an abortion reveals a
lack of sensitivity to the distress, ambivalence, and guilt most women experience when con-
sidering or having an abortion. We feel it is important to be as nonjudgmental as possible
about the trying circumstances in which many women find themselves at these times.

Fetal Viability
Most state and federal statutes on abortion allow abortions only before the point of fetal via-
bility, that moment when the fetus can survive outside the mother. In the past this was con-
sidered to be at the end of the sixth month of pregnancy. Abortions after that time were per-
formed only if the mother’s life was endangered or her health seriously compromised. Now,
however, fetal viability depends more on advances in medical technology than on the physio-
logical maturity of the fetus. Neonatologists, doctors who specialize in the health of newborns,
have extended fetal viability almost a full month earlier than two or three decades ago. As
medical technology becomes even more sophisticated and interventions more effective, babies
born even earlier will have a better chance of surviving. Therefore, the issue of fetal viability
now has more to do with strategies of medical treatment than with the developmental status
of the newborn. Infants born around the seventh month of pregnancy can now survive, and
some born earlier have, with incredible patience and medical resources, survived as well.

Thinking Critically About Abortion
Critical thinking is a set of intellectual strategies used to sort through a complex issue to
reach conclusions not clouded by emotions or attitudes. In contemporary culture you will be
presented with facts, opinions, and sometimes the ranting of individuals who feel very
strongly about abortion. Critical thinking skills help one analyze such information. Critical
thinking skills involve addressing a number of questions about an issue:

1. What am I being asked to believe or accept?
2. What evidence supports the assertion?
3. Are there alternative ways of interpreting the evidence?
4. What additional evidence would be helpful to evaluate the alternatives? 
5. What conclusions are most reasonable?

Following are a number of assertions people make regarding abortions and women who
have them. Most of these are stereotypes. Critical thinking skills applied to these statements
will lead to thinking more cautiously and realistically about abortion.
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Letter to Dr. Ruth Westheimer

Question:
When a woman and man are having a child, the father often
wants to be there when the baby is born. Do you think the man
should be there when the woman has an abortion?

Answer:
Although the man may accompany his partner to the clinic and
offer his emotional support, there is no reason to be in the room
for the abortion procedure—unlike being there for childbirth. First
of all, childbirth is a joyful occasion, whereas an abortion is any-
thing but that. As well, labor can be a long process in which the

man can be useful, helping the woman to breathe correctly, giv-
ing her rubdowns, giving her ice chips, etc., whereas an abortion
takes only a short time and the man serves no purpose other
than lending support. Doctors once resisted having husbands in
the delivery room because the sight of blood often made them
feel faint and because they could be a source of infection. Al-
though doctors gradually accepted having men present for child-
birth, I don’t think most doctors would accept having a visitor
hovering around during an abortion. But I think a man’s wanting
to be helpful and supportive is a fine reflection of his maturity
and his desire to help his partner through a difficult situation.



a. Most women who have abortions are teenagers who do poorly in school.
b. Women who have abortions don’t care about the value of human life.
c. Women who have abortions find it an easy decision to make.
d. Women who have had an abortion quickly put it out of their minds and act as if it never

happened.
e. Women who have an abortion have no strong religious beliefs or convictions.
Planned Parenthood of America has compiled a profile of the average woman having an

abortion. Following are some of the attributes of women having abortions, quoting directly
from information provided at their web site.

� The majority of women obtaining abortions are young: 58% are under 25, including 
about 26% who are teenagers (aged 11–19); only 20% are aged 30 and older (Henshaw,
1992).
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Other Countries, Cultures, and Customs
Abortion in the Former Soviet Union

T he predicament and circumstances of women in some
other countries and cultures are different from those in

America in regard to abortion. The former Soviet Union, for
example, differs profoundly from the United States in the fre-
quency with which women seek and obtain abortions. Some
abortion data are surprising or even troubling, but one must
remember these two cultures have very different societal val-
ues and huge differences in access to reliable contraception.
For many decades, abortion has been the primary method of
limiting fertility among Russian women (Visser, Pavlenko,
Remmenick, Bruyniks, & Lehert, 1993). Little is known
about how or whether this has changed since the break-up of
the Soviet Union. In a survey of over 8,000 Russian women
in 1991, 41% used as their primary form of contraception
withdrawal, the rhythm method, or douching—three not
very effective birth control techniques. Among women under
age 25, 35% reported using an IUD, but only 10% reported
using birth control pills. Of all the women in this sample,
20% said that they primarily used a barrier method of con-
traception, in most cases condoms. For only 12% of these
women was a doctor their main source of information about
birth control, and only 55% of a sample of Russian gynecol-
ogists reported having been trained in family planning
(Visser, Bruyniks, & Remmenick, 1993). Most surprising,
60% of that large sample of mainly urban, young, and well-
educated women reported having had an abortion because of
a contraceptive failure. Russian gynecologists, 83% of whom
were women, suggested that so many Russian women have
abortions because of a lack of contraceptive education, a lack
of interest and involvement of men, and a lack of modern
birth control methods, such as oral contraceptives. Only
about half of these doctors fully understood how oral con-
traceptives work.

Popov, Visser, and Ketting (1993) summarized five ques-
tionnaire studies carried out in Moscow, Saratov, and Tartu.
They found that between 1976 and 1984 very little serious
psychological, sociological, or epidemiological research ad-
dressed contraceptive knowledge, attitudes, and behaviors in

the former Soviet Union. Among the women in these large
Soviet urban centers in this period, only 1% to 3% used oral
contraceptives, and about 10% used IUDs. These factors
probably explain the very high rate of abortion in Russia.
There is a difference, of course, between having birth control
and not using it and not having it available. Unfortunately,
low-cost, effective, convenient contraception is still rare in
Russia. Many Russians historically have been suspicious of
and unreceptive to modern contraceptive technologies.

Another study summarized abortion statistics in Estonia,
Latvia, Lithuania, Belarussia, and the Ukraine between 1970
and 1994. Very high abortion rates were found in all these
countries, which were once part of the former Soviet Union
and now are independent nations. Rates up to 142 induced
abortions per 1,000 women of childbearing age were found
(Mogilevkina, Markote, Avakyan, Mrochek, Liljestrand, &
Heilberg, 1996). These data indicate a gradually declining
abortion rate since 1980, with 50 abortions per 1,000 women
reported in Latvia for 1994. Disturbingly, abortions and
childbirths among adolescents are increasing in all these na-
tions. Because of the high numbers of abortions, deaths due
to complications during abortions are a troubling threat for
these women. Because sex education has been proved suc-
cessful in lowering the numbers of abortions elsewhere in the
world, modern Russian health care providers advocate sys-
tematic sex education and abortion avoidance programs. The
most recent data from Russia (Entwisle & Kozyreva, 1997),
based on the Russian Longitudinal Monitoring Survey in
1994, revealed an abortion rate of 56 per 1,000 women of
childbearing age, plus or minus 12 abortions per 1,000
women. This statistic is inexact because of the underreport-
ing of abortions and differences in the design of various sur-
veys in this project.

High abortion rates in a country that lacks availability of
modern contraceptives makes one wonder why abortion is so
prevalent in a country like the United States where birth con-
trol alternatives are easily accessible.



� The proportion of pregnancies terminated by abortion is higher among unmarried women
(56%).

� Poor women are about three times more likely to have abortions than women who are fi-
nancially better off.

In 1988, women of color had an abortion rate of 57 per 1,000, or 2.7 times the rate of white
women (21 per 1,000). Abortion rates for minority women have increased considerably be-
tween 1984 and 1988: 13% among minority women 15–19, 16% for those aged 20–24, and
6% for those aged 30–34.

� Of the 1.6 million abortions obtained by U.S. women in 1988, 406,000 were obtained by
teenagers. Women aged 18–19 have the highest abortion rate of any age group (64 per
1,000).

� Teens are more likely than older women to have abortions during the second three months
of pregnancy, when health risks associated with abortion increase significantly.

� On average, women report more than three reasons that lead them to choose abortion:
three-quarters say that having a baby would interfere with work, school, or other respon-
sibilities; about two-thirds say they cannot afford to have a child; and one-half say they do
not want to be a single parent or have problems in their relationship with their husband
or partner. Seventy percent of women having an abortion say they intend to have children
in the future.

� Access to abortion services can be beneficial to young women’s lives. A two-year study of
334 African-American teens showed that those who chose to terminate a pregnancy, in
comparison with peers who opted to carry a pregnancy to term, were more likely to have
stayed in school, were economically better off, were less likely to experience psychological
problems, were less likely to have subsequent (unanticipated) pregnancies, and were more
likely to practice contraception consistently (Zabin et al., 1989).

Although the facts presented in this profile do not fully address all the stereotypes noted above,
this accurate information about abortion is a good first step in thinking critically about the issues.

Privacy, Parental Notification, and Abortion
The issue of parental notification or consent before a minor can have an abortion is one of
the most complex and controversial matters facing state legislatures today. Some abortion
providers require that the parent or guardian of a young woman accompany her to the clinic
and that both parties provide picture identification. This is true of surgical abortions, emer-
gency contraception, and chemically induced abortions. The Roe v. Wade Supreme Court de-
cision gave individual states the right to pass laws to protect the health of the mother when
abortions are sought. Parental notification laws, as they are commonly called, have been
passed in at least 29 states, as of this writing, as lawmakers believe such statutes are neces-
sary and in the best interest of the young woman.

In states requiring the involvement of at least one of the young woman’s parents,
teenagers who feel they cannot share their problem with their parents have a rather stark
choice: go to another state for the abortion or try to win the approval of a judge to have the
abortion in a process called judicial bypass. Either way, valuable time may be wasted, putting
the woman at increased risk of complications associated with abortion, as well as higher costs
(Planned Parenthood web site, 1998).

It is important to consider family issues with respect to adolescent pregnancies. Almost
one teenager in three between the ages of 15 and 17 does not live with both parents. About
half of all teenage females being raised by their mothers have had no contact with their fa-
thers during the past year. Over half of adolescents seeking an abortion report that at least
one of their parents is already aware of their desire to abort their pregnancy; the younger the
teen, the greater the chances that a parent knows the situation. About 75% of those age 15 or
younger have told at least one of their parents, while 46% of those who are 17 have done so
(Planned Parenthood web site, 1998).

In a provocative recent study, Reddy, Fleming, and Swain (2002) surveyed 950 girls un-
der the age of 18 who had sought services at all of the Planned Parenthood clinics in the state
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Parental notification
laws Laws that require a mi-
nor to obtain the consent of at
least one parent to have an
abortion. In some cases, a
judge’s consent is also suffi-
cient.



of Wisconsin during early 1999. Importantly, 59% of these young women reported that they
would stop using all health care services available through this agency if their parents were
informed that they wished to do so. In addition to contraceptive counseling and services,
these agencies make referrals for abortions, test for HIV and other sexually transmitted dis-
eases, and treat HIV and other STDs. As you can see, in some cases parental notification can
have a highly adverse effect on a young woman’s access to sexual and reproductive health care
and counseling.

Taking personal responsibility for one’s sexual and reproductive health may involve a
number of legal, ethical, moral, and family concerns. We believe privacy and confidentiality
in the medical setting are key issues for making mature and informed decisions.
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Conclusion

There is a lot of information in this chapter that might someday
educate, motivate, and reassure you. These are the three primary
goals for this book. We are not encouraging you to become preg-
nant and have children, nor are we implying that parenting is a
necessary part of being an adult in our society, for it is possible to
enjoy a full and rewarding life without having children. However,
since most of you will or already have had children, we believe
that the information presented here is important for you and your
baby-to-be.

In some people’s thinking there is a big ideological gap be-
tween sexual arousal, intercourse, and response on the one hand

and pregnancy, babies, and parenthood on the other. Although the
relationship of the two is necessary and obvious, it is normal not
to associate the two at all times. Yet part of being a fully function-
ing adult involves understanding and foreseeing the consequences
of our actions, and nowhere is this connection more important
than in the connection between sexual expression and pregnancy.
We quite literally reap what we sow. In the remaining chapters of
this book, the connection between sexual arousal and response
and the various contexts of sexuality in our lives may at first seem
similarly remote, although such relationships will become clearer
as these chapters present more information.

Learning Activities

1. Do you think men are now more involved in the experiences of
pregnancy and childbirth because they themselves want to be or
because their partners want them to be?

2. Even though an infertility work-up for a woman is more ex-
tensive, expensive, and uncomfortable than a similar work-up for
a man, why do you think that it is usually done on the woman
first?

3. Crack cocaine is a powerful teratogen. Its effects on the fetus
can be devastating, and permanent damage to the infant can oc-
cur:

a. This agent causes immediate, pronounced vascular con-
striction in the mother and fetus, limiting the transfer of
oxygen and nutrients through the placenta.

b. The placenta is more likely to tear away from the wall of the
uterus, in many cases initiating a premature delivery.

c. Brain cells deprived of oxygen die in substantial numbers,
which can result in behavioral problems and learning dis-
abilities.

d. Dramatic increases in maternal and fetal blood pressure of-
ten cause blood vessels in the brain of the fetus to rupture,
with subsequent destruction of large areas of the brain. This
prenatal “stroke” can leave the newborn permanently para-
lyzed, blind, or both. In your opinion, does the prenatal
consumption of crack cocaine ethically constitute child
abuse? If so, how should the legal system deal with the
mother?

Key Concepts

• The uncritical acceptance of the goodness, normality, and ap-
propriateness of having children is called pronatalism.

• Fertility involves a person’s actual reproductive performance,
while the term fecundity refers to their maximum reproductive
potential.

• Parenthood ideally requires maturity, which involves self-
extension, the ability and inclination to initiate and maintain
warm, open relationships with others, frustration tolerance, and a
clear set of personal values.

• Embryologists use the term “differentiation” to describe how de-
veloping cells group together according to their future functions.

• The placenta is a semipermeable membrane through which
some substances in molecular form can pass and others cannot.

• In cephalo-caudal development, the embryo’s and fetus’s growth
takes place first and fastest toward the head, and later and more
slowly toward the lower extremities.

• In proximo-distal development, the embryo’s and fetus’s growth
takes place first and fastest along the mid-line of the body, and later
and more slowly at the tips of the extremities (hands and feet).

• High-risk pregnancies include those pregnancies in which bed
rest and aggressive medical intervention at home or in the medical
setting may be needed to preserve the pregnancy.
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• Labor involves three stages, during which the cervix becomes
progressively thinner, the baby’s head drops lower in the woman’s
pelvis, becoming “engaged” between her tail bone and pubic sym-

physis, and the newborn eventually passes through the birth
canal. In the last stage of labor the placenta and other fetal mem-
branes also pass through the birth canal.



ContraceptionContraception

OBJECTIVES

When you finish reading

and reviewing this chapter,

you should be able to:

� Describe historical examples of methods of contraception and
note any contemporary parallels.

� Summarize the issues a couple should consider when choosing
a contraceptive that best meets their circumstances.

� For each contraceptive method listed, summarize how it
works, its effectiveness rate, and its advantages and
disadvantages including side effects and health risks:
� Monophasic, biphasic, and triphasic oral contraceptives
� Norplant
� Depo-Provera
� Spermicidal creams, foams, and jellies
� Male condoms
� Female condoms
� Diaphragm
� Cervical cap
� Vaginal sponge
� IUDs
� Vasectomy
� Bilateral tubal ligation

� Explain which contraceptives are most effective in inhibiting
the transmission of STDs.

� Summarize why women and men might be negligent in using
contraceptives correctly and consistently.

� Explain what strategies emergency contraception involves and
describe when a woman might need emergency
contraception.
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T he previous chapter discussed getting pregnant, being pregnant, and having babies. That
chapter emphasized that sexual behavior has real consequences beyond the immediate

sensual pleasures of intercourse. This chapter, in contrast, emphasizes that pregnancy is not
a necessary, inevitable consequence of sexual intercourse. Only relatively recently in human
history have people had the means and understanding needed to effectively control their pro-
creation. However, having effective birth control methods and using them conscientiously are
two entirely different things. Contraceptive choices take place within the context of a rela-
tionship. When communication in that relationship is poor, the couple may not make a suc-
cessful decision about birth control if their ways of interacting are not open and honest.

Because so many areas of one’s life may be affected by one’s contraception decisions, a
thorough discussion of different birth control methods is fundamental in a human sexuality
textbook such as this. Therefore, this chapter is intended to help you consider, assess, and
choose contraceptives based on your personal sexual value system and relationships. Con-
traceptive choices are highly personal, of course, and your reasons for using any birth con-
trol method are entirely your own or something for you and your partner to discuss.

This is a broad, diverse chapter covering many topics relevant to contraception. We be-
lieve that the more information you have about contraception, the less likely you will be to
ever need to consider abortion counseling and services. It is very important for every child
who comes into the world to be a wanted child.

Historical and Contemporary Contraceptive Issues

Is There a “Population Explosion”?
For two generations social scientists have warned us of the frightening consequences of un-
controlled growth of the world’s population. Explosive population growth fosters misery and
substandard living conditions, and the consumption patterns of greater numbers of people
contribute to global warming. In 1968, Paul Ehrlich in The Population Bomb claimed that un-
less humanity takes measures to control the rate of population growth, the world will suffer
catastrophic consequences. Most Western, industrialized nations imagined impossibly dense
urban areas. Famine in Third World countries received vivid press coverage. Today fertility
rates in many areas of the world are beginning to fall.

Ben Wattenberg (1997) claims that the “population boom is going bust” and summarizes
information from the United Nations publication, World Population Prospects: The 1996 Revi-
sion. For example, between 1950 and 1955, the global average number of children born to a
woman was 5. This was truly frightening, since for the world to maintain an even population
level only 2.1 children per woman are required. Between 1975 and 1980 the average number
of children born to a woman had fallen to 4, and by 1995 the number had dropped to 3. Im-
portantly, fertility rates are declining also in less developed countries. European nations,
which enjoy a relatively comfortable standard of living, today have an average fertility rate of
only 1.4 children per woman. Fertility rates are similar in Russia and Japan. Fertility rates are
falling in sub-Saharan Africa as well. Worldwide, contraception now is often less motivated
by trying to stem population growth and more by desires to improve the quality of life for
oneself and one’s children (Fig. 11-1).
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From Dr. Ruth Westheimer

S ince the time when I began crusading for the responsible
use of contraception, the number of unintended pregnan-

cies among teens has gone down. Still, there are way too many
such pregnancies, and it’s still necessary to help people protect
themselves from unintended pregnancy, as well as disease. I’m
sorry there still is no absolutely perfect contraceptive—one that is
cheap, easy to use, and without side effects, and that doesn’t de-
tract from spontaneity or pleasure. Although medicine may

some day reach the goal of perfection, effective methods do ex-
ist now, and the possible results of not using them are such that
no one should ever engage in unprotected sex.

If you are sexually active now or hope one day to be, this is
a chapter you should study thoroughly. No one loves babies
more than I do, but I don’t want to see you holding one you
made until you are absolutely ready to do so.



A Brief History of Contraception
Throughout recorded history, people have sought ways to stop conception from occurring or
to terminate a pregnancy (Fig. 11-2). Methods that prevent conception are called contra-
ceptives, and agents used to terminate pregnancy are called abortifacients. The ancient
Greeks were fully aware of the distinction between these, according to Professor John M.
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FIGURE 11-2 The History of
Contraception Museum in
Toronto, Canada, has displays
of contraceptives that have
been used throughout the
world for hundreds of years.

FIGURE 11-1 Fertility rates for all
socioeconomic classes have begun to
fall in many nations throughout the
world. This trend has been apparent
since 1985 and is expected to con-
tinue through 2010.

Contraceptive Any device
or behavioral strategy that is
intended to minimize or elimi-
nate the chances of conception
following sexual intercourse.



Riddle (1997) of North Carolina State University. Intrauterine devices (IUDs) technically
do not stop conception from happening but stop the implantation of a fertilized egg in the
uterine lining. IUDs are, therefore, sometimes called contragestational agents. Ancient civ-
ilizations recognized peak periods of fertility during a woman’s menstrual cycle and found
ways to interrupt the cycle of sexual intercourse, conception, pregnancy, and childbirth. Be-
cause modern contraceptive solutions seem so sophisticated and ingenious, people often
view past methods as primitive or simplistic, but some ancient strategies were elegant and
practical. Other historical methods of contraception were ineffective, harmful to a person’s
health, or even fatal. Modern contraceptives, in contrast, offer effectiveness, affordability,
availability, convenience, and usually reversibility.

Pessaries A pessary is a vaginal suppository. Ancient pessaries were sometimes made of
acacia tree gum. Although this substance may have killed sperm, it probably worked by dis-
solving in the vagina and forming a seal over the cervix, thus blocking the progress of sperm.
The oldest known written record describing contraception is the Kahun Papyrus, written
about 1850 B.C. It notes a pessary composed of crocodile dung and fermented dough—
not exactly a healthy mixture for delicate genital membranes! The great Greek physician 
Hippocrates apparently knew about pessaries, especially those that induced abortions. He
discouraged other physicians from using them, perhaps because those used in his day were
harmful to women. Centuries ago, some women in Constantinople inserted small natural
sponges saturated with lemon juice into their vaginas. They acted as a barrier to sperm and
created an acidic environment hostile to sperm.

Plants For centuries, a wide variety of plants have been used as contraceptives and aborti-
facients. Before 370 B.C. a plant known as silphium was used as a contraceptive, although its
method of use is unknown. Queen Anne’s Lace was used for its contraceptive properties as
long ago as the era of Hippocrates (about 430 B.C.). Modern scientists have shown that in-
gesting this drug blocks a woman’s production of progesterone and can inhibit fetal develop-
ment, although it is not used for this purpose by physicians. Other plants that have been used
as contraceptives include onions, pomegranates, date palms, pine, cabbage, and juniper. Such
plants are often dangerous because it is not always easy to correctly identify the plant, and its
potency may vary. Some plants have unanticipated side effects, and they are not nearly as ef-
fective as the methods described in this chapter.

Intrauterine Devices For thousands of years, people have known that a foreign object in
the uterus can prevent conception or pregnancy. Arabs were said to place date pits in a camel’s
uterus to prevent it from becoming inconveniently pregnant on long desert journeys. There
are tales of Native American Indian women inserting dried pine needles through their cervix
into their uterus to prevent pregnancy. Because the opening of the cervix is so narrow, in-
serting any object or IUD requires skill and may cause some discomfort.

Condoms Throughout history men have used a variety of materials to cover their penises
to prevent semen from entering the vagina. Historically, snakeskin, sheepskin, and linen have
been used. For centuries animal intestines have been fashioned into condoms that made a
reasonably good barrier and allowed excellent sensitivity, offering men the tactile experience
of intercourse without apprehensions about pregnancy. In 1843 Charles Goodyear invented
the process of “vulcanization,” which allowed condoms to be manufactured from rubber.
These had good sensitivity and were less susceptible to tearing than natural membrane (in-
testine) condoms.

Diaphragms Before the development of oral contraceptives, diaphragms were the most
popular female-controlled contraceptive method. In the past some women used a “block pes-
sary,” a wooden block with two concave indentations. They put this inside the vagina, mak-
ing sure that one of these concave surfaces covered the cervix, creating a physical barrier.
Later diaphragms made of metal and glass were awkward to insert and remove. Because of its
shape, a diaphragm builds up suction over the cervix, making it even more difficult to remove
unless it is made of pliable, flexible materials.
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Intrauterine device
(IUD) Any foreign object in
the uterus that is intended to
act as a contraceptive. Modern
IUDs typically include small
amounts of copper; copper is
highly toxic to sperm and
slightly irritates the lining of a
woman’s uterus.

Contragestational agents
Agents that technically do not
stop conception from occurring,
but instead inhibit the implan-
tation of a fertilized egg in the
lining of the uterus and thus
stop pregnancy from progress-
ing.

Pessary A vaginal supposi-
tory that is supposed to act as
a form of contraception. An-
cient pessaries were made of a
variety of substances, including
plants, fermented dough, and
even crocodile dung.

Condom Latex or natural
membrane sheath that fits over
the erect penis. It is a highly ef-
fective contraceptive that offers
significant protection against
acquiring sexually transmitted
diseases (STDs).

Diaphragm A plastic or rub-
ber dome-shaped cup that fits
over a woman’s cervix. Di-
aphragms are used together
with spermicidal foams,
creams, or jellies. This combi-
nation is an effective contra-
ceptive, although spermicides
alone do not work nearly as
well as when they are used
with condoms or a diaphragm.



Margaret Sanger: A Pioneer in Contraceptive Rights for Women
Contraceptive devices and information became available not through a gradual social evolu-
tion but through an ideological revolution. Margaret Sanger (Fig. 11-3) was born in 1883 of
Irish-American heritage. Sanger’s mother died from having had too many children, and Mar-
garet had a pivotal role in raising her siblings. The central focus of her life was the dissemi-
nation of information and contraceptive devices that allowed women to decide if and when
to bear children. Sanger coined the phrase birth control. Her passion for the cause was all-con-
suming. In 1914 she began publication of a newspaper, The Woman Rebel, in which she as-
serted her objectives in a bold, uncompromising manner. In the same year she published a
pamphlet, Family Limitation, which has been called the “first modern marriage manual”
(Wardell, 1980). She was not concerned about the moral sensibilities of those who were ob-
stacles to her goal. In 1916 she opened in Brooklyn the first birth control clinic in the United
States, which was promptly closed by the New York City Vice Squad, who threw Sanger in
jail.

The public debate resulting from Sanger’s evangelical approach to contraception availabil-
ity occurred in the context of the highly conservative legal legacy of Anthony Comstock. Com-
stock had been the secretary of the New York Society for the Suppression of Vice. First locally,
then regionally, and finally nationally, Comstock advocated making it illegal to send contra-
ceptive information and devices through the United States Postal Service, supposedly because
these materials were obscene. Beginning in 1873 various ver-
sions of such “Comstock Laws” were passed throughout the
country, and the last of these to be repealed was taken off the
books in 1966.

Sanger was arrested in August of 1914 when the Post Of-
fice banned her newspaper after instigation by Anthony
Comstock. Sanger faced serious, highly complex charges. She
had only just turned 30 and was unprepared for the circum-
stances she faced, which included charges of rioting and in-
citement to murder. She left the United States for Canada and
then London, where she met Havelock Ellis (see Chapter 2),
who agreed with her agenda, if not her tactics. She returned
to the United States in 1915 after Comstock’s death and re-
mained an advocate for available contraception for the rest of
her life. In 1923 she founded the Birth Control Clinical Re-
search Bureau in New York. This organization, staffed by a
physician, gave care to all women, irrespective of their race
or financial means. It merged with the American Birth Con-
trol League in 1939 and became the forerunner of today’s
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The History of Contraception Museum

I n North York, Ontario, is the History of Contraception Mu-
seum, believed to be the only one of its type in the world.

Here can be observed over 600 historical artifacts vividly por-
traying the ingenuity and creativity of ancient and more modern
peoples attempting to prevent pregnancy. Exhibits include items
from Asia, Europe, and South America. Visitors learn of the Ebers
Papyrus, written about 1550 B.C., that methodically instructed
women to grind up dates, the bark of the acacia tree, and honey
to make a thick paste and apply it to the vulva before inter-
course. This was an effective method of contraception, because
acacia bark, when it ferments, turns into lactic acid, which is a
highly effective spermicide, or sperm-killing agent.

The museum has an extensive collection of condoms, in-
cluding fine linen ones worn in the days of the famous

Casanova. Cloth versions were introduced by a Dr. Condom, per-
sonal physician to King Charles II, who apparently used lots of
condoms. There are over 300 historical examples of IUDs in var-
ious shapes and sizes and made of a variety of materials, in-
cluding jewels.

Oral agents for preventing conception did not begin with
birth control pills. More than 4,000 years ago women in China
drank mercury preparations to prevent pregnancy, and Indian
women drank a tea made of carrot seeds. Some women in New
Brunswick drank a kind of moonshine whiskey prepared with
dried beaver testicles. The relative effectiveness of these has not
been documented thoroughly.

FIGURE 11-3 Margaret Sanger
(1883–1966), a contemporary
of both Krafft-Ebing and Ellis,
was a pioneer advocate for
women’s reproductive and con-
traceptive rights.



Planned Parenthood (McCann, 1994). Hundreds of thousands of young women and men to-
day enjoy the legacy of Margaret Sanger’s courage, intelligence, and activism.

Margaret Sanger had to deal with an insidious issue. The most conservative sectors of so-
ciety, including the law, medicine, politics, and the clergy, were almost exclusively male and
openly opposed her goals and methods. In other words, the best educated and most advan-
taged professionals in America did not support the dissemination of contraception informa-
tion or birth control services. Why? There is no easy answer to this question. Some have spec-
ulated that many men felt that if women were busy having and taking care of babies, they
could do as they pleased at home and in society. American history is not unique in this re-
spect. Contraceptive practices throughout the world virtually always focus on the fertility of
women, not men.

The Development of Oral Contraceptives
Preceding sections summarize some of the historical milestones in the development of pes-
saries, IUDs, condoms, and diaphragms. These have been the methods used most commonly
in the history of contraception. It wasn’t until the middle of the 20th century that birth con-
trol pills, or oral contraceptives, became widely available. A pill a day—what could be sim-
pler or more convenient? As oral contraceptives were refined, their incredible effectiveness
and low cost became attractive reasons for using them. They are also attractive because they
allow spontaneity: a couple could have intercourse without having to interrupt their intimacy
to apply a condom, insert a diaphragm, or use some spermicidal foam, cream, or jelly.

Oral contraceptives were developed only after highly sophisticated techniques for syn-
thesizing female hormones in the laboratory were developed. Synthesizing a hormone in-
volves using chemicals to create a perfect replica of a hormone occurring naturally in the
body. This involved complex biochemical techniques in the 1940s and 1950s.

The history of birth control pills involved three individuals undertaking slow, painstak-
ing research that ultimately led to the development of the pill. These were Gregory Pincus,
M. C. Chang, and John Rock (Fig. 11-4), although many others were involved in research,
development and, importantly, public awareness. Once the complex biochemical problems
were resolved (Birch, 1992), scientists needed courage and perseverance to explore the po-
tential for oral contraceptives among humans. In 1951, Pincus and Chang, supported by a
grant from Planned Parenthood, sought a synthetic version of progesterone called progestin.
Such a hormone would “fool” a woman’s physiology into thinking she was pregnant and,
therefore, stop ovulation. After studying over 200 different substances, they isolated three
steroids found in wild Mexican yams that proved highly effective in stopping ovulation in
laboratory animals. John Rock then tried these compounds in contraception experiments at
the Worcester Foundation for Experimental Biology in Shrewsbury, Massachusetts. It must
have been very exciting for these researchers to carry out biochemical experiments while re-
alizing that their results could completely change the nature of contraception throughout the
world. In 1958, the Food and Drug Administration approved the first oral synthetic hor-
monal contraceptive.

At first, synthetic female hormones were used to treat a variety of menstrual disorders.
The modern period of oral contraceptives began in 1960 when the FDA approved Enovid as
an ovulation-inhibiting agent (Colton, 1992). The dosage of synthetic estrogen in these first
pills was high by today’s standards, about 150 micrograms per pill compared to 30 to 50 mi-
crograms or less now. As the dosage decreased, the number and severity of side effects de-
creased substantially (Hedon, 1990).

Society’s Perspective and the “Double Message” 
About Birth Control
Society seems to give many people, especially young people, a double message about birth
control. On the one hand, those who use contraceptives to avoid giving or getting a sexually
transmitted disease (STD) or being involved in an unanticipated pregnancy are commended
for foresightful personal responsibility. On the other hand, many people believe they are plan-
ning to behave in a wicked way. Can these two attitudes about birth control be reconciled?

Many college students wish to be informed, safe, and accountable in regard to having sex.
For women who haven’t been to a gynecologist, and for men, the expedient solution is to use
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Birth control pills Per-
haps the most reliably, effective
contraceptives, they act by in-
hibiting the pituitary gland’s se-
cretion of FSH and LH and also
thicken cervical mucus so that
sperm cannot swim into the
uterus and then up into the fal-
lopian tubes. Also called oral
contraceptives.

FIGURE 11-4 From top to bot-
tom: Gregory Pincus, M. C.
Chang, and John Rock, three
pioneering researchers in the
development of oral contra-
ceptives.



condoms. We have recommended condoms for many reasons for many years. Although some
people are too quick to judge the foresightful behavior of being prepared with the advance
purchase of condoms, most people will feel less embarrassed in making this purchase if they
know they are acting in the best interests of both themselves and their partner.

Families, communities, and local health providers offer another confusing message, es-
pecially to adolescents and young adults. The message is sent that people often get carried
away with the romance of the moment and neglect to use contraceptives. Family and health
care resources are made available to help out these young people, who are often presumed to
be impulsive. But again there is the counter message: if you act beforehand to prevent an
unanticipated pregnancy, you are suspect and some would even say immoral. Related to these
confusing societal messages is another issue. Are contraceptives really all that available?
Many people of all ages, married or single, are simply too embarrassed to make the public
purchase of condoms or spermicidal creams, foams, and jellies. Some people would never buy
birth control items in their own neighborhood, and others fear they will be standing at the
cash register when the salesperson calls out for a “PRICE CHECK ON CONDOMS AT REG-
ISTER 3.” The fact that condoms are available does not necessarily mean that they are acces-
sible. Purchasing condoms from vending machines in washrooms offers privacy and is pre-
ferred by many. These machines should be installed in women’s restrooms as well, since far
more women than men buy condoms. In fact, the best-selling condoms in America are pack-
aged in a tasteful package with the silhouettes of a woman and man on the box. The inten-
tion to behave responsibly about birth control is not always easy to act on, and both intelli-
gence and maturity are needed to act wisely to prevent unintended pregnancy.

Nonetheless, many people believe that if young people don’t have contraceptives they
won’t have sex. This is entirely wrong, and there are no carefully collected, systematic data to
support this nonsensical assertion. It is essential to acknowledge this fact rather than ignore
it with the simplistic hope that young people will refrain from acting on one of the most pow-
erful impulses we can experience.
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From Dr. Ruth Westheimer

T alking about contraceptive alternatives with someone with 
whom you are forming a close relationship can be difficult.

Fear of an unanticipated pregnancy (or disease) usually won’t
scare you into having this conversation. But in the heat of pas-
sion you are less likely to think of the risks of unprotected sex.
Even if one or both of you are already using contraception or
have a condom, it is important to talk about it. For example, it is
often a good idea to discuss the desirability of using a condom
even if the woman is already using birth control pills.

Choose an appropriate moment to talk about contraception,
but don’t wait too long. The relationship should be at a point at
which sex is at least a possibility before you broach the subject.
But you must be prepared for the possibility of rejection. If the
other person is not ready to have sex, he or she may be sur-
prised when you bring the subject up and may reply awkwardly
or brusquely. If so, shrug it off. Don’t let this conversation, which
is intended to help start a new chapter in your relationship,
cause that relationship to end.

What’s a good way to begin? I have a method for when peo-
ple want to ask me a question but are reluctant to start out di-
rectly. I tell them to say, “A friend has a problem.” You can say
something like, “My friend is going to talk to his girlfriend
tonight about contraceptives, and boy is he nervous about bring-
ing it up.” How your partner responds will guide your conversa-
tion from that point. This approach opens the door for having 
the conversation, but it also won’t hurt as much if your partner
closes it.

Do your homework before having this conversation. Know
about available contraceptive clinics and methods. If you plan to
use condoms, a drugstore, Planned Parenthood office, or health
department will do, but most other effective methods of birth
control require seeing a medical practitioner, and it’s a good idea
to know what facilities are available in your area.

Convenience, effectiveness, and affordability are additional
factors that may affect your contraceptive decision. Different
couples face different things. Our only strong recommendation is
that you discuss the subject in an open, informed way.

You may also need to discuss your partner’s religious beliefs
about the appropriateness of using birth control. For example,
some religious doctrines discourage or prohibit using any
method that interferes with conception as a consequence of sex-
ual intercourse. “Natural family planning” methods are allowed
but are generally less successful in preventing conception. Birth
control methods that involve periods of abstinence are far less ef-
fective than those that do not.

One last point. if you are not in an exclusive, monogamous sex-
ual relationship with your partner, a “barrier method” should be
used every time you have sexual intercourse. These include con-
doms, female condoms, spermicides, the diaphragm, cervical caps,
and vaginal sponges. Some couples like to take turns—the man us-
ing a condom sometimes and the woman using another barrier
method at other times. Taking turns requires a couple to talk about
when they want to make love, and any time a couple communi-
cates about sex, their overall relationship is usually enhanced.

How To Talk To Your Partner About Birth Control



Abstinence
For avoiding pregnancy, nothing works as well as abstinence. Abstinence means refraining
from sexual intercourse and other sexual behaviors in which semen might come into prox-
imity to a woman’s genitalia. A person may decide not to have first intercourse until marriage
or some point in the future or may take a “time-out” period from sexual intercourse. Al-
though abstinence is a 100% effective means of avoiding conception, it is not always suc-
cessful or reliable for a long period of time.

An earlier chapter distinguishes between partial and complete celibacy. Partial celibacy is
abstaining from sexual intercourse but not from masturbation, and complete celibacy in-
volves abstaining from both. The word celibacy is also used to refer to a decision not to marry.
Abstinence is generally more similar to partial celibacy than to complete celibacy. Abstinence
is a personal choice. Often people choose abstinence for religious or spiritual reasons, for ex-
ample, believing it inappropriate to have intercourse before marriage or except when plan-
ning conception. Many young people resolve, and some formally pledge, to refrain from hav-
ing intercourse until they marry. Other individuals see abstinence as a period to think things
through after an unrewarding or exploitative relationship. A study that evaluated the success

386 Human Sexuality: A Psychosocial Perspective

Abstinence Refraining from
sexual intercourse and any and
all sexual behavior in which se-
men might come into proximity
to a woman’s external or inter-
nal genitalia.

Other Countries, Cultures, and Customs
Contraception in Japan

There has long been a hesitancy in Japan to promote birth
control pills because of the concern that immoral sexual

behaviors might follow the wide distribution of oral contra-
ceptives. Until recently, condoms and natural family plan-
ning strategies were the only approved contraceptive meth-
ods. A strong tradition of infant and maternal health care in
Japan began in the Meiji period (1868-1912). Following
World War II, these priorities became even more prominent
in the government policies of this highly patriarchal country.
Today, there is still little public discussion of sexual norms,
reproductive policies, and oral contraceptives (Miyaji &
Lock, 1994), although an interest in this birth control tech-
nology is more obvious.

Beginning in 1987, Japanese pharmaceutical companies
encouraged researchers and medical practitioners to begin
clinical investigations of low-estrogen oral contraceptives
(Kuwabara, 1989), hoping to encourage the government to
approve use of the pill. These pilot studies demonstrated no
significant differences in the ways Japanese and Western
women responded to these agents. Oral contraceptives were
just as effective for Japanese women as for women in West-
ern industrialized nations. But by 1991, only 1% of Japanese
women of childbearing age had access to these agents, in ef-
fect because the government discouraged their use. Yet there
seemed to be much public interest in low-estrogen pills at
this time when the contraceptive failure rate in Japan was
25%. About 29% of Japanese women had had at least one
abortion (Ogawa & Retherford, 1991). Although there was
much interest in the pill, there was still some concern about
potential side effects.

Despite this research, widespread oral contraceptive use
is still banned. Japanese women have few options if they
want to use birth control pills. One option involves using
high-estrogen and progestin pills for contraceptive purposes,
although these agents have been approved only for the treat-

ment of menstrual disorders (Nagata, Matsushita, Inaba,
Kawakami, & Shimizu, 1997). These pills were used by only
slightly more than 1% of over 18,000 Japanese women in one
study. Unfortunately, the risk from side effects from high-
dose pills is greater than that of effective low-dose agents
available in the United States. Most disturbing is the fact that
among 35- to 49-year-old-women using high-dose pills, cig-
arette smoking is relatively common and likely magnifies the
risk of cardiovascular disease. In Japan, as in most countries,
governmental factors have a large role in contraceptive avail-
ability and decision making.

Oral contraceptives are not widely available in Japan. Con-
doms and “natural” family planning strategies are common.
There is little public discussion about contraception in gen-
eral. Still, Japan has one of the lowest birth rates among de-
veloped countries.

Create a list of six “refusal
skills.” Present alternatives that

vary in directness,
assertiveness, and sensitivity.
Explain a scenario in which

each might be used
effectively.

FOR DISCUSSION . . . 



of sex education programs and contraceptive alternatives among adolescents (McKay, 1993)
found that abstinence is highly successful for relatively short periods (perhaps a few weeks
or months) but decidedly unsuccessful over longer periods (several months or a year). An-
other investigation revealed that girls perceive that they receive much more encouragement
to be abstinent that do boys (Jensen, de Gaston, & Weed, 1994). Among girls, peer influence
seems especially effective in encouraging abstinence. Other research has also reported a
greater commitment to abstinence and less permissive sexual behaviors among girls than
among boys (DeGaston, Weed, & Jensen, 1996).

Several informational programs have been developed to offer teens and young adults ex-
posure to a variety of sexual subjects. One such program, called Sex Respect, encourages ab-
stinence more than informed, selective sexual behaviors. Goodson and Edmundson (1994)
evaluated Sex Respect in accordance with criteria set forth by the Sex Information and Edu-
cation Council of the United States and found the program incomplete in information, in-
correct in some of its claims, and generally not meeting professional standards for a thorough
sex education program. These professional sex educators consider focusing on abstinence in-
stead of fully presenting the recommended content for a human sexuality course inadequate
for people who might really need good sex information. Although programs such as Sex Re-
spect might successfully encourage abstinence for brief periods of time, as of this writing, no
available data from programs demonstrate long-term successful adherence to abstinence.

Currently, abstinence programs have begun to focus on offering their participants “refusal
skills,” ways of interacting with others that clearly and firmly communicate an individual’s
desire to refrain from sexual intercourse or other sexual behaviors. One recent study (Nagy,
Watts, & Nagy, 2002) indicates that in a sample of over 2,200 ninth and tenth graders, those
students who identified themselves as virgins used refusal skills a lot. Students reporting that
they had one or more sexual partners revealed that they had not been taught any refusal
skills. Apparently, offering young adults some guidance in learning and practicing refusal
skills (perhaps in role-playing) gives them some ability and confidence in asserting their per-
sonal unreadiness for a variety of sexual behaviors.

People give up abstinence for various reasons. Hopefully this is a genuine decision that
has been considered carefully and thoughtfully, rather than a coerced decision made with a
sense of sexual impatience or urgency. A period of abstinence ideally ends when the person
finds someone he or she can communicate with and trust completely.

Just as couples who rely on a form of birth control to prevent an unanticipated pregnancy
should have a back-up barrier method available, people who are practicing abstinence might
want to have a back-up barrier method available; condoms are probably best. 

Contraceptive Alternatives

Any couple selecting the contraceptive method or methods best for them could benefit from
a careful presentation and discussion of alternatives. Birth control methods fall into a num-
ber of broad categories, including barrier methods, intrauterine devices, hormonal alterna-
tives, and chemical options. Some different methods may be used together, such as a sper-
micidal agent used with a barrier method. All four of these categories are reversible. Surgical
contraceptive alternatives, such as tubal ligation and vasectomy, only sometimes can be re-
versed and, therefore, should be viewed as permanent options. For convenience, much of the
material on contraceptive methods in the following sections is summarized in charts. Since
cost is sometimes an important consideration, these charts include current costs, although
prices are always changing and may not stay accurate.

In addition to allowing a couple to decide when or whether to have a child, contraception
also affords them the ability to control the spacing of children. A couple may choose to con-
dense or spread out over time their parenting activities. Some women and men want to have
a first child out of diapers before a second arrives, whereas others want more than one child
quickly in order to move beyond that early family stage more quickly. Some couples want to
have only one child in college at a time because of the high costs of higher education. In other
words, contraceptives offer some choices regarding childrearing responsibilities and financial
costs of raising adolescents (cars, car insurance, and so forth) and young adults.
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The following discussion of different contraceptive methods draws on two truly out-
standing sources that you may consult if needed for additional information. The first of these
is called Contraceptive Technology, by Robert A. Hatcher, James Trussell, and Felicia Stewart
(1998). It is readable and provides everything you need to make a personal, responsible con-
traceptive choice. This is considered the “bible” of contraception among sex educators
throughout the country. A second excellent source, available at most large bookstores, is The
PDR Family Guide to Women’s Health and Prescription Drugs (1994). Both of these include an
enormous amount of useful information.

Hormonal Alternatives
Synthetic hormones used systemically or topically offer women a number of advantages and
conveniences over many other types of birth control. Birth control pills, Norplant, Depo-
Provera injections, and a new intravaginal implant called the ring are all extremely effective,
have few troubling side effects for most women, and significantly reduce menstrual cramp-
ing and discomfort. Women must consult a physician to obtain these methods, however. Ad-
ditionally, hormonal contraception offers women virtually no protection against STDs, which
is important for a woman not in a committed, monogamous sexual relationship. This cate-
gory of contraceptives involves both health risks and benefits.

Hormonal methods stop the ovary’s production of mature, potentially fertilizable eggs. Be-
cause hormonal contraceptives deliver a daily dose of progestin and estrogen, or just prog-
estin (Norplant and Depo-Provera), the woman’s hypothalamus never receives a message to
tell it to produce gonadotropin-releasing hormone (see Chapter 3). Therefore, the pituitary
gland never receives a message to tell it to produce follicle-stimulating hormone (FSH) and
luteinizing hormone (LH). Her ovaries thus never receive a hormonal message to initiate the
events that eventually result in ovulation, and no ovum is released from the ovary. Hormonal
methods block conception in another way also. These synthetic hormones cause a woman’s
cervical mucus to become so thick that sperm cannot swim through the cervix and enter the
uterus. In addition, distributed daily doses of progestin and estrogen or progestin alone block
the thickening of the endometrium, so that even if by some rare chance ovulation and fertil-
ization did occur, the fertilized egg could not implant itself in a soft, spongy uterine lining.
Still, hormonal contraceptives are not quite 100% effective, and occasionally women using
them conscientiously do become pregnant. Contraceptive research continues to seek im-
provements on existing methods.

Hormonal methods of birth control are also thought to offer some protections against
cancer, although why this is so and what specific kinds of cancer are involved are a matter of
debate.

Birth Control Pills There are dozens of different kinds of birth control pills, which have
various combinations of estrogen and progestins (Fig. 11-5). Monophasic pills have the same
amounts of estrogen and progestin in every pill throughout the cycle, whereas biphasic pills

have the same level of estrogen in every pill but increase the
amount of progestin during the last 11 days of a cycle.
Triphasic pills vary the amounts of both estrogen and prog-
estin throughout a cycle. The distinctions among these types
of pill might not seem significant, but physicians have good
reasons for choosing one over another for a particular
woman. Women might want to discuss the differences with
their doctor. The pills should be taken at the same time of
day every day. Additionally, if for any reason a woman vom-
its within 2 hours of taking her pill, she should presume that
she has not absorbed her pill and should consider using a
barrier method of birth control throughout the remainder of
her cycle even though she is finishing that cycle’s pill pack.

Birth control pills may also interact with other medica-
tions. For example, some antibiotics and phenobarbital may
reduce the efficacy of oral contraceptives. In contrast with
older “accepted” wisdom, a traditional course of a single an-
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Norplant A contraceptive
technique involving the inser-
tion of six thin capsules be-
neath the skin on the under-
side of a woman’s upper arm.
These contain a hormone, lev-
onorgestrel, that acts in much
the same way as oral contra-
ceptives.

Depo-Provera Trade name
for medroxyprogesterone ac-
etate, a contraception injection
taken in the buttocks once
every 3 months. It is highly ef-
fective and also works to block
ovulation and thicken cervical
mucus. Depo-Provera is also
sometimes used for the chemi-
cal suppression of sex drive in
men.

FIGURE 11-5 Oral contracep-
tives are packaged in a way
that helps women remember
to take their pills regularly.



tibiotic treatment has not been found to lower estrogen or progestin levels in women using
combination birth control pills (Contraceptive Technology Update, April 2003). Drugs such as
doxycycline, ampicillin, quinolones, and metronidazole are therefore safe under these cir-
cumstances. However, one antibiotic commonly used to treat tuberculosis, rifampin, will de-
finitively lower estrogen and progestin levels in women using combination oral contracep-
tives. Women using this particular antibiotic would therefore be well advised to use a barrier
method of contraception. Similarly, oral contraceptives can make other agents more toxic
than when used alone, such as beta blockers (used to reduce high blood pressure), steroids,
some antidepressants, and even caffeine. Therefore, it is very important for the woman to dis-
cuss with her physician any medications she takes or may take while using birth control pills.
Finally, women using oral contraceptives should not smoke cigarettes. The combination in-
creases the risk of cardiovascular problems and may even increase the woman’s chances of
having a heart attack. Overall, birth control pills are extremely effective, convenient, and af-
fordable; diminish menstrual discomfort; and offer some protection against ovarian and en-
dometrial cancer.

Because women using oral contraceptives must remember certain factors, doctors have
developed an acronym for when to consult them while using birth control pills. ACHES
stands for these serious symptoms:

A � abdominal discomfort

C � chest pain, persistent cough, or shortness of breath

H � headache
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Summary of Oral Contraceptives 

Method: Oral Contraceptives
Expected Failure Rate if Used Consistently and
Conscientiously: .1%
Expected Failure Rate if Not Used Consistently and
Conscientiously: 3%

Advantages: 
Extremely effective when used as prescribed
Does not detract from spontaneity during sex
Can be used by most women
Offers some protection for ovarian and endometrial cancer
Diminishes menstrual discomfort
Diminishes menstrual blood flow, offering protection against
anemia

Easy to use
Easily reversible
Thoroughly researched

Disadvantages:
Does not protect a woman against STDs
Expensive for some users
Rare but potentially serious medical problems (see below)
Can cause mood swings
Side effects: headache, weight gain, breakthrough bleeding
Must be taken daily
Should not be used by nursing mothers for 6 weeks after
childbirth

Side Effects: (Not everyone using the pills will have these)
Acne
Breast tenderness

Headaches
Depression
Weight gain
Nausea

Health Risks:
Heart disease and blood clotting disorders (rare)
Elevated blood pressure
Elevated blood sugar
Liver and gallbladder complications (rare)
Changes in cervical cells
Delayed return of fertility on discontinued use

Cost: $9.50 to $30 per month, depending on how they are
obtained

For What Type of Person Is This a Good Contraceptive
Choice?

Knowledge of partner’s sexual behaviors and network
Regular daily habits that foster conscientious usage
Under age 35 (health risks increase with age)
No previous migraine headaches
No family history of heart disease or blood-clotting disorder
No current suspicion of reproductive system cancers
No kidney disease
No high blood pressure
No diabetes or pre-diabetic condition

Doctor’s Visit Needed to Obtain This Method? Yes



E � eye problems, such as blurred vision

S � severe leg pain (that might indicate the presence of a
blood clot)

As safe and effective as oral contraceptives are, problems
can occur, and women using them should be alert for any of
these problems.

Norplant Many women say that they have trouble remem-
bering to take a birth control pill once a day. Among sexually
active women, forgetting the pill can lead to pregnancy. Nor-
plant is a kind of hormonal contraceptive that is implanted
so that the woman need not take a pill every day. Six thin
capsules are inserted beneath the skin on the underside of
the woman’s upper arm (Fig. 11-6). These capsules are made

of a combination of plastic and silicone called Silastic and contain only progestin, specifically
levonorgestrel. A local anesthetic is used to numb the skin when the capsules are implanted.
One of the benefits of Norplant is that the woman is fully protected only 24 hours after in-
sertion of the capsules. Gradually levonorgestrel diffuses out of the capsules into the woman’s
circulatory system. Physicians prefer to implant Norplant within 7 days of the start of the
woman’s menstrual cycle to be sure that she is not pregnant at the time. Norplant is effective
for 5 years, and then the capsules have to be surgically removed. This is sometimes not easy,
since scar tissue often surrounds them. Within a day after removal, the woman no longer has
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Summary of Norplant

Method: Norplant
Expected Failure Rate if Used Consistently and
Conscientiously: .09%
Expected Failure Rate if Not Used Consistently and
Conscientiously: .09%

Advantages:
Extremely effective
Most women can use it
Lasts for 5 years
Women do not need to remember to take a pill every day
No need to interrupt physical intimacy
Absence of side effects related to estrogen
Minimizes menstrual discomfort and cramping
May reduce risk of pelvic inflammatory disease
May reduce risk of endometrial cancer

Disadvantages:
Does not protect a woman against STDs
Expensive for some users
Greater likelihood of abnormal Pap smears than with birth
control pills

Capsules may be visible in very thin women
Outpatient surgery required for removal
May increase chances of irregular mid-cycle bleeding

Side Effects:
Headaches (most common side effect)
Enlargement of ovaries
Dizziness

Weight gain
Breast tenderness (rare)
Nervousness (rare)
Nausea (rare)
Acne (rare)

Health Risks:
Irregular menstrual bleeding
Abnormalities in ovarian follicles
Ectopic pregnancy (rare)
Blood clots or blockages in blood vessels (rare)
Local infection during insertion or removal of capsules

Cost: May be as high as $750 at insertion but averages less
than five years’ use of oral contraceptives. Average monthly
cost is only $12.50.

For What Type of Person Is This a Good Contraceptive
Choice?

Women who frequently forget to take birth control pills
Those who can pay the initial cost
Women for whom pregnancy might be catastrophic for the
newborn:
Women with alcohol dependency
Women with opiate addiction
Women with HIV or AIDS
Women who are habitual child abusers

Doctor’s Visit Needed to Obtain This Method? Yes

FIGURE 11-6 Norplant cap-
sules are surgically implanted
in the skin on the underside of
a woman’s arm. This method
of contraception is effective
for 5 years.



contraceptive protection. The Food and Drug Administration first approved Norplant in late
1990. 

Many of you reading this section on Norplant may have the capsules implanted in your
arm or know someone who does. However, in July 2002, Wyeth Pharmaceuticals began to
withdraw Norplant from the market. The company cited “limitations in product component
supplies.” Still, this device is effective for 5 years, and some studies have shown effectiveness
for up to 7 years. Women currently using Norplant will have to consider other contraceptive
alternatives when their capsules’ effectiveness expires. However, other forms of contraceptive
implants are being developed, tested, and marketed throughout the world (Contraceptive
Technology Update, October 2002). The Organon Company of New Jersey has developed and
tested a single-rod implant called “Implanon,” which has been distributed in Europe, Aus-
tralia, and Indonesia. One of the benefits of Implanon is that no surgical incision is required
for its insertion. The rod is inserted into a woman’s upper, inner arm through a syringe nee-
dle into which the rod has been preloaded (thus minimizing the risk of contamination). Af-
ter the rod has been placed beneath the skin, the needle is gently removed and the site cov-
ered with a small bandage.

Wyeth, the manufacturer of Norplant, has developed a new two-rod version of the con-
traceptive but has not yet established a timeline for its introduction into the United States.
The device, called “Jadelle,” has been approved for use in Finland, other European countries,
Indonesia, and Thailand. Both Implanon and the two-rod Norplant devices have been shown
effective for 3 years. As soon as they are available to women worldwide, we will better un-
derstand any special drawbacks or advantages that might accompany their use.

Depo-Provera Although some women are a little suspicious about systemic contracep-
tives, Depo-Provera, a contraceptive injection taken in the buttocks once every three months,
has proven very popular and effective (Earl & David, 1994). Some women can’t take birth
control pills because of health-threatening or annoying side effects, and many women expe-
rience abnormal mid-cycle bleeding that makes Norplant similarly unacceptable. Depo-
Provera offers these women another choice, and having more choices is a good predictor of
successfully avoiding unintended pregnancies. More than 30 years ago, Depo-Provera was
used to treat endometrial and kidney cancer, and in the following two decades its reliable and
convenient contraceptive effects were recognized. Depo-Provera is a synthetic hormone
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Research Highlight
Legal and Public Health Scholars Debate Norplant Coercion

S ince it was introduced in 1990, many Americans have 
been concerned that the courts might coerce or mandate

Norplant use for women who have a large number of chil-
dren out of wedlock, who use addictive substances during
pregnancy, who are HIV positive or have AIDS, or who have
a history of abusing their children. Alarms of “social control”
were voiced almost immediately. A Philadelphia Inquirer edi-
torial advocated the use of Norplant as an agent in the “fight
against Black poverty” (December 12, 1990). To our knowl-
edge as of this writing, four women convicted of child abuse
have had Norplant implanted as a probation requirement. Be-
cause most of the women who involuntarily receive this con-
traceptive are single parents, Black, and poor, there may be
reason to assess charges that Norplant can be used as a vehi-
cle of population control among some women.

As of this writing, however, the situation does not seem
so insidious (Davidson & Kalmuss, 1997). As of 1997, no
state had laws making welfare benefits contingent on using

Norplant. There is less discussion in legal circles about judi-
cially coercing Norplant usage. For example, forced Norplant
insertion is now illegal in Illinois, and a judge in California
has been disciplined for forcing a young woman to receive
Norplant as a condition of her probation. Although it is pos-
sible that some health care professionals are subtly promot-
ing Norplant for some of their patients, no available data
support this assertion. In a study involving more than 2,000
low-income women in Dallas, Pittsburgh, and New York City
who were thinking about changing to a different contracep-
tive, these subjects did not report feeling forced, coerced, or
encouraged to select Norplant over other options, such as
birth control pills, Depo-Provera, or sterilization. Indeed,
fully 45% of this sample selected Norplant of their own free
will. Of these 2,000 women, only three reported that they felt
somewhat forced to select Norplant. Convenience, effective-
ness, and duration of effect were the primary factors for se-
lecting Norplant (Davidson & Kalmuss, 1997).



called depot-medroxyprogesterone acetate, which is very much like the progesterone pro-
duced in the ovaries. It is used by more than 9 million women in some 100 countries. Four
injections a year, each taking just seconds, is an attractive contraceptive alternative for many
women. About 2 weeks after the injection a woman has the full contraceptive effects. The
amount of this synthetic hormone in the bloodstream remains high for about a month and
then stays constant for the next 2 months. A woman who cannot visit her doctor exactly at
the end of three months can have the injection early without adverse effects or loss of effec-
tiveness. Following each 3-month dose is a period of about 4 weeks during which contra-
ceptive effectiveness is still high, but it may not be safe to use this “grace period” often.

Early research on Depo-Provera raised the suspicion that this form of contraceptive led to
a possible loss of bone density among users, but recent research (Merki-Feld, Neff, & Keller,
2003) demonstrates that in a sample of women between 30 and 45 years of age there is no
significant bone loss that can be attributed to this agent.

The Contraceptive Patch Contraceptive failures are attributable to either the method
used (method failure) or failure on the part of the user to use the method correctly and con-
sistently (user failure). The most optimistic estimates reveal that when oral contraceptives are
used correctly and consistently they have a first-year method failure rate between 0.1% and
0.5%. The first-year failure rate usually indicates the effectiveness of a contraceptive method
over a prolonged period of time.  One important study (Rosenberg et al., 1998) has shown
that almost half of birth control pill users report missing one or more pills each cycle and 22%
report missing two or more pills each cycle. If a couple does not use a back-up barrier method
of contraception for the remainder of the woman’s cycle, the chances of pregnancy will, of
course, increase depending on the number of times they have sexual intercourse.
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Summary of Depo-Provera

Method: Depo-Provera
Expected Failure Rate if Used Consistently and
Conscientiously: 0.03%
Expected Failure Rate if Not Used Consistently and
Conscientiously: 0.03%

Advantages:
Extremely effective
Most women can use it
Lasts for 3 months
Women do not need to remember to take a pill every day
No need to interrupt physical intimacy
Absence of side effects related to estrogen
Minimizes menstrual discomfort and cramping
May reduce risk of pelvic inflammatory disease and en-
dometriosis

May reduce risk of endometrial cancer
May cause cessation of menstruation

Disadvantages:
Does not protect a woman against STDs
May delay return of fertility for up to 2 years upon discontin-
uation of usage

Cannot be discontinued during the 3 months of its effective-
ness

Side Effects:
Headaches (most common side effect)
Depression

Dizziness
Weight gain (more pronounced the longer you use it)
Breast tenderness (rare)
Nervousness (rare)
Nausea (rare)

Health Risks:
Irregular menstrual bleeding
Possible loss of bone density (still under clinical investigation)
Ectopic pregnancy (rare)
Some drug interactions (rare)

Cost: Less than $50 per injection (average monthly cost less
than $15)

For What Type of Person Is This a Good Contraceptive
Choice?

Women who frequently forget to take birth control pills
Women who are careful about using condoms in nonmonog-
amous lifestyle

Active women who can offset possible weight gain and bone
loss

Women who make and keep regular appointments for injec-
tions

Doctor’s Visit Needed to Obtain This Method? Yes

A substantial percentage of
women using oral

contraceptives forget to take
one or two pills each cycle.
Explain some of the reasons

for this lack of adherence with
medical directions.

FOR DISCUSSION . . . 



As convenient and effective as birth control pills are, a
woman must remember to take them every day, ideally at 
the same time of day. These problems have led investigators
to explore the use of hormone-containing transdermal
(through-the-skin) patches as a contraceptive alternative
that women would be less likely to forget to use regularly.

In a test of the effectiveness of the contraceptive patch
(Fig. 11-7) over 800 women at 45 clinics in the United
States and Canada were compared with over 600 women us-
ing birth control pills. The contraceptive patch (20 square
centimeters—approximately 1.5 x 2 inches) contains 150
micrograms of norelgestromin and 20 micrograms of ethinyl
estradiol. The patch was applied to any one of a number of
body locations: the buttocks, upper outer arm, lower ab-
domen, or upper torso (excluding the breast area). Three
consecutive 7-day patches were applied; this was followed
by 1 week during which subjects did not wear the patch. Patches had an outer, protective
polyester layer, an adhesive middle layer containing the synthetic hormones, and a polyester
liner that was removed just before application to the skin. Of the subjects using the patch,
571 completed the study.  Women using the patch were divided into three groups: one us-
ing it for 13 cycles and two groups using it for 6 cycles.

Among the women completing the study who wore the patch, four became pregnant due
to method failure and one due to user failure. Among the women using oral contraceptives
(458 subjects), four became pregnant due to method failure and three due to user failure. Sta-
tistically, the difference in contraceptive effectiveness between these two groups is not signif-
icant; both methods are highly effective. As more women choose to use the patch, any dif-
ferences in effectiveness will become more apparent.

Perfect compliance with usage instructions was found among 88.2% of patch users and
77.7% of pill users. This was indeed a statistically significant difference. In 1.8% of applica-
tions a patch became completely detached and in 2.8% of applications it became partially de-
tached (subjects were supplied with back-up patches for this eventuality). No pregnancy was
attributable to either complete or patrial patch detachment. Generally, bathing and swimming
do not cause the patch to become detached, although skin creams, lotions, and oils may do
so. Less than 3% of women using the patch reported mild to moderate skin irritation at the
application site.

This investigation demonstrates that the transdermal delivery of hormones is comparable
in contraceptive efficacy to oral contraceptive agents but that women using the patch are
more likely to use it correctly and consistently. For women who often forget to take their
birth control pills, the contraceptive patch holds promise as a highly effective alternative.

The Vaginal Ring Some women are uncomfortable about taking birth control pills be-
cause of the side effects and risks sometimes associated with orally introducing female sex
hormones into the bloodstream daily. And as we have seen, many women have trouble re-
membering to take their birth control pill every day, ideally at the same time. An alternative
hormonal contraceptive has recently been tested, found exceedingly effective, and been re-
leased for use in the United States after having undergone clinical trials in 52 health care cen-
ters in Austria, Belgium, Denmark, Finland, France, Germany, Israel, The Netherlands, Nor-
way, Spain, Sweden, and the United Kingdom (Roumen et al., 2001).

The vaginal ring (Fig. 11-8) is a soft, flexible, transparent ring that releases small amounts
of progestogen and estrogen into the vagina daily for three weeks followed by one ring-free
week, during which menstruation occurs. The vaginal ring has an outer diameter of 54 mm
(about 2.25 inches) and a cross section of 4 mm (slightly less than .25 inches). Test subjects
reported that ring insertion and removal were easy and required no special dexterity and very
little time. No women reported that the ring was expelled spontaneously from the vagina.
During clinical testing women were told that if the ring caused discomfort during intercourse
it could be removed so long as it was reinserted within 3 hours. Of over 800 women who used
the vaginal ring during clinical trials, six became pregnant and three of these had explicitly
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FIGURE 11-7 The contracep-
tive patch is worn comfort-
ably and inconspicuously.
Bathing, swimming, body lo-
tions, and oils do not gener-
ally cause it to become unat-
tached.

FIGURE 11-8 The vaginal 
ring is soft and flexible. It re-
leases small amounts of
progestogen and estrogen
daily for 3 weeks and is then
removed for 1 week when
menstruation occurs.



violated the directions they had been given. Irregular bleeding (“spotting”) was reported in
about 5% of all the cycles studied. Upon ring withdrawal, menstruation lasted about 5 days—
similar to that found with oral contraceptives. Women using the vaginal ring had no signifi-
cant changes in heart rate, blood pressure, or body weight.

The vaginal ring appears to be a highly effective hormonal contraceptive that is conven-
ient to use and involves the timed release of approximately half the estrogen a woman would
consume orally by using birth control pills. Exposure to progestogens is equal in both alter-
natives. All experimental subjects menstruated during each ring-free week. The developers of
the vaginal ring believe that the continuous release of hormones allows good menstrual cy-
cle control. Of note, women using the vaginal ring had no significant changes in their Pap
test results (Contraceptive Technology Update, June 2003). Of course, this contraceptive alter-
native requires that a woman be comfortable enough with her body so that she does not mind
inserting and removing the ring. More than 90% of women who have used the vaginal ring
report positive experiences with it, and 94% would recommend this form of contraceptive to
others. The vaginal ring became available in the United States during mid-2002, so its effec-
tiveness in large numbers of women has yet to be determined. For women wanting more 
independence in selecting and using contraceptives, the vaginal ring seems like an attractive
alternative.

Spermicides
A number of chemical agents called spermicides, when used in low concentrations, are highly
effective at killing sperm (Fig. 11-9). Sperm are fairly fragile and are easily killed or disabled
by a change in temperature, moisture, acidity, or alkalinity, or even by light. Spermicides must
be reliably effective, not irritating to delicate genital membranes, and non-carcinogenic. Sper-
micides are manufactured in a variety of forms: suppositories, gels, cream, or foam. To be
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Other Countries, Cultures, and Customs
Once-a-Month Injectable Contraceptives

B eginning in 1994, once-a-month injectable contracep-
tives underwent testing in many countries including

Thailand, Egypt, Mexico, China, and El Salvador. These are
estrogen-progesterone combinations that have been mar-
keted under a number of names: Deladroxate, Cyclofem,
Mesigyna, and Chinese Injectable No. 1 (Koetsawang, 1994).
The first of these, Deladroxate, was used extensively in Latin
America but promptly taken off the market because in a
number of animal studies it caused breast cancers in dogs
and unusual pituitary growths in rats. Cyclofem and Mesig-
yna were found to be highly effective and relatively free of
side effects. Chinese Injectable No. 1 had poor contraceptive
effectiveness when used once a month, but when its initial
dose was doubled, its effectiveness was comparable to that of
other injectable contraceptives. With a revised dosage sched-
ule, Chinese Injectable No. 1 had low pregnancy rates, but
many more recipients stopped taking the injections than
with either Cyclofem or Mesigyna (Sang, Shao, Ge, Ge,
Chen, Song, Fang, He, Luo, Chen, et al., 1995). The advan-
tage of a once-a-month injection over Depo-Provera’s once-
every-three-months schedule is better regulation of monthly
menstrual cycles. But even with once-a-month drugs, irregu-
lar bleeding is still the most common problem and the main
reason women stop taking the injections.

Testing of these once-a-month injectable contraceptives
was undertaken in Egypt between 1989 and 1992 (Hassan,

el-Nahal, & el-Hussein, 1994). Almost 1,100 women used
Cyclofem and Mesigyna, and ratings of the acceptability of
these drugs were very high. Many subjects reported that they
would be willing to pay for the injections at the end of the
trial period. Subjects who discontinued use reported a num-
ber of reasons, such as a perceived lack of social support for
being conscientious with birth control and their husbands’
unsupportive attitude about contraception. Some cultures
exert powerful social pressures to have many children.
Women who stopped taking the injections were more likely
to have experienced side effects.

Once-a-month injectable contraceptives have also been
tested in Mexico, with rates of effectiveness and user satis-
faction comparable to those in other countries. They were
also compared with the Depo-Provera once-every-three-
month regimen (Bassol, Hernandez, Nava, Trujillo, & Luz de
la Cruz, 1995). In women using both types of injectable con-
traceptives, regular ovulation returned within three months
after the last injection. The side effects of injectable contra-
ceptives are generally similar to those of oral contraceptives,
although the effectiveness is somewhat better and there is no
risk of a woman forgetting to take the pill daily. As of this
writing, research continues to improve the acceptability of
once-a-month injectable contraceptives.



most effective they should be used along with a barrier method of contraception, such as a
cervical cap, diaphragm, or condom. These barriers keep the spermicidal substance in a place
where it can work most effectively to kill sperm.

The most common spermicidal agent in use is nonoxynol-9, which is available in the
forms noted above. Many prelubricated condoms are sealed in a small envelope containing
nonoxynol-9. Using spermicides alone should be distinguished from using them with barrier
methods of contraception. When used alone they have an unacceptably high failure rate
(pregnancy occurs frequently). Spermicides used with barrier methods have a combined ef-
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FIGURE 11-9 A variety of af-
fordable contraceptive suppos-
itories and gels are available
over-the-counter. They are
most effective when used with
a barrier method of contra-
ception, such as the male or
female condom.

Summary of Spermicides

Method: Spermicides
Expected Failure Rate if Used Consistently and
Conscientiously: 6%
Expected Failure Rate if Not Used Consistently and
Conscientiously: 21%

Advantages:
Somewhat effective (better than nothing)
Easy to purchase; readily available; sold in many places
No prescription or doctor’s visit needed to obtain
Minimal, rare side effects
Protects against some STDs
Convenient to carry around in purse, backpack, or glove box
Can be used with partners who might resist using a contra-
ceptive

Effective intercourse lubricant

Disadvantages:
May not protect against HIV
Must plan ahead of time to obtain and use
Could interrupt sexual spontaneity
Unpleasant taste or oral numbing during and after oral-genital
stimulation

Side Effects:
Occasional allergic skin rash (rarely serious)

Health Risks:
May cause sloughing off of cervical cells
Minor irritation of cervix

Cost: $5 to $10 depending on the type of spermicide selected.
Each package may contain 6 to 12 doses.

For What Type of Person Is This a Good Contraceptive
Choice?

People who cannot afford or do not have access to family
planning services

Those who cannot depend on their partner to use contracep-
tion

Women and men allergic to latex and not using hormonal
contraception

Those who want to act independently in using birth control
Those who don’t mind interrupting foreplay to use contracep-
tion

Women willing to take time to read instructions carefully
Women sufficiently comfortable with their bodies to insert
these products

Doctor’s Visit Needed to Obtain This Method? No



fectiveness that is quite high. This information in the Summary of Spermicides box refers to
the use of these substances alone, not in conjunction with any barrier contraceptive method.

One popular form of spermicide is small squares of film saturated with nonoxynol-9.
These are placed inside the vagina, near the cervix. This 2 � 2 inch (5 � 5 cm) film dissolves
in just a few seconds. Contraceptive film should be inserted into the vagina at least 15 min-
utes before intercourse. Its effectiveness depends on the care the couple takes to insert the
film in adequate time to dissolve before intercourse. One study showed that when women ap-
plied contraceptive film inside their vaginas near their cervixes and their vaginas were then
washed with saline solution at varying times later, the amount of nonoxynol-9 remaining in
the vagina could be measured (Mauck, Allen, Baker, Barr, Abercrombie, & Archer, 1997a).
These investigators found amounts of spermicide well above that required to immobilize
sperm up to 4 hours after the film was inserted, suggesting that nonoxynol-9 is apparently
effective for quite some time. This study was carried out in the middle of each woman’s men-
strual cycle, when sperm normally have an easier time penetrating cervical mucus and en-
tering the uterus. In addition to nonoxynol-9, benzalkonium chloride has been proved an ef-
fective spermicidal agent (Mauck, Baker, Barr, Abercrombie, & Archer, 1997b). Cellulose
sulfate is both a vaginal contraceptive and a microbicide (an agent that kills microorganisms
such as bacteria), just as is nonoxynol-9. In research that examined the acceptability of this
agent, Mauck et al. (2001) found that cellulose sulfate is minimally irritating to vaginal tis-
sues and much less irritating to the penis than nonoxynol-9.

Barrier Methods of Contraception
This section explores a number of different contraceptive methods that involve a physical
barrier or obstacle that prevents sperm from reaching an egg. These are the oldest historical
forms of contraception and generally have fewer side effects than other alternatives available
today. Although they are less effective and less convenient than hormonal contraceptives,
they still are popular and when used with spermicides are extremely reliable. In the past, a
wide variety of barrier methods were used. For example, African women once used the pods
of the okra plant as a sort of vaginal pocket into which the man ejaculated; this ancient
method has some striking similarities to the female condoms used today. Roman women used
the bladder of a goat in somewhat the same way.

Barrier methods of contraception are popular today because they are also highly effective
in preventing STDs. Women using birth control pills, Norplant, Depo-Provera, or IUDs some-
times want their partner to use a condom as well, to lessen the risk of contracting an STD.
Many barrier methods are simple to use, making them appropriate for individuals with mild
mental retardation or diminished psychological capacity. Some mentally retarded women do
not always remember to take birth control pills or to return to their doctors regularly for
Depo-Provera injections, and they may not tolerate the side effects of Norplant. Mental health
professionals have had good success teaching them to obtain and use condoms properly.
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Letter to Dr. Ruth Westheimer

Question:
Whenever my girlfriend and I have intercourse, she insists on us-
ing both a condom and a spermicidal foam. Isn’t that unneces-
sary? Won’t either one or the other be plenty of protection?

Answer:
Neither is 100% effective in preventing an unintended preg-
nancy, and using both methods together does increase their ef-
fectiveness, although this is not always necessary. Studies have
shown that careful condom use can be very effective. Other
types of contraceptives are even more effective than either con-
doms or foams, and she could try one of these, but these more

effective contraceptives offer no protection against STDs. The
most important thing, however, is that you both are protected
and that you both have confidence in the method you use. If you
use only a condom and she feels some doubt, that could inter-
fere with her enjoyment of having sex with you. So my advice is
not to make a big deal about it. If she wants to use two meth-
ods, go along with it. If your relationship deepens or perhaps
even leads to marriage, then you can discuss together what con-
traceptive is best for you as a couple. For now, continue using
whatever makes her feel comfortable. Just make sure that the
foam you use will not deteriorate a latex condom. I believe most
contraceptive foams are safe, but check the packaging.



With barrier methods of contraception, it is essential for
women and men to plan to obtain them, have them handy,
and use them every single time they have sexual intercourse.
Some types of barrier methods need to be applied not too
long or not too soon before intercourse. We like some types
of barrier methods because they require a couple to talk
about their shared contraceptive responsibilities, and the
couple may take turns applying condoms or inserting di-
aphragms for one another. When both people are involved in
contraceptive decisions the chances of a slip-up are smaller.
Remember that inconsistent use of birth control pills may re-
quire use of a barrier method of contraception for the re-
mainder of a particular cycle.

Condoms A condom is a thin, flexible sheath that fits
snugly over a man’s erection and is rolled down to the base
of his penis. Condoms are sometimes called the old veterans
of contraception. In one form or another, condoms have been
used for centuries. As technology has advanced, so too have
the materials from which condoms are made. They were once made of rubber, then latex, and
now various polymers as well. These changes provided greater tactile sensitivity, and thus
men were more willing to use them. Along with the protection condoms offer against STDs,
this has led to the great popularity of condoms and wide willingness to use them.

Condoms can be bought in many places today, unlike in the past when one had to ask a
pharmacist. Condoms are available in grocery stores, discount stores, convenience stores, and
vending machines in restrooms in college and university student centers. Local community
health departments may provide condoms without charge.

Condoms are typically sold rolled up in sealed plastic, paper, or aluminum wrappers.
Many, but not all, are sold with added lubricant, usually nonoxynol-9 (Fig. 11-10). Condoms
should never be used with a petroleum-based lubricant, such as Vaseline, which can make
them tear. For extra lubricant with a condom, a non-petroleum lubricant should be used,
such as surgical lubricant sold under the name K-Y jelly. Generic and store brands of surgi-
cal lubricant are generally just as good. Although barrier methods of contraception must be
kept handy, men should not keep condoms in their wallets. Sitting on a condom for days,
weeks, or months can make it more likely to break. Most condoms are made of latex. Some
natural membrane brands (made from sheep intestines) are also available but cost signifi-
cantly more. Although some men report that natural membrane condoms offer better sensi-
tivity, the difference is generally considered insignificant. Also, latex condoms do a better job
of protecting against viral and bacterial STDs. When examined under very high magnifica-
tion, both latex and natural membrane condoms can be seen to be porous, but the pores in
latex condoms are significantly smaller than those found in natural membrane condoms and,
therefore, offer better protection against bacterial and viral STDs, such as HIV (Vinson & Ep-
perly, 1991). These pores are much too small for sperm to swim through. Although condoms
offer excellent protection against unintended pregnancies, they are not 100% effective in pre-
venting STDs. (STDs are discussed in depth in Chapter 17.) Since one can never be certain
that a potential sexual partner is free of HIV, it is always a good idea to be protected against
this fatal disease.

Although condoms are easy to use quickly and correctly, some men do not use them cor-
rectly in every respect. Following are guidelines for using condoms most effectively:

1. Always use a new condom for each act of intercourse, even if only a little time has
passed since the first intercourse.

2. Before applying a condom, with thumb and forefinger pinch closed about an inch of it
before unrolling the rest. This creates a reservoir tip to hold the ejaculate. Some con-
doms are designed with a reservoir tip, but it’s still a good idea to do this.

3. Unroll the condom completely down the penis, all the way to its base.
4. Never penetrate your partner with your penis until the condom is applied.
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FIGURE 11-10 Condoms are
made of various materials
(natural membrane, latex,
polyurethane) and are sold in
a wide variety of colors,
shapes, and textures.



5. After intercourse, hold the condom at the base of the penis before withdrawing from
your partner. This prevents any leakage into the vagina that might otherwise occur.

6. Store condoms in a cool, dry place. The used condom can be wrapped in tissue with its
wrapper and disposed of in the wastebasket.

As simple as these guidelines might seem, there are apparently many men who fail to use
condoms correctly. A recent study (Contraceptive Technology Update, December 2002) of 158
men at Indiana University who reported having sex with a condom at least once in the past
3 months revealed a number of errors in condom usage. Of this sample, 74% failed to check
condoms for visible damage, 61% did not check the expiration date, 43% failed to put the
condom on before starting sex, 40% failed to leave space at the tip of the condom while put-
ting it on, 30% initially put the condom on backwards and had to remove it and reapply it,
and 15% removed the condom before sex was over. About 30% of participants reported con-
dom breakage and 13% reported that the condom had slipped off while having sex. There-
fore, when men report that they used a condom, such a claim does not always reflect behav-
iors that will likely diminish the effectiveness of this form of contraception.

Despite jokes to the contrary, condoms are available basically in only one size, which
comfortably accommodates virtually all men. Some brands may be up to 20% longer than
other brands, however. 

In May 1995, Consumer Reports evaluated about 40 different brands of condoms, describ-
ing the type of lubrication each used (if any), the concentration of nonoxynol-9 used (if
used), the length and width in millimeters of each brand, the thickness of the latex used, and
cost. The condoms were tested to see how easily they could break or tear. Condoms are not
all equally resistant to breakage, and some are clearly superior to others while a few are
frankly inferior. Often the thinnest condoms broke most easily. Consumers should, therefore,
be careful about purchasing condoms advertised as “supersensitive,” “superthin” or “ultra-
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Summary of Male Condoms

Method: Male Condoms
Expected Failure Rate if Used Consistently and
Conscientiously: �3% (if used with spermicides)
Expected Failure Rate if Not Used Consistently and
Conscientiously: 12%

Advantages:
Readily available
Inexpensive
Offers excellent protection against STDs
Often lubricated with spermicide
Different colors, textures, and flavors offer variety
Encourages a couple to talk about and plan to use contracep-
tives

Disadvantages:
May not protect against HIV
Must plan ahead of time to obtain and use
Could interrupt sexual spontaneity
Generally discourages oral sex (fellatio) due to taste of latex
Requires partner cooperation
Some men claim a loss of sensitivity
Must apply condom before penetration

Side Effects:
Occasional allergic reaction to nonoxynol-9  (rarely serious)
Rare latex allergy can be extremely serious

Health Risks:
Generally none

Cost:
Free or very low cost at local health departments
$1.50 for three to $10 for a dozen

For What Type of Person Is This a Good Contraceptive
Choice?

People who cannot afford or do not have access to family
planning services

Men who cannot depend on their partners to use contracep-
tion

Those who want to act independently in using birth control
Those whose lifestyle might involve multiple sexual partners
Women who have trouble tolerating hormonal contraceptives
or IUDs

Women who forget to take birth control pills
Women starting oral contraceptives and needing a barrier
method for one month

Doctor’s Visit Needed to Use This Method? No



thin.” On the average only 2% to 5% of condoms break, and this usually results from using
them incorrectly rather than some problem in the condom itself.

What to do if a condom breaks? Couples using condoms should know what to do in case
this happens. First, both partners should wash their genitals with soap and warm water and
should urinate as soon as possible to further reduce the risk of acquiring an STD. If the con-
dom breaks after ejaculation, spermicide if immediately available should be applied promptly.
A doctor can prescribe special birth control pills that can be used as a morning after contra-
ceptive (see later section). Using condoms correctly as outlined above, however, is the best
way to avoid breakage. A study of 41 licensed female sex workers in Nevada, where visitors
to legal brothels are required by law to use condoms, found that during the nine days being
investigated, not one condom broke. Additionally, only 0.6% of condoms fell off during sex-
ual intercourse, and 3% to 4% slipped either during intercourse or during withdrawal. Al-
though the effectiveness of condoms in blocking the transmission of HIV is still being de-
bated, over 20,000 HIV tests had been conduced on licensed prostitutes in Nevada through
1993 and none tested positive (Remez, 1996). In a study of 932 sexually active American un-
married women between the ages of 17 and 44, 67% reported that disease prevention was
their primary reason for using condoms (Anderson, Brackbill, & Mosher, 1996).

Female Condoms After years of research, in 1993 the United States Food and Drug Ad-
ministration approved the first version of a female condom, sometimes called a vaginal
pouch, for use (Fig. 11-11). It is a long, flexible sleeve of polyurethane that is inserted into
the vagina, up against the cervix at one end and at the introitus at the other. The penis is in-
troduced through a flexible ring at the opening. The ring at the opening to the vagina affords
a barrier for the labia majora and the interior of the vagina. Female condoms are not as con-
venient to use as male condoms, are not as readily available, and are more expensive. But for
a woman who wants autonomy in contraception, the female condom offers an alternative. A
woman has to be very comfortable with her body to use the female condom correctly and re-
liably, however. Women who don’t like to touch their genitals, who have misgivings about
masturbation, and who dislike tampon insertion and removal may not be comfortable insert-
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FIGURE 11-11 The female
condom offers women excel-
lent protection against sexu-
ally transmitted diseases
(STDs) and unanticipated
pregnancy, as well as auton-
omy in sexual and reproduc-
tive choices.

Summary of the Female Condom

Method: The Female Condom
Expected Failure Rate if Used Consistently and
Conscientiously: 5% if used with spermicides
Expected Failure Rate if Not Used Consistently and
Conscientiously: 22% to 26%

Advantages:
Readily available
Inexpensive
Offers excellent protection against STDs
Often lubricated with spermicide
Encourages a couple to talk about and plan to use contracep-
tives

Offers women some autonomy in taking responsibility for con-
traception

Disadvantages:
May not protect against HIV
Must plan ahead of time to obtain and use
Could interrupt sexual spontaneity
May discourage oral sex (cunnilingus)
Requires partner cooperation
Must insert condom before any penetration
Use sometimes accompanied by squeaking sounds

Side Effects:
Occasional allergic reaction to nonoxynol-9 (rarely serious)

Health Risks: Generally none

Cost: $3 to $4 each

For What Type of Person Is This a Good Contraceptive
Choice?

Women who cannot afford or do not have access to family
planning services

Those who cannot depend on their partner to use contracep-
tion

Those who want to act independently in using birth control
Those whose lifestyle might involve multiple sexual partners
Those who have trouble tolerating hormonal contraceptives or
IUDs

Those who forget to take birth control pills
Those starting oral contraceptives and needing a barrier
method for one month

Doctor’s Visit Needed to Use This Method? No

Female condom A long
polyurethane sleeve with one
closed end that fits inside a
woman’s vagina. This is an ef-
fective contraceptive and also
protects women from sexually
transmitted diseases (STDs).



ing the female condom. People often choose different contraceptives because of such per-
sonal differences.

The female condom is not as effective as the male condom. American and Latin Ameri-
can women in monogamous sexual relationships tested the female condom as their only form
of contraception for 6 months (Farr, Gabelnick, Sturgen, & Dorflinger, 1994). Among these
328 subjects, 22 Americans and 17 Latin Americans became pregnant, yielding an accidental
pregnancy rate of 12.4% and 22.2%. Among women using the female condom consistently
and correctly every time, the accidental pregnancy rates were 2.6% for the Americans and
9.5% for the Latin Americans. The failure rates may be due to inadequate spermicide; not all
female condoms come lubricated with spermicide. In addition, some women may not leave
the female condom in long enough after intercourse. None of these women reported any trou-
bling side effects from using the female condom. The investigators concluded that this con-
traceptive was comparable to other barrier methods and also offered some protection against
STDs. Other research concludes that many women do not enjoy using the female condom
(Sapire, 1995) and have difficulties using it correctly. Women frequently report that they find
its appearance unappealing, and some women do not feel comfortable enlisting the coopera-
tion of their partners when inserting or removing it.

The female condom is made of polyurethane, which is less likely to break or tear than la-
tex condoms. Polyurethane also seems to offer better sensitivity than latex, and this can be
an advantage over male condoms. Body warmth seems better perceived through polyurethane
as well. On the other hand, couples may notice squeaking and other unusual sounds during
intercourse and might feel somewhat distracted. 

A study in Kenya of women using the female condom concluded that many African
women very much like using this contraceptive (Ruminjo, Steiner, Joanis, Mwathe, &
Thagana, 1996). The women in this sample visited private gynecologists. Fully 84% of them
indicated that they had very positive experiences with the female condom, and two-thirds
said that they liked this form of birth control better than male latex condoms. More than half
reported that they would use this contraceptive in the future if it became widely available and
easily obtained. Some women had complaints, however. Some thought it was too large for
easy insertion, and others thought it messy; some thought it reduced sensitivity substantially.
Some of the male partners of these women disliked the female condom and discouraged its
use, although this might also occur with other female barrier methods of contraception, such
as the diaphragm or the cervical cap. Because the female condom is a relatively new form of
birth control, it is still not clear what type of woman is most likely to use it. One study (Sly,
Quadagno, Harrison, Eberstein, Riehman, & Bailey, 1997) pointed to some of the factors that
contribute to its use, however. The female condom was evaluated more favorably by women
who were currently living with someone, those who had had an STD in the past, those who
had been tested for HIV, those who saw no difference in their degree of contraceptive control
compared with the male condom, and those who didn’t know very much about it and wanted
to try something new. Although its advantages are quite compelling for some women, it is
still too early to know how popular this form of birth control will become.

The Diaphragm Diaphragms have been used by women
for over 150 years and were the first reliably effective barrier
method of contraception for women. Although less popular
(and some think less convenient) than other methods of con-
traception today, many women are comfortable with di-
aphragms and see little reason to try something else. Di-
aphragms are shallow, flexible latex cup-shaped devices with
an outer flexible ring (Fig. 11-12). In some diaphragms the
rim is flat, while in others it is a coiled spring. The ring bends
easily for comfortable insertion and removal. While not
highly effective, with a failure rate estimated at about 18%,
careful use can reduce this rate to about 6%. To be most ef-
fective, the woman uses the diaphragm with spermicidal
jelly, inserts it properly, and leaves it in place for a prolonged
period of time after intercourse. The flexible latex cup fits
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FIGURE 11-12 A diaphragm
(in its plastic case) with a
small amount of contraceptive
jelly inside it. Diaphragms
are manufactured in various
diameters to fit snugly over
cervixes of different sizes.



over the cervix, prohibiting sperm from entering the uterus
(Fig. 11-13). It is held in place by vaginal muscles. Because
the size of the cervix varies among women, a diaphragm has
to be sized by a physician or other health care professional.

Learning to use a diaphragm properly involves some
care. First, about a teaspoon of spermicidal jelly is evenly
distributed around the inside of the cup and its rim. Using
too much spermicide causes the diaphragm to slip out of its
proper location. While lying on her back or perhaps stand-
ing with one leg elevated, the woman bends the rim between
her thumb and forefinger and inserts it into her vagina at an
angle toward the lower back. She advances the diaphragm as
far as possible and then checks to see that the front of the
rim is behind the pubic bone. After inserting the diaphragm,
she inserts a finger into the vagina to be sure that the cervix
is completely covered. If not, she takes the diaphragm out,
applies a little more spermicidal jelly, and tries again. Be-
cause this takes some practice, most doctors take the time to
work with the woman learning how to insert the diaphragm. Some doctors give the di-
aphragm during this office visit, while others write a prescription for a local pharmacy. As
with any skill, the more one does it, the better one gets and the fewer re-insertions necessary.
As with the condom, both partners can participate. Some women find that their partner can
prepare and insert a diaphragm more efficiently and quickly than they can themselves. The
diaphragm may not be the best contraceptive device, however, for women who are not thor-
oughly comfortable with their bodies.
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FIGURE 11-13 The position of
a diaphragm that has been in-
serted correctly. Note that it
snugly covers the cervix,
blocking the progress of sperm
into the uterus and fallopian
tubes. Proper sizing and inser-
tion of the diaphragm are es-
sential.

Summary of the Diaphragm

Method: The Diaphragm
Expected Failure Rate if Used Consistently and
Conscientiously: 6%
Expected Failure Rate if Not Used Consistently and
Conscientiously: 18%

Advantages:
Readily available
Inexpensive
Low cost of continued use
Encourages a couple to talk about and plan to use contracep-
tives

Offers women autonomy in taking responsibility for contra-
ception

Disadvantages:
May not protect against HIV and other STDs—insufficient data
at this time

Must plan ahead of time to obtain and use
Could interrupt sexual spontaneity
May become dislodged while changing intercourse positions
Requires partner cooperation
Must be inserted before any penetration
May become dislodged while using the woman-on-top posi-
tion

Should be resized if a woman gains or loses over 15 pounds
May be difficult for obese women to insert correctly

Side Effects:
Occasional allergic reaction to nonoxynol-9 (rarely serious)

Health Risks: Generally none

Cost:
Approximately $35, not including doctor’s visit, which may
cost $90. Yearly re-checks of the diaphragm cost approxi-
mately $75. Depending on how frequently a diaphragm
needs to be replaced, this method averages less than $12 per
month.

For What Type of Person Is This a Good Contraceptive
Choice?

Highly conscientious, foresightful women
Those who cannot depend on their partner to use contracep-
tion

Those who want to act independently in using birth control
Those who are very comfortable with their bodies
Those who have trouble tolerating hormonal contraceptives or
IUDs

Those who forget to take birth control pills
Those starting oral contraceptives and needing a barrier
method for one month

Women with reduced financial means

Doctor’s Visit Needed to Use This Method? Yes



Women who use a diaphragm need to be foresightful about
having intercourse. The diaphragm should not be inserted more
than 6 hours before intercourse. After this amount of time, if in-
tercourse will occur, more spermicide should be introduced to the
vagina. Many spermicides come with small plastic syringes that
make this easy. The woman must also leave the diaphragm in for
at least 6 hours after intercourse, but not longer than 24 hours.
This ensures that the spermicide has killed all the sperm deposited
in the vagina. Leaving the diaphragm in too long, however, may in-
crease the risk of a vaginal infection. Removing the diaphragm is
easy. The woman simply inserts a finger into the vagina and places
it under the rim and pulls gently. A little suction may have built up
beneath it, but this does not indicate a problem.

Women who plan to use a diaphragm should consider some
additional issues. Changing positions frequently during intercourse is not a good idea be-
cause this may dislodge the diaphragm. The woman-on-top position is more likely also to dis-
lodge it. Finally, a woman who gains or loses more than 15 pounds might need a different
size diaphragm. 

The Cervical Cap In one form or another, the cervical cap has been used since 1838
when it was developed by a German gynecologist. Like the diaphragm, it fits tightly over the
cervix, but it is a thicker, thimble-shaped little cup, usually made of rubber or plastic (Fig.
11-14). In the late 1970s and early 1980s, The National Institute of Child Health and Human
Development conducted a 3-year study of 2,400 women to assess the effectiveness of cervi-
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FIGURE 11-14 Like the di-
aphragm, the cervical cap fits
snugly over a woman’s cervix.

Cervical cap A thimble-
shaped rubber or plastic cup
that fits snugly over a woman’s
cervix, acting as a barrier to
sperm. It can be left in place
longer than a diaphragm and is
also used in conjunction with a
spermicide.

Summary of the Cervical Cap

Method: The Cervical Cap
Expected Failure Rate if Used Consistently and
Conscientiously: 6%
Expected Failure Rate if Not Used Consistently and
Conscientiously: 18%

Advantages:
Readily available
Inexpensive
Low cost of continued use
Encourages a couple to talk about and plan to use contracep-
tives

Offers women autonomy in taking responsibility for contra-
ception

Good birth control alternative for a woman who has urinary
tract infections with a diaphragm

Can be applied up to 48 hours before intercourse
Less messy than a diaphragm
Only a small amount of spermicide needs to be used
Offers protection against some STDs

Disadvantages:
May not protect against HIV—current data inconclusive
Must plan ahead of time to obtain and use
Could interrupt sexual spontaneity
May be difficult to insert
Some women have trouble obtaining the right size
May become dislodged while changing intercourse positions
May require partner cooperation
Must be inserted before any penetration

Not readily available everywhere
Some health care providers have not been trained to insert it

Side Effects:
Occasional allergic reaction to nonoxynol-9 (rarely serious)

Health Risks: Possible tissue abrasion/erosion of the cervix

Cost:
Approximately $45 plus office visit, which may cost approxi-
mately $90. Depending on how frequently a cervical cap
needs to be replaced, the average monthly cost of this
method is less than $15, including the cost of spermicidal
agents.

For What Type of Person Is This a Good Contraceptive
Choice?

Highly conscientious, foresightful women
Those who cannot depend on their partner to use contracep-
tion

Those who want to act independently in using birth control
Women who are very comfortable with their bodies
Those who have trouble tolerating hormonal contraceptives or
IUDs

Those who forget to take birth control pills
Those starting oral contraceptives and needing a barrier
method for one month

Women with reduced financial means

Doctor’s Visit Needed to Use This Method? Yes



cal caps and to determine whether any unanticipated side effects might occur. Before this, lit-
tle information was available on the safety and effectiveness of the cervical cap, which usu-
ally had to be ordered from the United Kingdom.

Because cervical caps fit tightly over the cervix, there were initial concerns that prolonged
use might lead to abrasions and possibly to cellular changes, but this fear proved unfounded.
These contraceptives were approved for use in this country in 1988. Like diaphragms, cervi-
cal caps require the use of spermicides. Some women find the cervical cap a bit more difficult
to insert and remove than a diaphragm, especially those with an elongated vagina. Cervical
caps also seem to become dislodged more easily during intercourse than diaphragms. Because
different women have cervixes of different size, a physician must fit the device and instruct
the woman how to insert and remove it. Although cervical caps have some disadvantages,
they can be left in place for up to 48 hours, and additional applications of spermicide are not
necessary when a couple wants to have sex (Weiss, Bassford, & Davis, 1991).

Some women have trouble obtaining cervical caps, mostly because they are not as com-
monly used in this country. Sometimes the woman’s partner reports a little discomfort dur-
ing intercourse, presumably because the penis bumps into the cap during pelvic thrusting
(Secor, 1992). Early hopes for high effectiveness of the cervical cap have not, unfortunately,
been realized. When one brand called “Fem Cap” was being developed in 1992, its antici-
pated failure rate was estimated at 4.8% (Hatcher & Warner, 1992), but later data showed a
rate of at least 6%, with far higher failure rates for inconsistent usage. More recent data re-
veal a failure rate of 10% to 13% for perfect, careful use (Trussell, Strickler, & Vaughan,
1993). Continued testing of the cervical cap also revealed that it is much less effective in
women who have given birth, with some data indicating a failure rate as high as 26% to 27%
(Trussell, Strickler, & Vaughan, 1993). Presumably, once the cervix has been stretched in
childbirth, the cervical cap is less likely to remain snugly in place during and after inter-
course. Women who have used both the cervical cap and diaphragm generally report it is a
bit more difficult to use the cap.

The dome of the cap should be filled about one-third with spermicidal jelly. Spermicide
should not be applied to the rim of the cap because this might prevent the suction needed to
keep the cap in place. The cap is then inserted as far as possible into the vagina with the dome
pointing downward toward the opening. The woman inserts her forefinger into the vagina
and pushes the cap snugly onto the cervix, and checks that she can feel the opening to the
cervix through the wall of the cap. Because some women have a little trouble doing this,
health care professionals can provide a small application probe to help
insert the cap into the proper location. The cervical cap can be applied
up to 48 hours before intercourse and should remain in place at least 8
hours afterwards. When having a period, the woman should use another
contraceptive method because the menstrual discharge can break the
suction between the cap and the cervix. The cap is removed by inserting
the finger into the vagina and giving the cap a nudge to break the suc-
tion. The rim of the cap is lightly tugged and the cap gently guided out.
It should be washed with soap and water and dried thoroughly. A cotton
swab is used to dry behind the rim. As with latex condoms and di-
aphragms, petroleum-based lubricants would cause the cervical cap to
disintegrate and, therefore, should not be used.

Before being fitted with a cervical cap, it’s a good idea for a woman
to have a Pap smear so that the doctor has a baseline with which to com-
pare later Pap smears. A woman who has had a miscarriage or a baby
probably then needs a different size cervical cap. A cervical cap can gen-
erally be used for up to 2 years before it needs to be replaced. 

The Vaginal Sponge Until fairly recently, the vaginal sponge of-
fered women another over-the-counter birth control alternative. The
sponge is a circular piece of synthetic soft foam impregnated with
nonoxynol-9. It is about 2 inches (5 cm) in diameter and has slight in-
dentations in the center of both sides. It has a little string loop that
makes insertion and removal easy (Fig. 11-15). The sponge acts as a
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FIGURE 11-15 Sponges were
once popular, affordable, and
convenient, although not as
effective as other contracep-
tive alternatives. They were
taken off the market, but there
is much interest in distribut-
ing them again.

Vaginal sponge A circular
piece of synthetic soft foam im-
pregnated with a common
spermicide, nonoxynol-9. This
spermicide is somewhat effec-
tive in killing the bacteria and
viruses that cause sexually
transmitted diseases (STDs) and
HIV. The vaginal sponge is no
longer readily available to
American women.



physical barrier to the cervix (but not as tightly sealed as a diaphragm or cervical cap) and
slowly disperses spermicide inside the vagina. It isn’t the best over-the-counter contraceptive.
In women who have had vaginal births, its failure rate is as high as 28%, far less effective than
all of the barrier methods discussed so far, but of course it is better than not using any
method. When the sponge is used correctly and consistently, its failure rate generally exceeds
that of the diaphragm or cervical cap.

As of this writing, however, the vaginal contraceptive sponge is no longer being sold in
the United States for reasons of economics more than safety or effectiveness. The company
that manufactured the sponge was directed by the federal government to make some modifi-
cations in its manufacturing plant that were extensive and expensive. Instead, it simply
stopped making the sponge. But apparently the sponge was a sufficiently attractive form of
contraception that a Canadian manufacturer purchased the rights to begin production again
(Contraceptive Technology Update, May 2003). Although the United States Food and Drug Ad-
ministration has not yet allowed the sponge to be sold in America, women can purchase it on
the Internet from Canadian distributors. As of this writing, the Today sponge can be pur-
chased for $36.00 per dozen. Additionally, the Protectaid contraceptive sponge is also being
manufactured in Canada. This sponge includes a combination of nonoxynol-9 (0.125%),
benzalkonium chloride (0.125%), and sodium cholate (0.5%). These agents destroy the
plasma membrane surrounding sperm, quickly killing them (Creatsas et al., 2001). The Pro-
tectaid sponge costs just slightly more than the Today sponge. It is likely that in the near fu-
ture, American women will again enjoy local access to the vaginal sponge.

The earlier chapter on sexual and reproductive health issues discussed toxic shock syn-
drome in relation to the use of different types of tampons. When the sponge was first intro-
duced, some were concerned that it too might promote the growth of the bacteria that cause
toxic shock syndrome, Staphylococcus aureus. However, carefully controlled studies demon-
strated that this does not happen if the sponge is used as directed (Stumpf, Byers, & Lloyd,
1986). One study did demonstrate that consistent use of the sponge was more likely to lead
to recurrent bouts of bacterial vaginosis (Mengel & Davis, 1992). Investigators also explored
which women are most likely to use this contraceptive technique. Women who reported the
highest satisfaction with the sponge generally had never been married and had fewer chil-
dren. Sponge users reported that they were favorably impressed by advertisements for the
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Summary of the Vaginal Sponge

Method: The Vaginal Sponge
Expected Failure Rate if Used Consistently and
Conscientiously: 17%
Expected Failure Rate if Not Used Consistently and
Conscientiously: 26%

Advantages:
Offers women autonomy in taking responsibility for contra-
ception

Can be used without a man’s awareness
May offer protection against some STDs
Can be inserted up to 24 hours before intercourse

Disadvantages:
May not protect against HIV
The woman must plan ahead of time to obtain and use
Must be inserted before any penetration
Not readily available everywhere

Side Effects:
Occasional allergic reaction to nonoxynol-9  (rarely serious)
Occasional vaginal dryness

Health Risks: None generally

Cost: When available, approximately $3 each

For What Type of Person Is This a Good Contraceptive
Choice?

Women who cannot depend on their partner to use contra-
ception

Those who want to act independently in using birth control
Those who are very comfortable with their bodies
Those who have trouble tolerating hormonal contraceptives or
IUDs

Those who forget to take birth control pills
Those starting oral contraceptives and needing a temporary
method for one cycle

Doctor’s Visit Needed to Use This Method? No
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sponge, perhaps more so than by the recommendations of their doctors. Finally, women who
used the sponge did so more consistently correctly than women who used diaphragms 
(Harvey, Beckman, & Murray, 1989).

Because spermicides are known to offer some protection against STDs, studies have ex-
amined whether a concentrated source of nonoxynol-9 might offer special protection. In one
study of 74 Nairobi prostitutes who were at high risk for acquiring HIV, use of the nonoxynol-
9 vaginal sponge did not reduce the risk of infection (Ngugi, Holmes, Ndinya-Achola,
Waiyaki, Roberts, Ruminjo, Sajabi, Kimata, Fleming, et al., 1992). A new vaginal sponge has
been introduced in France containing three different spermicidal agents: nonoxynol-9, ben-
zalkonium chloride, and cholic acid. In a pilot study of 20 women using this form of birth
control, none became pregnant during the year they used it. This particular combination of
spermicidal agents has been shown to have inhibitory effects on HIV and its spread through
sexual contact (Psychoyos, Creatsas, Hassan, Georgoulias, & Gravanis, 1993). As of this writ-
ing, this vaginal sponge is not distributed in the United States. Because the sponge was once
readily available in the United States, however, researchers speculated that it would be a pop-
ular alternative for women who could not afford to visit a doctor for contraceptive counsel-
ing or birth control pills. In fact, this was not the case. In a large study of black and Hispanic
inner city female adolescents in New York City, the sponge was the form of birth control least
likely to be used (Diaz, Jaffe, Leadbeater, & Levin, 1990). In fact, the sponge was used less
often than no method of birth control at all and even the rhythm method and withdrawal.
Availability does not translate into usage. 

Contragestational Agents
As noted earlier, a foreign body inside the uterus may prevent a fertilized egg from being im-
planted and thus stop a pregnancy. Even today, researchers are not fully certain how IUDs
work. When researchers examine the fallopian tubes of women using an IUD for signs of fer-
tilized eggs, they almost never find any. Some scientists think that IUDs create a minor,
chronic inflammatory reaction inside the uterus that is somehow lethal to sperm. Because of
the uncertainty about whether conception actually occurs, IUDs are sometimes called “con-
tragestational agents.” There is renewed interest today in this form of contraception, which
is safe, effective, and thoroughly tested.

Several different IUDs are used in the United States today (Fig. 11-16A). One of the most
common, the Copper T-380A, sometimes called ParaGard, is a plastic T-shaped object with
each arm of the T about 5/8 inch (1.75 cm) long. Fine copper wire is wrapped around the
base of the T, and copper tubing surrounds both top arms. The IUD contains barium sulfate
to be visible on an x-ray of the woman’s uterus if necessary. This IUD is effective for up to 8
years. The copper gradually dissolves over the years, working in a number of ways to inhibit
fertilization. Traces of dissolved copper magnify the inflammatory response of the uterus and
create an environment throughout the woman’s reproductive tract that is hostile to both eggs
and sperm, much less a fertilized zygote. The amount of copper released daily is extremely
small, about one-thirtieth of an adult’s recommended daily allowance. Allergic reactions to
copper are very rare. Another common IUD, called the Progestasert, is also shaped like a T.
Its base contains progesterone, which is released gradually every day. This progesterone sig-
nificantly increases the thickness of cervical mucus, so that the cervix becomes highly im-
permeable to sperm in addition to the inflammatory response. Doctors recommend that the
Progestasert be replaced every year, because the progesterone inside it is gradually used up.
Although both of these IUDs are shaped like a T, there is an enormous variety of sizes and
shapes of IUDs.

A new IUD was introduced in 2000 that gradually releases very small amounts of lev-
onorgestrel (a synthetic estrogen) into the uterus continuously. The amount of hormone re-
leased is approximately one seventh the strength found in oral contraceptives. Called Mirena,
this device is T-shaped, although its stem is thicker than in other IUDs (Fig. 11-17). Mirena
is more effective as a contraceptive than other IUDs; if 1,000 women used Mirena for 1 year,
only one would become pregnant, compared with about ten for other intrauterine devices.
This particular type of IUD is effective for 5 years. One unexpected benefit has been found in
connection with Mirena: women who have heavy periods frequently experience significant
relief, with an 85% reduction in blood loss. In fact, a number of women who were awaiting
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hysterectomy because of heavy periods no longer needed the sur-
gery after having Mirena inserted. In one study that examined the
acceptability of Mirena in a sample of 161 women, 47% stopped
having periods and 9% experienced a transient cessation of men-
struation. Women who experienced debilitating menstrual dis-
comfort were also helped significantly (Baldaszti, Wimmer-
Puchinger, & Loschke, 2003).

Many women like IUDs because they don’t have to do anything
with this highly effective contraceptive. For women who tolerate
the IUD well and experience no complications, this is an extremely
effective form of birth control. Among women using IUDs that
gradually release copper, only 2 out of every 1,000 become preg-
nant in the first year of use. Among women using ParaGard for a
full 8 years, the failure rate is only 1.5 per 100 women. Conve-
nience and effectiveness are strong selling points for many women
who use the IUD.

Nonetheless, IUDs are not generally recommended for women
who have not had children because of potential complications that
could cause infertility. Woman who have an STD or who have mul-
tiple sexual partners and, therefore, have an increased risk of get-
ting one are also not good candidates for IUDs. Further, if there is
any chance that the woman might already be pregnant, an IUD def-
initely should not be used. Finally, women with a history of fre-
quent pelvic inflammatory disease should not consider an IUD.

Other conditions too should discourage a woman from considering an IUD. Women who
have chronically severe menstrual cramps and who lose large amounts of blood during their
periods are not good candidates for the IUD, nor are those with known or suspected cervical
or uterine cancer. Women with clotting problems, anemia, or a history of IUD expulsion (they
do sometimes come out) are generally discouraged from trying an IUD. Finally, women who
got pregnant in the past while using an IUD should consider other contraceptive options.

All IUDs have two long threads that extend through the cervix into the vagina. If the
woman or her partner cannot feel these threads before intercourse, the IUD may have been
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FIGURE 11-16 (A) Two differ-
ent IUDs, the Copper-7 (with
blue tubular applicator) and
the Copper T-380A (with
white tubular applicator). Be-
low (B) is a plastic model of
the uterus illustrating the lo-
cation and orientation of the
Copper T-380A IUD. Note the
two string filaments protrud-
ing through the cervix of this
model. These are trimmed af-
ter the device is inserted by a
doctor.



expelled without her knowing it, as can occasionally happen. The couple should then use a
barrier method of contraception. Getting an IUD is a relatively straightforward process. Some
tests are commonly performed first to ensure the woman does not have an infection and is
not pregnant. A Pap smear is commonly done at this time. A woman who is not pregnant can
have an IUD put in any time during the menstrual cycle. Women are encouraged to take a
nonsteroidal anti-inflammatory agent (aspirin, ibuprofen, or naproxen sodium) to minimize
any discomfort or cramping that commonly follows IUD insertion for 12 to 24 hours. While
most women experience some discomfort during the insertion of an IUD, many do not. The
doctor might use a local anesthetic in or around the cervix to minimize soreness. A very nar-
row tube containing the IUD is inserted through the cervix, and the device is deposited in the
uterus. The IUD unfolds into its T-shape, and the doctor checks that the strings attached to
it are in place (Fig. 11-16B). The procedure takes about 5 minutes. The entire IUD should be
completely inside the uterus, and the woman should not be able to feel it when she checks
that the strings are in the proper place. A little bleeding or spotting is common after inser-
tion and should not be cause of concern. The woman sees the doctor again in about six weeks
to ensure everything is alright. The IUD is effective immediately. The first period after the in-
sertion of the IUD is generally heavier than usual.

There are various times when a woman may decide to have an IUD inserted. A woman
who has had a miscarriage during the first 3 months of pregnancy but no unusual complica-
tions can have an IUD inserted 3 weeks later. A woman can have an IUD put in immediately
after either vaginal and Cesarean births if she chooses. A woman who is breast-feeding her
newborn can have an IUD inserted 6 weeks after birth. Finally, an IUD can be inserted 
6 weeks after childbirth if the woman is not breast-feeding, is not pregnant, or her period has
not yet resumed. So there are a variety of circumstances that may contribute to the use of an
IUD in connection with a miscarriage or live birth. IUDs are made of highly flexible plastic
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Summary of the Intrauterine Device (IUD)

Method: The Intrauterine Device (IUD)
Expected Failure Rate if Used Consistently and
Conscientiously: 0.1-1.5%
Expected Failure Rate if Not Used Consistently and
Conscientiously: 0.1-2%
Failure rates vary for different types of IUDs

Advantages:
Effective and convenient
Does not change usual menstrual cycle pattern
Easy to determine if properly positioned in the uterus

Disadvantages:
No protection against STDs
Cramping and heavy menstrual discharge, especially when
first inserted

Cannot always know if your doctor is experienced in inserting
IUDs

Insertion can introduce bacteria into the uterus
IUD may be ejected or become incorrectly positioned in the
uterus

Insertion or removal can be uncomfortable

Side Effects: Cramping and heavy menstrual discharge

Health Risks:
Despite suspicions, no demonstrated relationship with pelvic
inflammatory disease

Possible perforation of the wall of the uterus
Rare allergic reactions to copper
Vaginitis and cervicitis more common in women with IUDs
Occasional temporary low blood pressure and low heart rate
after insertion

Cost:
$150-$200 for the IUD plus $200-$400 for insertion
With yearly gynecological check-ups costing approximately
$100, this method of contraception costs approximately $15
per month over the 5-year life of an IUD

For What Type of Person is This a Good Contraceptive
Choice?

Women who cannot depend on their partner to use contra-
ception

Those who want to be independent in using birth control
Those with trouble tolerating hormonal contraceptives
Those who forget to take birth control pills
Women who are allergic to latex or nonoxynol-9
Women who have had children
Women and their partners who are comfortable checking to
see that the strings are correctly positioned before having in-
tercourse

Doctor’s Visit Needed to Use This Method? Yes

FIGURE 11-17 “Mirena” is an
IUD that continuously re-
leases small amounts of syn-
thetic estrogen daily. It is ef-
fective for 5 years.



that can be comfortably removed if a woman decides that another method of contraception
is more appropriate for her lifestyle. For women who want to become pregnant soon after the
removal of an IUD, recent data indicate that women who have used copper IUDs usually
promptly become fertile again (Singh & Ratnam, 1997). 

Because IUDs usually stay in the body for an extended period, researchers have studied
whether chronic irritation of the endometrium might play a role in the development of en-
dometrial cancers. Two recent studies have demonstrated that prolonged use of intrauterine
devices presents no increased risk of these cancers (Sturgeon, Brinton, Berman, Mortel,
Twiggs, Barrett, Wilbanks, & Lurain, 1997; Hill, Weiss, Voigt, & Beresford, 1997).

Sterilization
All the contraceptive alternatives discussed so far are reversible. People can start and stop us-
ing them as their life circumstances or health change. Voluntary surgical sterilization, the
most common method of birth control in the world, is irreversible, however, and people who
consider it should think of it that way even though contemporary surgical techniques offer
some success in reversing these procedures. In countries that penalize couples for having
more than one child, such as China, sterilization is common and culturally encouraged. In
women, bilateral tubal ligation involves clipping, tying off, or disconnecting the fallopian
tubes through electrocautery (using an electrical current to melt both ends of the fallopian
tube tissue closed). In men, vasectomy uses the same surgical methods to interrupt the vas
deferens to make it impossible for sperm to enter the ejaculate. These forms of voluntary sur-
gical sterilization are discussed separately below.

Weighing the Decision One of our most essential freedoms is to decide whether and
when to have children. Previous chapters have discussed the decision many people make not
to have children and the subtle pronatalist pressures in this and other societies. The decision
to render one’s self incapable of becoming pregnant or of impregnating someone else should
be approached carefully, gradually, and with full information. Some people simply don’t want
children and want a certain way to ensure this will never happen; for them, surgical sterili-
zation is often an attractive contraceptive alternative. Nonetheless, modern lifestyles often
change. People no longer have one period of educational training, one job, one career, one
marriage, or one family. Many people develop new professional skills, change jobs several
times, have more than one career, marry more than once, and have children with more than
one spouse or partner. Therefore, one should consider possible future changes, such as being
married a second or later time to someone who very much wants to have children, after one
had chosen sterilization in an earlier marriage. As noted earlier, tubal ligation and vasectomy
can be reversed, but the procedure is expensive, rarely covered by health insurance, and not
always successful. Many things could lead to a change of mind about being sterilized. People
get divorced when they were sure they would stay together forever. Young women and men
die unexpectedly. Children sometimes die, leaving their parents childless. Because of all these
situations the decision to become infertile should be made rationally and carefully.

Bilateral Tubal Ligation Bilateral tubal ligation in women is sometimes called “tying
the tubes.” It is a low-risk surgical procedure with an extremely low fatality rate, about 4 in
every 100,000 women. This risk is lower than that of other long-term forms of birth control
and even the health risks of being pregnant and giving birth. The surgical procedure is rela-
tively straightforward. In one variation, the gynecologist makes a small incision near the pu-
bic symphysis to expose both fallopian tubes. The tubes are drawn through this small open-
ing, tied or clipped or cauterized, and then placed back into the lower abdomen and the
incision stitched back up again (Fig. 11-18). In another variation, called “band-aid” surgery,
the small incision is made close to the navel, and carbon dioxide or nitrous oxide is then gen-
tly pumped into the lower abdomen to expand it slightly. A laparoscope is inserted into the
abdomen to visualize the woman’s fallopian tubes. A surgical instrument is advanced into the
body cavity through the laparoscope and cauterizes the fallopian tubes, disconnecting them.

Many women decide to have their tubes tied immediately after delivering a baby, since
they are already in a surgical setting and they may be sure that the baby they just had will be
their last. Because tying or cauterizing the fallopian tubes prevents the meeting of a sperm
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Bilateral tubal ligation
A surgical procedure involving
the surgical sectioning, clip-
ping, or cauterizing of a
woman’s fallopian tubes, mak-
ing it impossible for sperm to
penetrate and fertilize eggs. It
should be considered perma-
nent, although surgical reversal
is sometimes possible.

Vasectomy A surgical proce-
dure involving the surgical sec-
tioning of the vas deferens,
making it impossible for sperm
to leave the body during ejacu-
lation. It should be considered
permanent, although surgical
reversal is sometimes possible.



and egg, this procedure is effective immediately. The opera-
tion has no effect on ovulation, and the woman continues to
produce a mature, fertilizable egg each month, which simply
dissolves and is absorbed into the woman’s body. Because the
ovaries continue to function normally, they continue to pro-
duce female hormones, at least until menopause. For reasons
that are not completely clear, women who have had a tubal
ligation have a somewhat smaller risk of developing ovarian
cancer.

Although voluntary surgical sterilization is generally ir-
reversible, in very rare instances the two disconnected ends
of a fallopian tube grow back together, reestablishing the
woman’s fertility without her knowing it. No one is sure why
or how this happens, but it occurs so rarely that it should not
be a concern for someone thinking about having her tubes
tied.

Intrafallopian Micro-Inserts A new method of perma-
nent female sterilization has recently become available in the
United States after having been tested successfully in clinical
trials in Canada, many European countries, and Australia
(Obstetrics and Gynecology Devices Panel, U. S. Food and
Drug Administration, Center for Devices and Radiological
Health, July 2002). Because bilateral tubal ligation requires
hospital admission, the use of general anesthesia, surgical in-
cisions, and sutures, many women are hesitant to undergo the
procedure. Women who have had their tubes tied often take up to 1 week to return to work.
Additionally, this surgery can cost up to $4,000, an expense not generally reimbursed by health
insurance companies. This new method of permanent female sterilization requires no hospital
admission, no general anesthesia, no surgical incisions, and no sutures. Instead, this device,
called Essure, (two are used, one for each fallopian tube) is a stainless steel and nickel titanium
expanding coil with polyethylene fibers. It is 4 cm in length; its wound down (pre-insertion)
diameter is 0.8 mm and its expanded (inserted) diameter is 1.5–2.0 mm. (Fig. 11-19).

A specially designed delivery catheter is used to insert the device into the vagina, through
the cervix, into the uterus, and then into each fallopian tube.  This procedure is carried out
in the doctor’s office. Women generally return to work in one day. Tissue growth into the de-
vice anchors it firmly within the fallopian tube. This is a benign inflammatory response (not
an infection) that takes place during the following 3 months. During this time a couple needs
to use another method of contraception. Eventually, both fallopian tubes are completely
blocked, making it impossible for sperm to swim to ova that have been released by the ovary.
These ova are reabsorbed back into the woman’s body. Women receive a pelvic x-ray (hys-
terosalpingogram - see Chapter 10) after the devices have been implanted to be certain that
they are in the correct location. This method of permanent female sterilization currently costs
about $2,500. Of the 643 women who participated in clinical trials and who relied on the Es-
sure device for permanent birth control, no pregnancies were reported in the year immedi-
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Fallopian tube closed
by clip procedure

Uterine tube closed
by electrocautery
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FIGURE 11-18 Two procedures
for tubal ligation. The clip
procedure is illustrated on the
left side and electrocautery is
shown on the right side. 

FIGURE 11-19 “Essure” in-
trafallopian micro-inserts are
placed in a woman’s fallopian
tubes through a special
catheter. No hospitalization,
general anesthesia, or sutures
are involved. Over 90 days,
these small coils cause a be-
nign inflammatory response
which causes the tubes to
close with scar tissue, render-
ing a woman sterile.



ately following insertion of the device. Essure contains no
hormones and does not offer protection against sexually trans-
mitted diseases.

Vasectomy Men also often reach a point in their lives when
they are sure that they do not want to have any more children.
After the surgical procedure known as a vasectomy, there is no
way for sperm to leave the man’s body, although the other el-
ements of semen are still in the ejaculate. Men who have had
a vasectomy report no change in their erotic sensations during
ejaculation.

In a vasectomy, a local anesthetic is used to numb the
man’s scrotum, and a small incision is made on each side of
the scrotal sac (Fig. 11-20). The vas deferens is gently drawn
out through the incision, cut, and the two disconnected ends
tied off. Sometimes the doctor cauterizes the tubules to seal
the ends. The procedure takes only about half an hour and is
typically done in a urologist’s office rather than in a hospital
or outpatient surgical center. Vasectomy is the most common

form of birth control in the United States. It is much less expensive than bilateral tubal liga-
tion and much less complex surgically. In couples who have all the children they want, the
men are, therefore, more likely to have a vasectomy than the women to have bilateral tubal
ligation. As noted above, vasectomy does not affect a man’s sexual pleasure or interfere with
the ability to attain and maintain an erection. The incidence of complications after a vasec-
tomy is low. In rare cases, a man may develop epididymitis, a painful localized infection of
the epididymis that is effectively treated with antibiotics.

No-Scalpel Vasectomy In the early 1990s, a new vasectomy procedure called the no-
scalpel vasectomy gained attention. It had been used in China since 1974 (Li, Goldstein, Zhu,
& Huber, 1991) and is sometimes referred to as a Li vasectomy because Dr. Shunqiang Li de-
veloped the method. In this procedure a small clamp is attached to the skin of the scrotum
surrounding the vas deferens, holding it steady. A sharp, curved hemostat is used to make a
tiny puncture in the skin of the scrotum. The vas deferens is gently drawn through this little
hole and cut and tied or cauterized; the vas deferens on the other side is then pulled through
the same opening and the procedure repeated. No sutures are required to close the tiny hole,
and the surgical wound is only about 2 mm wide. Bleeding and infection after the procedure
are extremely rare. Even more surprising, this minor surgery takes only 5 to 11 minutes. The
only drawback to this procedure is that it takes a long time to learn how to do it skillfully. By
1997, more than 60 million no-scalpel vasectomies had been performed in 26 countries. Data
show that this procedure has significantly fewer complications than a conventional vasec-
tomy. An analysis of 1,000 no-scalpel vasectomies carried out in Mexico showed that fewer
than 2.1% had any postoperative bleeding or blood clotting beneath the surface of the skin,
and none had any infection at the site (Arellano Lara, Gonzalez Barrera, Hernandez Ono,
Moreno Alcazar, & Espinosa Perez, 1997). Although different surgical approaches are still ad-
vocated, this particular vasectomy procedure is quite effective and has advantages over the
conventional procedure.

Continuing Developments in Contraceptive Technology
Because Depo-Provera has been such a popular contraceptive, research has focused on de-
veloping other injectable methods of birth control that would minimize side effects of Depo-
Provera: irregular bleeding, inconsistent monthly periods, and slow return to fertility upon
discontinuation. It is thought that women would comply with monthly injections to gain
these improvements.

Creams containing progestin that can be absorbed through the skin are also being devel-
oped and tested. Nesterone is a form of progestin that cannot be taken orally because it is rap-
idly broken down by the liver. A small amount of cream containing this hormone spread over
a woman’s abdomen on a daily basis is absorbed slowly into her bloodstream, causing a con-
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sistent level in the blood. This may become a good contraceptive option for women who are
breast-feeding because the hormone will not reach the mother’s breast milk (Blaney, 1995).

New progestin synthetics developed in the laboratory are being tested clinically for con-
traceptive effectiveness. Two such agents, desogestrel and gestodene, have undergone testing.
The former is available in the United States, but the latter is not and as of this writing is still
being tested in Europe. These agents compare favorably in effectiveness with products al-
ready on the market and have low rates of mid-cycle bleeding. However, both are associated
with a higher risk of blood clotting problems than pills currently in use and, therefore, should
be considered only with caution, especially if the woman has any personal experience or fam-
ily history with clotting abnormalities.

While oral contraceptives generally act on the woman’s pituitary gland, altering its secre-
tion of FSH or LH, a different group of drugs is being tested that act on the hypothalamus.
Because the hypothalamus gives instructions to the pituitary to produce FSH and LH, alter-
ing this chemical message could result in the pituitary not receiving the message or becom-
ing less sensitive to it. Various strategies are currently being explored to affect the output of
gonadotropin-releasing hormone (GnRH), but clinical tests may not begin for many years.

IUDs under development offer women a highly effective contraceptive with less men-
strual bleeding than occurs with many current varieties. An innovative development in IUD
technology, called the FlexiGard, is a long thread surrounded by 6 short lengths of copper
tube. One end of the thread is sutured into the lining of the uterus, holding the copper wire
inside, and the other end of the thread protrudes through the cervix, allowing the woman to
determine that her IUD is correctly in place. Its effectiveness, expulsion rate, removal rate,
and continuation rate are comparable to or better than those of IUDs now available. Five-year
data on FlexiGard are not yet available, so its period of effectiveness is unknown. Other more
conventional IUDs are also being developed and tested. The Copper T 380 is estimated to be
effective for 10 years.

For years researchers have tried to develop a contraceptive vaccine that could be injected
and offer a prolonged period of effective birth control. Such a vaccine would contain antigens
to prevent fertilization and/or implantation. It is unlikely, however, that such an agent will be
available for many years. Two fundamental issues are that it will be difficult to determine how
long such an agent would work and when and how easily it could be reversed. Nonetheless,

Chapter 11 • Contraception 411

Summary of Voluntary Surgical Sterilization

Method: Voluntary Surgical Sterilization
Lowest Expected Failure Rate:
Vasectomy: 0.1%

Tubal Ligation: 0.5%

Typical Failure Rate:
Vasectomy: 0.15%

Tubal Ligation: 0.5%

Advantages:
Highly effective
Permanent

Disadvantages:
No protection against STDs
Occasional complications during surgical procedure
Some people have trouble accepting their infertility

Side Effects:
Soreness following surgical procedure

Health Risks: No consistent health risks

Cost:
As of this writing:
Vasectomy: $2,500
Bilateral Tubal Ligation: $2,500 to $4,000

For What Type of Person Is This a Good Contraceptive
Choice?

Those who cannot depend on their partner to use contracep-
tion

Those who want to act independently in using birth control
People who are certain they do not want children or more chil-
dren

Women for whom childbearing would be life-threatening
People at risk of passing along serious genetic disorders

Doctor’s Visit Needed to Use This Method? Yes



research has focused on three different types of contraceptive vaccines. The first would offer
immunity against human chorionic gonadotropin, the second against the substances secreted
by the zona pelucida surrounding the mature, fertilizable ovum, and the last against proteins
that cover the surface of sperm. Anti-human chorionic gonadotropin vaccines would destroy
a blastocyst long before a woman had any idea that she had conceived. Vaccines affecting the
zona pelucida would work by making it impossible for a sperm to bond with and enter an
ovum. Vaccines acting on proteins covering sperm would make them clump together so that
they could not swim toward and penetrate an ovum. This has been an active area of research
interest since the early 1990s, with testing ongoing in laboratory animals.

There have also been improvements in condoms that offer an alternative to people with
allergies to latex. In 1995 a polyurethane plastic condom was introduced with a cost similar
to that of latex condoms. It is still too new to have sufficient data about its effectiveness and
ability to prevent pregnancy and the transmission of STDs.

The United States Food and Drug Administration has recently (March 2002) approved a
new female barrier method of contraception called Lea’s Shield (The Contraception Report,
June 2002). The device, which is shaped like an elliptical cup (Fig. 11-21), is made of sili-
cone rubber and fits snugly over a woman’s cervix. It has a loop attached to it which, when
pulled, makes removal easy. Its posterior end fits into the rear part of the vagina, helping to
hold it in place. Unlike diaphragms or the cervical cap, Lea’s Shield has a small valve that al-
lows the outward secretion of cervical secretions and air. It is manufactured in one size and
requires a doctor’s prescription to purchase it, although it has been available since 1993 over-
the-counter in Europe and Canada. Its effectiveness is comparable to that of the diaphragm
and cervical cap. This device can be worn for up to 48 hours and requires the use of spermi-
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FIGURE 11-21 “Lea’s Shield”
is a silicone rubber cup which
fits snugly over a woman’s
cervix. Note the loop which
makes removal simple.

Research Highlight
Advances in Contraception for Men

Investigators have long sought to develop an oral contra-
ceptive for men comparable in effectiveness to those used

by many women throughout the world.  Research reported
by Kinniburgh, Zhu, Cheng, Kicman, Baird, and Anderson
(2002) indicates that such a goal may soon be attainable in
the not-too-distant future. These investigators studied a sam-
ple of 30 men in Edinburgh, Scotland (age range 22–39
years, mean age 31 years) and another sample of 36 men in
Shanghai, People’s Republic of China (age range 25–41 years,
mean age 33 years). At the beginning of the study, all subjects
had sperm counts over 20 million per cc ejaculate.

It has been known for some time that weekly injections
of testosterone suppress spermatogenesis, but many subjects
are not compliant with this weekly regimen. In addition, des-
ogestrel suppresses gonadotrophic hormone secretion in
women and is an effective oral contraceptive when taken as
prescribed.  Because female and male gonadotrophic hor-
mones are virtually identical, these investigators decided to
administer to male subjects a combination of oral desogestrel
and testosterone pellets surgically implanted subcutaneously
in an attempt to see whether and to what degree this combi-
nation would suppress sperm production. 

All subjects received 400 milligrams of testosterone sur-
gically implanted subcutaneously on the first day of the
study, and then again 12 weeks later.  Beginning on the first
day of the study, half of the subjects received a daily oral dose
of desogestrel of 150 micrograms and the other half received
a daily oral dose of desogestrel of 300 micrograms. Subjects

were assigned to these two groups randomly. In testing the
effectiveness of this regimen in suppressing sperm formation,
semen samples were obtained after every 3–7 days of sexual
abstinence throughout the course of the study. Eight subjects
withdrew from the study for reasons such as: worsening
acne, mood swings, hypertension, relocation out of the area,
weight gain, or unanticipated expulsion of the testosterone
pellet.

Treatment groups receiving both dosage levels of deso-
gestrel reveal a prompt and profound suppression of sperm con-
centrations. In fact, all men in both ethnic groups receiving
the 300 micrograms of desogestrel demonstrated azoosper-
mia (total absence of sperm in the ejaculate) within 16 weeks
of the beginning of the study. Among Caucasian men receiv-
ing 150 micrograms of desogestrel, all subjects demonstrated
sperm concentrations below 1 million per cc ejaculate at
some time over the course of the investigation; however, Chi-
nese men taking this dose of desogestrel maintained sperm
concentrations over 3 million per cc ejaculate throughout the
study. At the end of the 24-week study and discontinuation
of the desogestrel and testosterone, all subjects showed in-
creased sperm concentrations within 16 weeks. A gradual re-
turn to normal levels continued over the subsequent several
weeks.

Importantly, examination of behavioral questionnaires
and spousal reports indicated no significant change in fre-
quency of sexual intercourse or decline in interest in sharing
sexual intimacy among the subjects.



cidal gel. It should be left in place for at least 8 hours after intercourse. Because latex aller-
gies have become more common, the silicone rubber in this device is an advantage for some
couples. Unlike the diaphragm, additional applications of spermicidal gel are not required if
intercourse is repeated. Almost 90% of women who used Lea’s Shield during clinical trials
said that they would recommend it to a friend (Mauck et al., 1996).

By the time you read this, a new concept in oral contraception will likely have been ap-
proved by the United States Food and Drug Administration for general distribution in the
United States. Seasonale is a new type of birth control pill, but contains significantly lower
doses of progestin and estrogen than those found in conventional pills (Contraceptive Tech-
nology Update, August 2002). Women take Seasonale for 84 consecutive days, followed by 7
placebo pills (containing no hormonal ingredients). This regimen is followed by a normal pe-
riod.  Instead of a woman having 13 periods each year, she now has 4. This form of oral con-
traception also works by preventing the endometrium from thickening so that it can support
an implanted zygote. This makes Seasonale exceedingly effective, and women who have used
it in clinical trials generally report very light periods. This form of hormonal contraception
may also reduce the risk of anemia and lower the incidence of side effects as well as en-
dometriosis. Most important, this contraceptive alternative is no less effective than conven-
tional birth control pills. Having far fewer periods each year presents no risks to women
above and beyond those found in oral contraceptive or contraceptive patch users, and many
women report that they enjoy the freedom of having fewer periods.

The innovations described above mostly involve women only. Innovative contraceptive
methods for men are apparently many years away. Injections of testosterone enanthate sup-
press the secretion of the hormones necessary for spermatogenesis, but injections must be
given weekly to be effective. Implants, patches, creams, pills, and vaccines are all under in-
vestigation as birth control alternatives for men, but virtually all of this research is in a very
early stage. Additionally, little is known about possible side effects of these alternatives. For
example, a substance called gossypol, which is derived from cottonseed oil, has been studied
for years. At first scientists were excited about it, but then it was discovered that it caused ir-
regular heart rhythms in many men, and others experienced fertility problems later on. De-
veloping effective, contraceptive alternatives free of side effects remains a challenge to med-
ical researchers.

Protection Against STDs

Male latex condoms lubricated with nonoxynol-9 or some other spermicidal substance offer
excellent protection against both bacterial and viral STDs. The female condom’s effectiveness
against STDs when used with a spermicide is also thought to be extremely good. The di-
aphragm and cervical cap are also barrier methods and are usually used with a spermicide,
but both leave a woman’s external genitalia unprotected if her partner is not using a condom.
Although the cervix is blocked and semen cannot enter, many bacteria and viruses, such as
syphilis or genital herpes, may still cause infection. Spermicides alone can also offer some
protection against STDs but to be most effective must be used along with a latex condom.
Different spermicidal products may contain different amounts and different concentrations of
nonoxynol-9 or some other spermicidal agent, such as benzalkonium chloride or sodium
cholate. Read the product’s label carefully to find out which products contain more concen-
trated quantities of these agents. The labels of condoms lubricated with nonoxynol-9 do not
usually contain information about the amount or strength of the spermicide

Of course, birth control pills, Norplant, voluntary surgical sterilization, and the IUD of-
fer no protection against STDs. Uninformed women sometimes do not understand why they
need to use both a condom and one of these methods of birth control, especially if they are
more concerned about not becoming pregnant than about not contracting an STD. In a large
obstetrics and gynecology department at the University of Athens, over 10% of adolescents
using oral contraceptives were diagnosed with chlamydia; the figure for young women whose
partners consistently used condoms was exactly 0% (Creatsas, 1997). Data from the Centers
for Disease Control indicate that when women are encouraged to use latex condoms for
HIV/STD prevention, consistent condom use increases significantly, and women who were
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using birth control pills continued to use them as well (Morbidity and Mortality Weekly Re-
port, May 2, 1997). Aggressive educational programs help diminish the incidence of HIV and
other STDs when women are counseled regarding the importance of correct, consistent con-
dom usage. Other data paint a less rosy picture, however. Over 500 young women using
Depo-Provera in 17 clinics in southeastern Texas were studied for 9 months. Of those who
used condoms before they began Depo-Provera, almost half said that after they began their
injections they rarely or never used condoms again. It is not clear, however, how many of
these women were in exclusive sexual relationships. Only 18% reported that they used 
condoms consistently while taking Depo-Provera injections (Sangi-Haghpeykar, Poindexter,
& Bateman, 1997), perhaps because these women were having intercourse with multiple
partners.

Recent data indicate that some women may be especially sensitive or allergic to spermi-
cides, such as nonoxynol-9. In these women the spermicide may irritate the delicate mem-
branes of the vagina and actually increase the chances of acquiring an STD. The more sper-
micide used, and the more concentrated the dose, the greater the chances of this unusual
eventuality (d’ Oro, Parazzini, Naldi, & Vecchia, 1994), and this is an issue that has recently
received much attention in Africa in connection with susceptibility to HIV.

Methods That Do Not Work Very Well

Someone who believes that sexual activity is meant only for procreation or is not planning
on having children is also likely unprepared for the eventuality of sexual intercourse. Human
beings are not perfect decision makers, however, and despite their convictions and value sys-
tem, people may find themselves in a sexual situation and behave in a way they had not an-
ticipated. We are all fallible and make mistakes. Abstinence as a form of birth control does
not always work very well.

Some believe douching after intercourse can be a form of contraception, but this is highly
ineffective and unreliable. Although some douches may have a weak spermicidal effect, fluid
introduced into the vagina under pressure will likely propel any sperm deposited there
through the cervix and into the uterus, thus actually increasing the chances of conception. An
earlier chapter discussed the health implications of frequent douching and noted that it may
not only increase the chances of conception but also increase the chances of acquiring an
STD. Stories are told too about highly caustic agents sometimes being used as douches, such
as carbonated beverages and detergent solutions, which can have very negative effects. Such
practices are to be strongly discouraged.

Coitus interruptus, or withdrawal, is another highly ineffective attempt at contracep-
tion. When a man inserts his erect penis into a woman’s vagina and engages in pelvic thrust-
ing, he may be depositing large numbers of sperm there without even knowing it long before
ejaculation occurs. Even men who are highly disciplined and frequently practice withdrawal
cannot know when fluids are moving through the penis and into their partner. In addition to
being ineffective as a contraceptive, coitus interruptus offers no protection against STDs.

Another method that works very well but only when practiced exactly as required is
called the lactational amenorrhea method, or LAM for short. If a woman breastfeeds her new
baby exclusively, she will not become pregnant for up to 6 months if her menstrual period
has not returned. To use LAM as a method of contraception, several conditions must occur.
The woman must breastfeed her baby on demand, which often means 6 to 10 times a day and
at least once during the night. She must use both breasts. She must be certain that no more
than 6 hours has passed since her baby’s last feeding. She should be ready to use another con-
traceptive method if her period returns unexpectedly during this regimen, although accord-
ing to Hatcher et al. (1998) about 80% of women ovulate before having their first menstrual
period after childbirth. For this reason, LAM is generally not considered a highly reliable con-
traceptive method. When the baby begins to eat other foods or breastfeeds less frequently,
LAM is definitely an ineffective form of birth control. Obviously, this technique offers no pro-
tection against acquiring an STD. Women sometimes develop sore nipples from frequent
breastfeeding and stop rather abruptly, suddenly increasing their chances of becoming preg-
nant.
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Coitus interruptus A
highly ineffective attempt at
avoiding conception, also
called “withdrawal.” A man at-
tempts to withdraw his uncov-
ered penis from his partner be-
fore he ejaculates but usually
still leaves significant numbers
of sperm in the vagina.



Contraceptive Negligence

Not everyone using birth control does so exactly as they should, and many people are negli-
gent about it. Why? This question has frustrated social and medical scientists for decades. We
have already described a double message in society’s attitude toward contraceptive use, espe-
cially among teens: if you are behaving responsibly about contraception and disease preven-
tion, you are planning to be bad. But contraceptive negligence is a more complicated issue
and affects many people with troubling consequences. Several investigators have explored
this subject (Kanter & Zelnik, 1973; Miller, 1976; Tanfer & Horn, 1985), and their findings
are summarized here. Although this topic obviously involves both women and men, most
studies have focused on women.

Ambivalence About Becoming Pregnant
Many adolescent females and young women are ambivalent about becoming pregnant. They
are not sure that having a baby wouldn’t improve their lives. Being a mother seems to bring
with it a clear identity, a more organized and routine lifestyle, adult status in some people’s
eyes, and possibly a spouse too. Many young women believe that having someone to love and
take care of will help them grow and develop as well. They may have seen siblings or friends
become pregnant and saw that parents, friends, and social services seemed only too ready to
help. Although we have been discussing contraception primarily in biological terms, several
important psychological and sociological issues affect a person’s willingness to learn about
birth control and use it correctly.

Social scientists have found four basic characteristics of young women who are ambiva-
lent about using birth control. First, they tend to be passive individuals. They are often eas-
ily influenced and do not always have solid personal values on which they act. They can be
talked into things. Second, they often have religious conflicts about birth control. Several re-
ligions, both Western and Eastern, emphasize sex for procreation and de-emphasize or are
critical of sexual expression when conception is not planned. Many of these women feel they
don’t even need to think about birth control since they are “certain” that it doesn’t affect
them. Third, some women are very curious about pregnancy and anxious to experience what
it’s like to carry a human life within them. Finally, women who fear they might be sterile are
often ambivalent about using birth control. Vaginal and reproductive system infections leave
some women with doubts about whether they will be able to conceive. The popular press fre-
quently publicizes declining fertility rates, the impact of STDs on fertility, and the fact that
common STDs have no symptoms. Therefore, many young women who have been sexually
active worry about whether they will eventually be able to have babies. In a sense, they are
tempting fate to see if they are fertile.

Other Factors Behind Inconsistent Contraceptive Usage
Parents commonly say things like this to their children: “If you ever get pregnant, don’t
bother coming home again!” Built into statements like this is an escape hatch for youth in an
environment of oppressive parental domination or physical or sexual abuse. Adolescents and
young adults, therefore, know exactly what to do to get out of an intolerable domestic situa-
tion. In a sense, some use sex to remove themselves from what they perceive as a dangerous
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Contraceptive negligence
The behavior of individuals
who, for one of a variety of
reasons, either are ambivalent
about becoming pregnant or
may actually want to become
pregnant to remove themselves
from troubling life circum-
stances, such as a hostile, abu-
sive home environment.

Letter to Dr. Ruth Westheimer

Question:
Sometimes I just don’t understand myself. I am 24 years old and
a woman. I don’t use birth control because I truly don’t plan on
having sex. But after I’ve had a little to drink, I get myself into a
sexual situation with some guy without any contraception and
wind up having intercourse anyway. This has happened to me
several times. Why do I keep doing this?

Answer:
There are two issues here. The contraceptive issue is simple to
fix. All you have to do is to carry a condom in your purse any
time you may be in a situation where this might happen to you.
But having casual sex repeatedly is more serious. If you can’t
break yourself of this habit by yourself, I would definitely advise
seeing a therapist. The consequences of your actions could be
very serious.



or unrewarding home. One problem with this approach is
that for this person, the relationship with her partner and
their willingness or preparedness to be parents is not as im-
portant as getting kicked out of the house. In such a case it
is difficult to be optimistic about the baby’s future or the per-
manence of the bond between its mother and father.

Another factor that sometimes contributes to a less than
careful approach to birth control involves the beginning or
ending of relationships. People often feel they don’t need
birth control “yet” when they are just starting to see someone
or “anymore” when they are terminating their relationship.
Young people thinking about contraception when they first
meet someone and feel attracted to that person feel that plan-

ning contraception would be like admitting a reckless willingness to do something bad. They
incorrectly believe that not doing anything about birth control will diminish the chances to
have intercourse. We’re all human, however, and frequently have problems with delaying im-
mediate gratifications. On the other hand, a person who breaks up with someone often feels
bitter and unwilling to even consider getting into another relationship for a long time. So why
keep taking birth control pills anymore if life for the foreseeable future won’t involve sex? Yet
often they form a new relationship much more quickly than expected, often spontaneously,
just at this time of not being very careful about birth control.

Another factor is that many doctors and health care professionals have personal biases
about the appropriateness of counseling unmarried adolescents and young adults about birth
control pills and other means of avoiding conception. Unwittingly, such professionals are say-
ing to their patients, “You’re not at a point in your life when that sort of thing is necessary,
are you?” These patients, therefore, are unlikely to take time to learn about different forms of
contraception or to plan that they really might need birth control now or in the near future.
Women who feel they are not receiving the services they want from their doctor should seek
a different health professional.

Finally, women and men, married or unmarried, who are less likely to use birth control
often share certain characteristics. They often have had less formal education. They are more
likely to have a rural residence and/or rural origins. The reasons for this are not quite clear,
although many rural areas lack easy access and close proximity to family planning services.
They are more likely to lack stable, well-paid employment. Such individuals are also likely to
feel rejected by more affluent and powerful segments of society (Table 11-1).

Emergency Contraception

The discussion of birth control so far has involved measures taken before unprotected inter-
course occurs. In recent years, medical, legal, and social discussions about contraception
have expanded to include interventions that take place after unprotected intercourse. For
many reasons, planning ahead is the better alternative, but women should understand their
options if they ever want to take contraceptive measures after intercourse. Emergency con-
traception involves ways to reduce the chance of pregnancy after sex. Emergency contra-
ception can be accomplished in different ways, such as by using what the media often calls a
“morning after” pill. Many professional organizations, including the American College of Ob-
stetricians and Gynecologists, the Association of Reproductive Health Professionals, the
American Medical Association, and the American Medical Women’s Association, support the
distribution of information about emergency contraception. Their materials provide the in-
formation in this section.

There are several circumstances in which emergency contraception may be appropriate.
Unintended pregnancies are a huge social problem, affecting at least 3 million women, mostly
adolescents or young women, each year in the United States. Emergency contraception is an
effective way of reducing the number of unanticipated pregnancies and the abortions per-
formed as a consequence.
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TABLE 11-1

A Summary of Factors Contributing to
Contraceptive Negligence Among Young Women
and Men

Little formal education
A pattern of rural residence and/or rural origins
Lack of consistent, well-paid employment
Feeling rejected by more affluent, powerful
segments of society

Emergency contracep-
tion Any of various strategies
intended to reduce the risk of
pregnancy after having inter-
course. Various regimens of
oral contraceptives can be used
in this way, as can the insertion
of an IUD.



There are three primary emergency contraception strategies: emergency contraceptive
pills, progestin-only pills, and the insertion of a copper IUD. Emergency contraceptive pills
are large doses of regular combination birth control pills. This treatment must be started
within 72 hours of unprotected sex. Two elevated doses of these pills are taken 12 hours
apart. This therapy has been thoroughly researched, and one’s personal physician, gynecolo-
gist, or student health center can provide more information. Oral contraceptives containing
only progestin are also effective emergency contraceptives, but treatment must be initiated
within 48 hours of unprotected intercourse. This alternative may have fewer side effects than
combination pills. Finally, a copper IUD inserted within 5 days of unprotected intercourse is
also an effective emergency contraceptive. Emergency contraceptive pills are thought to work
by inhibiting ovulation or making the endometrium unreceptive to the implantation of a fer-
tilized egg if ovulation and fertilization occur. Another emergency contraceptive pill, RU-486
(also known as Mifepristone), initially used with high success throughout Europe, has just
been approved for distribution in the United States by the Food and Drug Administration.
Available data show that emergency contraception using Mifepristone can be up to 99% ef-
fective in preventing pregnancy when used within 120 hours of unprotected intercourse
(Xiao, Von Hertzen, Zhao, & Piaggio, 2002).

Progestin-only emergency contraceptive pills prevent 86% of anticipated pregnancies
when used within 72 hours of unprotected sex, and combined estrogen-progesterone contra-
ceptive pills prevent 74% of anticipated pregnancies when used within 72 hours of unpro-
tected sex (Task Force on Postovulatory Methods of Fertility Regulation, 1998).

The effectiveness rate may depend on exactly when in a woman’s menstrual cycle the un-
protected intercourse occurred. No serious side effects or long-term complications have been
proven associated with these pills, and there are no health risks associated with using emer-
gency contraceptive pills repeatedly. It is unusual for women to use emergency contraceptive
pills repeatedly, however, or as a regular back-up to contraceptive failure or contraceptive
negligence. About half of women using emergency contraceptive pills experience nausea and
approximately 20% vomit—the only common side effects. Because these pills may interact
with other medications (i.e., anti-seizure agents, antibiotics, anticoagulants, and antidepres-
sants), the woman should speak with her physician about these or any other prescription
medications she is taking.

In a few situations follow-up counseling might be desirable after using emergency con-
traceptive pills. Any indications of complications should be discussed with the doctor, such
as the menstrual period not starting within three weeks of the beginning of this therapy. Re-
member that these pills are only a contraceptive and cannot prevent an STD.

Privacy Issues, Contraception, and Gynecological Care 
and Counseling

Birth control issues and choices are private matters for women of any age but particularly
raise privacy issues for adolescents. Although here we are primarily discussing teenage and
young adult women, many of these issues are relevant to both women and men and a variety
of medical problems and circumstances.

Women who are minors frequently feel that they cannot talk with their parents about con-
traception or make an appointment with a physician to obtain birth control pills. This is one
reason it is important to talk about sexual issues in the home; whether or not young people
get contraceptives, eventually most will need them. Oral contraceptives require a doctor’s
visit, and often young women wonder whether this will be held in confidence, especially if
she believes her parents are against her adolescent sexual experimentation. A study by the
Alan Guttmacher Institute in the early 1990s revealed that only 12% of the young women in
their sample had a medical visit before or in the same month when they had intercourse for
the first time. Only 11% made a visit 1 to 3 months after first intercourse, and 5% made a visit
4 to 6 months after first intercourse. These data are powerful proof that most young women
do not seek contraceptive counseling or contraceptives when they become sexually active.
One reason is that they feel they cannot ask a parent to accompany them for such a reason
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or go by themselves. It is a ticklish matter for a young woman to privately make an appoint-
ment to see a physician and pay for the service without her parents’ awareness. Clearly this
is a significant part of the problem of unintended pregnancies among teens.

Many young people are not aware that their local health departments, community health
centers, and Planned Parenthood Offices typically offer excellent medical care and counsel
for very reasonable costs. We are not urging young women to go behind their parents’ back,
but they should know how to take care of themselves when confronted with complex, ex-
pensive, and emotional issues involved in becoming sexually active.

Many young women do not know their medical records are confidential. Even when a
minor’s parents pay for her visit to the doctor, the parents do not have a legal right to find
out why she went and what happened in the doctor’s office. If a prescription is written for
birth control pills, neither the doctor nor the pharmacist can legally tell anyone about the
prescription. One’s medical records can be obtained by a third party only if the person
signs a release making them available to someone else or if they are subpoenaed by a court
in a legal matter concerning the person’s health. In the vast majority of cases, therefore,
whatever transpires between a young woman and her doctor remains confidential. Ac-
cording to the Medical Records Privacy Protection Act, revised in 1996, strict practices
and procedures afford all patients primary control of their medical information and
records.

Confidentiality issues involved in the medical treatment of minors touch on a variety of
issues, such as suicide prevention, treatment of STDs, and substance abuse (Thompson,
1989). In a survey of 131 family practitioners in Illinois addressing common ethical issues
for doctors, the top concern was contraceptive counseling and prescriptions (Dayringer,
Paiva, & Davidson, 1983).

Among lawyers, the Mature Minor Doctrine is a common-law rule that permits mature
teenagers to give their own consent for medical care even if they have not yet reached the age
of majority (Sigman & O’Connor, 1991). The Mature Minor Doctrine says that parental con-
sent is not needed for emergency medical treatment, treatment of STDs, drug treatment, men-
tal health treatment, pregnancy, and contraception. In the early 1980s adolescent civil rights
were broadly incorporated into the Mature Minor Doctrine in such a way that the autonomy
and well-being of the teenager held primary importance (Silber, 1982). In a large, urban Cal-
ifornia school district, Schuster, Bell, Petersen, and Kanouse (1996) asked over 2,000 high
school students whether they had spoken with their doctors about sexual behaviors and var-
ious risk prevention issues. The purpose of the study was to determine whether and to what
degree teens trusted their doctors with such confidential issues. The results are interesting:
39% reported talking with their doctors about avoiding contracting HIV, 37% said they had
discussed using condoms for heterosexual intercourse, 13% asked about the proper way to
use a condom, and 8% reported having been given condoms by their doctor. Fully 68% said
that they were confident that any discussions they had with their doctor about birth control
would be kept confidential, and 44% felt discussions about a pregnancy would be kept con-
fidential.

We believe that it is very important for everyone to assume personal responsibility for
their own reproductive health and contraception, although in some cases this may prove dif-
ficult, expensive, or possibly embarrassing. Yet local, highly professional alternatives are usu-
ally available. The local health department or Planned Parenthood office is usually an excel-
lent resource.
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Conclusion

Safe, reliable, effective, affordable, and convenient contraception
is relatively new in human history, existing for less than 100 years.
Ideally, contraception decisions are personal and considered care-
fully with the participation of one’s partner. There is a contracep-
tive method appropriate for every personality and lifestyle. Yet

there is also much misinformation and myth about contraceptives.
Many people who know they should be using birth control do not
do so reliably. Emergency contraception is a more recent develop-
ment and is effective in many situations. Everyone is entitled to
privacy for contraceptive counseling and birth control.
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Learning Activities

1. By far, women in America buy more condoms than men. Sug-
gest some reasons why this is true. Do you think that a man might
feel uneasy at his partner’s taking charge by purchasing condoms?
Some men tell women, “If I wear a condom, I can’t feel very
much.” An appropriate female reply could be, “If you don’t, you
won’t feel anything at all.” Comment.

2. In 1991 Darlene Johnson, at the time 27 years old, was con-
victed of beating two of her five children. She was married and

pregnant at the time. Judge Howard Broadman of Tulare County in
California offered her probation instead of prison if she agreed to
have Norplant implanted. She refused. In your opinion, was the
judge’s offer legally and ethically appropriate? Why or why not?

3. In some areas, high school and college clinics make condoms
available to students at low or no cost. What is your opinion of
this practice? Describe the advantages and disadvantages of this
practice.

Key Concepts

• Any device or behavioral strategy that minimizes or eliminates
the chances of conception following sexual intercourse is a con-
traceptive, often referred to as birth control. 

• There is an appropriate method of birth control for every
lifestyle and personality. 

• Many young adults perceive a double message from society
about contraception. On the one hand, they are taught to be fore-
sightful and take responsibility for their own behavior, but on the
other, buying contraceptives apparently means that they are plan-
ning to be “bad.”

• Contraceptive negligence is more likely among individuals
who, for one of a variety of reasons, are ambivalent about becom-
ing pregnant or may actually want to become pregnant to remove
themselves from troubling life circumstances, such as a hostile,
abusive home environment. 

• Abstinence is refraining from sexual intercourse and any and all
sexual behavior in which semen might come into the proximity of
a woman’s external or internal genitalia. 

• The Mature Minor Doctrine permits a mature teenager to give
his or her own consent for medical care even if the person has not
yet reached the age of majority.
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Sexuality in Childhood 
and Adolescence

OBJECTIVES

When you finish reading

and reviewing this chapter,

you should be able to:

◆ Describe the underlying assumptions of the psychoanalytic,
psychosocial, and social-learning theories of human growth
and development.

◆ Explain the five basic concepts of Freud’s psychosexual theory
of development.

◆ Describe the five stages of Freud’s psychosexual theory of
development, noting the relevant erogenous zone in each.

◆ Describe the eight stages of development of Erikson’s
psychosocial theory of development, noting the positive and
negative outcomes of each.

◆ Summarize the basic principles of social learning theory and
explain the importance of vicarious learning and feelings of
self-efficacy in growth and development.

◆ Discuss the difference between identification and
complementation in the sexual development of girls and boys.

◆ Analyze and discuss the long-term effects of childhood sexual
experiences on later development during adolescence and
adulthood.

◆ Explain the relationship between exposure to effective sex
education in childhood and later sexual behavior.

◆ Explain four important socialization tasks and note their
relationship to sexual development and expression during
adolescence.

◆ Explain the endocrine and physiological factors that
precipitate puberty in females and males, and describe
secondary sexual characteristics that appear.

◆ Review reasons adolescents use or do not use contraceptives
consistently.

◆ Describe the decline in the double standard among teenagers
in the United States.

◆ Summarize the stresses of acknowledging one’s
homosexuality during adolescence.421
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W e are all sexual beings from birth to death. This is not to say that we all have sexual
intercourse throughout our adult lives, or that we all masturbate in childhood and

later, or that we are preoccupied with eroticism and sensuality during every waking moment.
However, from earliest infancy we are very aware of physical pleasures. Our bodies are highly
sensitive to various tactile stimuli that we enjoy and want to experience repeatedly. This
chapter will explore the experience and expression of sexuality as we mature through infancy,
childhood, and adolescence. Maturation refers primarily to biological ways we change as we
get older, and experience refers more to social influences.

People are sometimes baffled by discussing the sexuality of infants and children. Certain
areas of our bodies are keenly responsive to touch, however, and these primitive pleasures are
the foundation of what later takes on sexual and erotic meaning. Our personal sexuality de-
velops over time, and this chapter will discuss various factors that influence that develop-
ment. We begin with several psychological and sociological theories that describe the role of
sexuality in human growth and development. These theories offer us valid and useful per-
spectives for interpreting sexual development. These theories also provide the broader con-
text in which research is conducted on child and adolescent sexuality. We will examine the
role of pleasure and pleasurable stimuli as powerful, ever-present motivators in sexual expe-
rience and expression.

The emergence of sexuality in childhood is generally easily observed and understood, al-
though many parents are uneasy about acknowledging this aspect of their child’s growth and
development. Childhood is that period extending from about age 2 to about age 12, although
many individual differences in development occur. Childhood ends when puberty begins,
which occurs at different times for different people. In early childhood, youngsters begin to
show interest in or may be overtly curious about anatomical differences between females and
males, and they start asking questions. Once children enter school they often become less in-
terested in sexual and gender issues, although their psychological and social development
certainly continues. How children learn about sex in their families is important, as are the
benefits of good sex education. Although this chapter is not intended as a practical guide for
parents talking with children about sex, that topic is explored briefly.

Because the emergence of sexuality in adolescence is a large, rich topic, most of the chap-
ter is devoted to the issues involved. During these years the relationship between self-esteem
and body-image becomes especially important. This takes place along with developing so-
cialization skills and the onset of puberty and the appearance of secondary sexual character-
istics. While all of this is going on, adolescents are exploring masturbatory behaviors and var-
ious shared sexual experiences. Teens are also often learning about sex in other places, such
as their peer group, the home, family life education courses, and sometimes church-based sex
education courses.

A major challenge for adolescents involves learning to behave responsibly in sexual ex-
pression, and learning about contraception is an important dimension. We will look at the
consequences of teen pregnancy for these young women, their partners, their families, their
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From Dr. Ruth Westheimer

W hen I tell people that we now know that a male fetus in
the mother’s womb can have an erection and that a fe-

male newborn can lubricate vaginally and show signs of clitoral
erection, the usual reaction is surprise. We don’t think of a fetus,
infant, or child as having a sexual side because they’re not fully
developed sexually. But in fact they are sexual beings, and if ba-
bies didn’t wear diapers most of the time the signs would be
more apparent.

I don’t bring up this subject to shock people, but I want peo-
ple to see that sexuality is a natural and important part of every
individual—starting with infancy and maturing through child-

hood and adolescence. No one should feel guilty about having
sexual feelings, since our sexuality is innate and a baby experi-
encing sexual sensations couldn’t be more innocent. Although
that fact does not give us permission to have sex whenever and
with whomever we want, the feelings our innate sexuality en-
genders should not be a source of shame or embarrassment. In-
stead, we should seek to understand our sexuality throughout
the life span, beginning with early childhood and adolescence,
so that we can be fulfilled in all our human dimensions and
avoid the problems that can become associated with sexuality at
various ages.



communities, and society in general. We will also examine another aspect of responsible sex-
ual behavior, avoiding sexually transmitted diseases, and the consequences of delayed diag-
nosis and treatment of these disorders.

Finally, we will discuss adolescents who face additional challenges as they come to ac-
knowledge bisexuality or homosexuality. Most teenagers want to be liked and want to be sim-
ilar to their friends. Because most teens are heterosexual, those with an alternative sexual ori-
entation have difficulty being honest with themselves and their acquaintances and, therefore,
often feel alienated. We will examine the pressures and stresses on these teens and the ad-
justment they ultimately make either coming out or staying in the closet.

Theoretical Approaches to Development

Underlying Assumptions
Psychoanalytic theory, or psychodynamic theory, is a Freudian approach to human growth
and development. Freud believed that our adult thoughts, feelings, and actions are power-
fully determined by subconscious forces of which we are unaware or have only a dim aware-
ness. The term “psychoanalytic” refers to three different things: a theory of personality, a
theory of development, and a method of psychotherapy. Freud was honest when he told his
patients that psychoanalysis would probably not help them feel any better but that they
would better understand why they were miserable! Freud believed that the basis for our per-
sonalities and sexuality is firmly established by age six, and after that it is extremely diffi-
cult to change ourselves in any meaningful way. This is not a very optimistic approach to
human growth and development. Freud’s theory emphasizes innate, biological drives and
the pleasures we derive when they are satisfied or the frustrations we experience when they
are not.

In contrast, the psychosocial theory emphasizes the impact of the social environment on
human growth and development. The best known proponent of this approach was Erik Erik-
son, who felt lifespan development occurs as we confront challenges as we get older. How we
resolve or fail to resolve these challenges at one point may or may not affect how we handle
later ones. But unlike Freud, Erikson deemphasized the role of sexuality in development and
believed that people can change, for the better or worse, whenever motivated to do so.

The third theoretical approach is social learning theory, which is in a way an extension
of the psychosocial perspective. Albert Bandura is the best known proponent of this theory.
He believes that the rewarding or punishing consequences of behaviors shape one’s develop-
ment. However, he also believes that people can grow, change, and improve by observing the
consequences of other people’s behavior. Although we are obviously affected by the outcomes
of our own actions, we can learn and change by watching what happens to others.

The Psychoanalytic Approach
Sigmund Freud (1856–1939) is frequently misinterpreted, and people often have an opinion
about him without ever having read any of his original works. Yet Freud was a lucid and en-
tertaining writer. He was among the first explorers of the mind to demonstrate and document
that infant and childhood experiences can profoundly affect adult thoughts, feelings, and ac-
tions. His psychoanalytic theories deal with the development of emotional states and the im-
pact of those states on adult functioning. Let’s look first at basic issues that run through most
of Freud’s work.

Determinism. Through his psychotherapeutic experiences, Freud concluded that adult
thoughts, feelings, and behaviors are completely determined by infant and childhood frus-
trations and overindulgences. The personality is fully formed by age 6, after which no real
changes can take place. If all that we think, feel, and do is determined, we have no real free
will as adults. What went before determines the here and now, as well as the future.

Sexuality. Freud used the word “sexuality” somewhat differently from its contemporary
meaning. We consider the feelings we derive through stimulation of our genitals as sexual.
Freud did as well, but he also included what we would call “sensuality.” In other words, good
feelings that come from our genitals and other areas of our bodies have sexual meaning.
Freud’s critics often fail to appreciate his use of the term sexuality.
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Libido. Freud coined this term to refer to a basic, primitive motivational force in our per-
sonalities leading to sexual and aggressive inclinations and behaviors. The term is often used
today to refer to a generalized sex drive, but for Freud its meaning is more diverse. Libido is
focused in different body areas as we grow through infancy and childhood and into adoles-
cence.

Erogenous Zones. These are the areas in which libido is invested as we grow up. We ear-
lier distinguished between primary and secondary erogenous zones. We all have the same pri-
mary erogenous zones: mouth, anus, and genitalia. Our secondary erogenous zones develop
through our personal sexual and sensual experiences and may differ from person to person.
As infants, children, and adolescents develop, they have one main primary erogenous zone at
a time.

Fixation. Freud believed that infants and children are powerfully motivated to seek com-
plete and consistent stimulation of their primary erogenous zones. This, of course, is impos-
sible. No baby, no matter how pampered or indulged, can enjoy this constant stimulation. All
infants and children must necessarily deal with incomplete and inconsistent stimulation of
their erogenous zones. Freud thought that later in life people try to make up for past inade-
quate erogenous zone stimulation or to re-create excessive stimulation. For example, a baby
who received inadequate and inconsistent nursing or bottle feeding might, when grown up,
try to make up for this and develop eating habits leading to obesity. According to Freud we
may become fixated at one stage of psychosexual development.

Freud’s Psychosexual Theory of Development
This theory is highly deterministic, focusing on innate drives and tendencies, and based on
the biological pleasures derived from physical stimulation of the erogenous zones. Freud for-
mulated this theory from therapy sessions with adults suffering various psychological prob-
lems, most of which today would be classified as anxiety disorders. His work was controver-
sial in part because he emphasized sensual and sexual pleasure in the highly proper and
repressed Victorian era. This was a time when attributing erotic or sensual inclinations to in-
fants and children was considered almost criminal. Freud said that much of an infant’s or
child’s behavior is motivated by the pleasure principle, an unrestricted desire to pursue
keenly enjoyable feelings. Infants and young children do not understand which pleasures so-
ciety considers appropriate; they just want pleasure. Reaching that understanding is a com-
mon developmental task in all cultures. According to Freud, the pleasures one seeks change
as one develops through different stages.

The Oral Stage. This stage lasts from birth until about 1 year of age. The mouth is the pri-
mary erogenous zone; in Freudian terms it is heavily invested with libido at this time. Oral
pleasures and stimulation are highly sensual for the baby. Infants explore their world by try-
ing to put many things into their mouths. This theory sees nursing as a keenly sensual or
erotic experience.

The Anal Stage. Between the ages of 1 and 3, a child’s anus is the primary erogenous zone.
Retaining or expelling feces is highly pleasurable, even sensual. Children are toilet trained
during this stage and often manipulate their parents and caretakers by appropriately or inap-
propriately learning when and where to urinate and have bowel movements. Some parents
are tough, coercive, and inflexible about this process, whereas others take a more relaxed,
flexible approach. Freud believed that different personality types emerge because of different
parental styles of toilet training.

The Phallic Stage. From about ages 3 to 6 libido is focused for the first time in the child’s
genitalia. Freud described different developmental paths for boys and girls. Boys begin to dis-
cover erotic pleasures through genital self-stimulation, or masturbatory behaviors. Freud
suggested that a boy at this age has unconscious fantasies of a sexual relationship with his
mother and sees his father as a rival for his mother’s affections. He comes to fear his father,
believing that his penis will be removed, which Freud called castration anxiety. The boy re-
solves this anxiety by identifying with his father. Identification is a subconscious desire to be-
come like someone whom one loves or admires. By trying to become more like his father, he
also seeks to be the central focus of his mother’s affections. Freud believed that this identifi-
cation process is extremely important for children to learn their sex roles. Freud called this
process the Oedipus complex, named after the Greek play in which Oedipus unknowingly kills
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his father and marries his mother. As males learn socially accepted sex roles and develop het-
erosexual interests, they effectively resolve their Oedipus complex.

Instead of the Oedipus complex, girls go through the Electra complex, named after an-
other Greek figure who helped murder her mother. In Freud’s theory, when girls realize that
they are different from little boys because they lack a penis, they desire one; this is called pe-
nis envy. Because of this perceived inadequacy, the girl is subconsciously motivated to seek a
sexual relationship with her father and to become the sole focus of his intimate attentions.
Freud believed females had less opportunity to successfully resolve this conflict and felt that
women are, therefore, less psychologically mature than men.

Stories about men who never marry but remain totally devoted to their mothers through-
out their adult lives and men who want to find a woman just like their mother, or women
who want to marry men just like their fathers, are often interpreted in terms of a Freudian
unresolved Oedipus or Electra complex. Heterosexual preferences are one outcome of the
successful resolution of these complexes.

The Latency Period. Freud believed that after the age of 6, one’s psychosexual develop-
ment is mostly complete and the foundations of later erotic inclinations or fixations have
been laid. Between the age of 6 and the onset of puberty there is little sexual development;
he called this the latency period.

Freud may have been mistaken that there is little happening in children in this stage. Al-
though sex and eroticism might not be on their minds, they show sensitivity to a number of
sexual issues. For example, this is a time of active sexual curiosity when many children be-
gin to play a game of “You show me yours, and I’ll show you mine.” During this stage many
children actively or distractedly engage in genital self-stimulation. A common feature of the
latency stage, however, is a psychological repression of erotic interest in members of the op-
posite sex, a time of what is called homosocial friendships. Girls and boys at this age gener-
ally create and maintain same-sex friendships and cliques and typically decline the chance to
play with children of the opposite sex.

The Genital Stage. Freud believed that at the onset of puberty, libido is again invested in
the genitalia, and erotic stimulation begins to take on a more adult dimension. The genitalia
are again the primary erogenous zone. He thought that to become psychologically an adult,
a person must be inclined to initiate and maintain a heterosexual relationship culminating in
sexual intercourse.

Although few now believe everything Freud wrote about sexual development, he was un-
deniably an important, and for a very long time lonely, pioneer in examining the relationship
between early sensual experiences and later sexual adjustment and behavior.

Erikson’s Psychosocial Theory of Development
Erik Erikson (1902–1994) studied with Freud but gradually came to disagree with him
about the importance of sensual pleasure in psychological development. He believed that
Freud’s theory was too biological and deterministic and that it de-emphasized the impor-
tance of the social context in which psychological development occurs. His own view
(Erikson’s psychosocial theory of development) was that human growth and development
depended largely on the relationship between unfolding innate behaviors and how the wider
social environment responded to the individual because of those behaviors. Erikson sug-
gested that people develop through eight different stages between birth and death; the first
five are described here, and the remaining three stages in the next chapter. Erikson was
among the first to suggest that psychological development is a lifelong process. As long as
we live we can grow, change, and improve. He also emphasized anticipatory development:
someone who knows something about the major developmental challenges ahead can pre-
pare for them and not be as challenged by such changes in one’s life. Following are the first
five stages, in which sensual, sexual, and intimate awareness and development also take
place (Table 12-1).

Basic Trust Versus Mistrust. This stage begins at birth and lasts until age 1. An infant
whose discomforts are anticipated and/or promptly removed, who is cuddled and played
with, and who is cared for well begins to learn that the world is a safe place and others can
be trusted. If, in contrast, the baby’s discomforts are not anticipated or are allowed to persist,
if the infant is ignored or treated in an aloof way, if parental involvement is inadequate or in-
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consistent, then the baby gets an entirely different message: the world is not a safe or sup-
portive place.

Autonomy Versus Shame and Doubt. From 1 to 3 years of age, infants and toddlers learn
more about the consequences of their behaviors. When children are told or shown that they
can be competent and self-sufficient in their play activities, feeding behaviors, toilet training,
and interactions with others, they get the important message: “You can handle this on your
own.” However, if caretakers are overprotective of the child, do for it what it can do for itself,
or belittle its early attempts at independence, the child then gets an entirely different mes-
sage: “You can’t do anything on your own but need other people’s help to get things done.”

Poor outcomes at one stage do not necessarily predict poor developmental outcomes in
the next stage, nor do successful developmental outcomes at one stage necessarily predict
successful developmental outcomes in the next stage. Babies who are mistrustful at age 1 may
become highly autonomous and independent by age 3.

Initiative Versus Guilt. Between the ages of 3 and 6 years, children play in ways that show
they are learning about the roles and occupations of their society. This is a time when chil-
dren talk about what they’re going to do when they grow up. How parents and caretakers re-
spond to them is very important, because they give the child one of two different messages:
either “You can do it!” or “Don’t bother trying because that’s for someone who’s better than
you.” The first message instills in children a sense of initiative or ambition, but the second
leads to feeling blameworthy and inadequate.

Industry Versus Inferiority. At about the same time Freud said children were going
through the latency stage, Erikson saw them confronting a different developmental challenge.
He believed that between the ages of 6 and 11, children are learning to develop skills and
competencies, to take pride in their efforts, and perhaps most importantly, to finish what they
start. Feelings of having abilities and skills become more important at this time, and a sense
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TABLE 12-1

Erik Erikson’s Eight Stages of Psychosocial Development

Psychosocial Stage Approximate Ages Developmental Tasks

Basic Trust vs. Mistrust Birth–1 year Coming to understand that the world is a safe, rewarding, 
attentive, nurturant place with predictable rewards and 
pleasures.

Autonomy vs. Doubt 1–3 years The child can now make choices and decisions; she or he 
is an independent person. Overly restrictive parents can 
hinder this.

Initiative vs. Guilt 3–6 years The child first manifests ambition and social responsibility. 
Learning about future roles and larger social institutions.

Industry vs. Inferiority 6–12 years Develops a capacity for productive work, pride in one’s 
efforts, cooperation, and finishing the tasks one begins at 
home and in school.

Identity vs. Identity Adolescence Develops a cohesive sense of self. Understands need for 
Confusion conformity and desire for independence all at the same 

time.
Intimacy vs. Isolation Young adulthood Develops the ability to love and work without losing one’s 

self in either domain. Will not change the self just to 
please others.

Generativity vs. Stagnation Adulthood Desires to leave the world a better place than she or he 
found it. Desires to make important family and social 
contributions a symbol of one’s life.

Integrity vs. Despair Old age To look back over one’s life and be able to say that one has 
always done the best one could with resources available 
when one had to.



of self-sufficiency begins to emerge. Children who do not feel especially good at anything or
who are frequently criticized, however, come to feel inadequate and inferior to others. The
distinction between industry and inferiority includes both manual and intellectual abilities.
Again, the delicate interplay between the child’s talents and a supportive or punitive social
environment is important in Erikson’s theory.

Identity Versus Role Confusion. When children reach adolescence, they become preoccu-
pied with a new psychological challenge, the question “Who am I?” This is the first time the
issue of identity emerges, and it is frequently accompanied by other hard questions, such as
“Why am I here?” “What is my purpose in life?” and “What is the meaning of life?” Desper-
ate as a young person might be to find unambiguous answers to these difficult, existential
questions, none are likely to emerge at this tender age.

In this stage, teenagers also often deal with a conflict between being asked to be depend-
ent and wanting to be independent. This conflict can make things very difficult at home. This
is also often the first time teenagers are asked to change some aspect of themselves so that
they will be loved, liked, or cared for, and this can be a difficult challenge. In addition to all
these issues, sexual identity also becomes a preoccupation at this time. Issues of sexual ori-
entation, sexual self-confidence, and early feelings of love and intimacy are a big part of ado-
lescents’ growth and development during this stage.

Erikson’s theory overall is highly optimistic. When unhappy or traumatic events occur at
one time during development, individuals always have the opportunity to put the past behind
them. This nondeterministic approach emphasizes self-determination throughout the life-
span, a clear departure from the Freudian perspective. Additionally, gender identity and sex-
ual awareness are important in the stage dealing with identity versus role confusion, an issue
that continues into young adulthood and middle adulthood. Anthropologists who examine
lifespan development in other cultures typically find that Erikson’s theory highly predicts life
changes over time in a variety of world cultures. In addition, an analysis of the biographies
of well-known public figures generally supports this view of the lifespan. As we grow and re-
fine our sense of ourselves as sexual beings, the challenges Erikson outlined are important in
guiding our social and intimate interactions with others.

Social Learning Theory
The last theory we will examine in relation to sexual development in childhood and adoles-
cence is social learning theory. Just as the psychosocial approach is an extension of the psy-
choanalytic model, this theoretical perspective is a refinement of the psychosocial model.
While all specialists in growth and development attest to the importance of rewarding and
punishing consequences of behaviors, social learning theorists believe that we also learn by
watching others and noting the consequences they experience because of their actions. We
learn vicariously through observations of others. Presumably, we are wondering and thinking
about what they must be thinking and feeling as we watch them. An important figure in so-
cial learning theory is Albert Bandura, who advanced the concept called modeling, in which
one purposefully tries to behave like someone else. We do this because we have seen others
behaving and enjoying positive or pleasurable consequences of their actions and we would
like to experience the same. Whereas modeling is a deliberate process, we also sometimes un-
consciously try to be like someone else. This is called identification, defined earlier.

But of course, we don’t model every behavior that seems rewarding to others. People are
more likely to model another person’s actions if they feel inexperienced or unsure of themselves
and observe positive behavior by someone practiced, confident, and competent or like them-
selves. Bandura (1977) emphasized that much cognitive processing is involved in modeling
one’s actions after someone else’s. For example, one must be interested in observing another per-
son in the first place, must remember that person’s behavior and review it periodically, and at
some time in the future recall his or her actions to use them as a guide for one’s own behaviors.

Bandura described the importance of self-efficacy, our feelings of competence and control
in our lives. Social and behavioral scientists have suggested that social learning theory is very
important for how we learn sex roles in our society, modeling our actions after competent
same-sex parents and other role models. This process is usually well underway by late child-
hood. Although this theoretical approach de-emphasizes biological, deterministic, and na-
tivistic factors, this is not a major shortcoming. Social learning theory emphasizes the family
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and peer group, as well as other well-known figures with whom youth identify. This approach
helps explain how we learn to behave as women and men in our society. A later chapter ex-
amines in more detail how explicit sexual modeling, such as watching an X-rated video, can
influence sexual behaviors and one’s idea of acceptable and enjoyable intimate interactions.

Sexual Feeling and Experience in Infancy

Infancy lasts until about age 2, roughly until the baby can walk and begin to use language
meaningfully. Until language abilities are well developed, we have only indirect ways of learn-
ing about a child’s thoughts or feelings regarding genital stimulation and the erotic feelings
that may or may not result. We must make inferences about their thoughts and feelings based
on observable, measurable physical changes that accompany any stimulation that adults
might call “sexual.”

Sexuality as a “Natural Function”
As discussed elsewhere, people often do not consider human sexuality a natural physio-
logical function but instead associate sexuality entirely with erotic or titillating stimuli and
contexts. The broad view of sexuality considers not only the obvious biological aspects of
sexual development but its psychosocial dimension as well. As noted earlier, boy babies of-
ten have erections at birth or in the first day or two, and girl babies are often born lubri-
cating vaginally or do so in the first few days of life. Further, when their diapers are re-
moved, both male and female babies often reach for their genitalia and touch, rub, or caress
them. This self-stimulation has a casual, unfocused quality. Genital touching is obviously
pleasurable, and babies promptly learn to touch themselves when their diapers are removed
and when they are being bathed. These early experiences do not involve coordinated,
rhythmic pressing or rubbing, but only uncoordinated grasping or rubbing. Because adults
have had different experiences with genital self-stimulation, they often attribute feelings
and motives to infants that they are unlikely to have, and these misattributions should be
avoided whenever possible.

In addition to genital self-stimulation, infants frequently engage in pelvic thrusting move-
ments simultaneously and have been observed to have “spasms” that look like adult orgasms.
These behaviors have long been of interest to pediatricians and child psychologists. Fleisher
and Morrison (1990) studied five girls between the ages of 7 and 27 months of age who en-
gaged in “masturbatory posturing” while rubbing their pubic area on a parent’s knee or a firm
object while lying on their sides. This experience involved an irregular breathing pattern,
flushing of the skin on their faces, and obvious perspiration. While some episodes lasted only
a minute or so, others went on for a few hours. The parents of these infants were alarmed and
perplexed by these behaviors, which medical tests showed did not result from abdominal dis-
comfort or seizures but were plainly autoerotic. In another study, Bye and Nunan (1992) used
recordings of brain wave activity and videotapes to demonstrate that such behaviors are not
seizures but may in fact result from self-stimulation activities. Other researchers (Wulff,
Ostergaard, & Storm, 1992) reported moaning, grunting, and facial flushing in two babies, 5
and 6 months old. Again, epileptic seizures were first suspected as the cause, but these re-
sponses also were again associated with infant masturbatory behaviors. In none of these re-
ported cases were penile or vaginal emissions noted.

Obviously new parents might be somewhat alarmed seeing their baby behave in these
ways, but the parent or caretaker’s responses to this behavior could be very important. It
would be unwise to roughly jerk the baby’s hands away from its genitals or slap them. Care
should be taken to avoid creating an association between pleasurable genital sensations and
discomfort; such associations can be extremely persistent and might affect a child’s or ado-
lescent’s interpretations of sensual or sexual pleasure many years later. From the perspective
of social learning theory, infants are not too young to establish an association between geni-
tal stimulation and pain; this is simply an example of classical conditioning.

With infants Freud was probably right: the pleasure principle determines many of the
baby’s early experiments with self-stimulation and may entirely govern the experience of sen-
suality in this stage. Parents have difficulty accepting such behaviors in children and often

428 Human Sexuality: A Psychosocial Perspective



need to remember that infants are nonverbal, emotional, egocentric beings who have not yet
learned society’s notions of right and wrong. In this sense babies truly are “innocent.”

Sexual Experience and Expression in Childhood

New mothers and fathers often enthusiastically describe and compare their children’s motor
development, interested in whose baby stands first or walks first. This is true of personality,
social, and motor development. Parents are proud of their child when he or she learns to ride
a bicycle without training wheels. Parents eagerly describe how their children learn language
and use words in interesting ways. The same is true of children’s cognitive development and
how they begin to think and engage in problem-solving behaviors. But rarely is there spoken
a word, question, or observation about sexual development in childhood. Many parents sim-
ply deny the development of their children as sexual beings. Nonetheless, parents impart
some of their own sexual value system in subtle but significant ways. As discussed in an ear-
lier chapter, one’s sexual value system is the sum of everything with an erotic meaning for a
person. Parents play a large formative role in the development of their children’s early sexual
value system. Chapter 4 described how a child’s earliest conceptions of sex, gender, and gen-
der roles derive from close interactions with a parent or caretaker. The issue here involves the
child’s early sexual behaviors and experimentation. An earlier chapter also describes scripts,
which in this context are patterns of thinking about how males and females are supposed to
behave or think appropriately about sex. While people derive many scripts from their par-
ents, society powerfully reinforces some scripts and overtly ignores others. Our sexual scripts
involve our emotional responses to sexual stimuli, and these are subtly incorporated into our
sexual value systems. Think of scripts as quiet, internal instructions to help us interpret and
act on certain facets of our environment.

Fisher (1988) described a personality dimension related to sexual scripts. Children who
gradually develop a sense of pleasure and interest in sexual feelings and behavior demon-
strate erotophilia. This is a spontaneous, uncensored delight in erotic stimuli and percep-
tions. It is innate and early in life is uninfluenced by social notions of what is supposed to be
proper or appropriate. Erotophilia is similar to Freud’s pleasure principle. When parents and
caretakers are punitive, rough, and coercive in response to the child’s sexual experimentation,
erotophobia may then emerge as a prominent personality feature. Overt fears and subtle anx-
ieties become associated with matters having a sexual connotation. Erotophobic children
grow up to have a restricted and nervous approach to almost anything with a sexual mean-
ing. For example, they are less inclined to try to avoid unanticipated pregnancy and do not
feel comfortable buying condoms. They might even be hesitant to take a college course in hu-
man sexuality. Erotophobic individuals generally have difficulty dealing with their own child
when it comes to teaching basic information about sex.

All too often, childhood sexual experiences are written about in ways that suggest their
traumatic, involuntary nature and long-term terrible consequences. Less is known about chil-
dren’s normal sexual curiosity and experimentation. Here we will examine what is common
and normal among children between the ages of 2 and about 12, or the beginning of puberty.
At this time, the earliest manifestations of erotophilia or erotophobia are already apparent. As
soon as children become aware of the general physical differences between girls and boys,
they are very curious about genital differences as well. This interest in the opposite sex and
curiosity about members of the same sex are normal. Often this is more than simple curios-
ity. Kinsey (1948) noted that virtually all boys and about 20% of girls engaged in some form
of sex play as children, especially with other children their own age. These data were col-
lected from adults recounting their childhood experiences with others their own age. Since
Kinsey’s original research, more recent data reveal the same or even higher prevalence of sex
play among same-aged, prepubescent girls and boys. Kinsey defined the term “sex play” as
involving manually touching the genitalia of another child, although rough-and-tumble play
too can have sexual overtones, as can the game of “playing doctor.” Another common find-
ing among prepubescent boys is group masturbation (sometimes called a “circle jerk”). Re-
member that participation in such activities in no way predicts a person’s later sexual orien-
tation. Many parents have happened upon their child with other kids in the neighborhood in
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a game of “let’s pull our pants down!” Children are very interested in their anatomical dif-
ferences long before they have any interest in the procreative or intimate aspects of sexual be-
havior. Children’s sensitivity to stereotyped gender differences also follows later in their de-
velopment.

Friedrich et al. (1992) reported the frequency of several different sexual behaviors among
almost 900 children between the ages of 2 and 12 years of age. While their research also ex-
amined this issue among a separate sample of children who had been sexually abused, it is
the data from the non-abused individuals that are most relevant to our current discussion.
Among frequently reported sexual behaviors were a) touching their genitalia while at home,
b) trying to look at others while undressing, c) looking at nude pictures, d) showing geni-
talia to other children, and e) manual masturbation. These are not listed in any particular or-
der and only offer a glimpse of the range of sexual behaviors in which children are commonly
engaged.

Common Sociological and Psychological Aspects of Childhood
Sexual interest and experimentation do not take place in a vacuum but occur against a back-
drop of common developmental changes. To fully appreciate sexual development in children,
one must first understand typical children’s behavior, especially between the ages of 6 and 11.
Although not all children at this age manifest the behaviors described below, many do; these
should be interpreted in a general sense and not viewed as developmental requirements early
in life. These characteristics occur in the latency stage of Freud’s psychosexual theory of de-
velopment.

Repression of Erotic Interest in Members of the Opposite Sex. In childhood, children are
likely to avoid close intimate or nurturant contact with members of the opposite sex. Little
girls and boys pretty much stay in separate groups. While sexual curiosity may earlier have
been an obvious focus of social interactions with same-aged acquaintances, this is less com-
mon in middle childhood.

Strong Homosocial Friendships. Freud noted the importance of strong, same-sex friend-
ships during the middle childhood years. This is a time when both boys and girls have a best
friend. They spend much time together, may have frequent sleepovers together, or maybe even
get into trouble frequently in one another’s company. In these same-sex friendships, children
often begin to whisper about the other sex and wonder what in the world they are up to. The
development of sexuality in childhood does not necessarily have a heterosexual focus.

Early Perceptions of the Desirability of the Traditional Marriage Script. In middle child-
hood (ages 6 to 11) children are watching their parents or caretakers carefully and beginning
to formulate feelings about whether they’d like to be married and have a family themselves
one day. Of course, many children also see things in their home that might dissuade them
from marrying or having children. Children witness and vividly recall all types of domestic
occurrences. Some may involve genuine affection and deep mutual respect and reciprocity.
Others might involve anger and hostility, as well as guilt, jealousy, and physical abuse (Fig.
12-1). A child’s earliest thoughts about the meanings of sexuality take place within many dif-
ferent kinds of families with more or less rewarding environments.

Preoccupation With Rules, Order, and Organization. For
the first time in a child’s life, she or he is impressed with the
idea that facts and physical objects can be meaningfully or-
ganized into categories based on similar characteristics (like
a coin collection). Children gradually come to see the world
as a somewhat orderly, predictable place.

Aggressiveness and Inconsiderate Behavior. A predictable
aspect of development in middle childhood is that children
are frequently cruel to one another and not always respectful
of others’ possessions. Children can be unaccountably mean
to animals and each other. Although common, these behav-
iors are by no means acceptable, nor should they be tolerated
lightly. These behaviors are not directly associated with sex-
ual development but are part of the psychosocial backdrop
against which such development occurs.
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FIGURE 12-1 Before adoles-
cence, children begin to de-
velop their thoughts about the
future and the desirability of
being married and the nature
of relationships between
women and men.



Learning, Practicing, and Feedback
Social learning theory predicts that as children learn sex role behaviors, they will model peo-
ple whom they perceive to be competent, nurturant, and authoritative. This “practicing” is
an important part of a child’s sex role development. How others respond to the child’s actions
may reinforce these behaviors, or in some cases these actions may be ignored or punished. In
a very real sense, before adolescence children are testing out their notions of sex-appropriate
behaviors before they ever begin to participate in a relationship with someone of the oppo-
site sex. Sex role learning has been a very active area of research in the social and behavioral
sciences, and many temperamental and family variables have been shown to powerfully af-
fect this long and subtle process. Such factors as the presence or absence of a father in the
home, whether dual parenting is loving and consistent, birth order, and relationships with
siblings and peers all affect the ways in which children begin to act on their notions of what
it means to be male or female. We earlier defined identification as the subconscious desire to
become like someone we love, admire, and respect. This is a fundamental aspect of sex role
learning that takes place subtly over many years. For Freud, it was one of the most impor-
tant factors in sexual development. Identification occurs without the child being aware of it;
it is subconscious. Modeling, on the other hand, is a more purposeful attempt to mimic an-
other person’s behavior, appearance, or demeanor.

Although most approaches to sexual development emphasize the importance of identifi-
cation, another psychological and sociological process happening at the same time, called
complementation, receives less attention. It is at least as important as identification in middle
and later childhood. Complementation involves ways in which children make purposeful at-
tempts to understand not only their own sex roles but also those of the opposite sex. Al-
though during middle childhood there is often a repression of erotic interest in members of
the opposite sex, children are often still trying to understand members of the opposite sex.
Complementation is behind much of the sexual curiosity commonly seen in children in this
stage, especially their curiosity about the genitalia of the other sex. As children become aware
of the more obvious sex differences between girls and boys, their understanding of tempera-
mental and emotional differences is developing as well, and complementation is involved
here as well. Just as children are becoming aware of society’s stereotypes about women and
men and begin to subtly explore and practice behaviors congruent with these, they are also
keenly aware of the stereotypes that describe attributes of members of the opposite sex.

Acting affectionately toward members of the opposite sex is also a basic aspect of com-
plementation, for it reveals a child’s sensitivity to ways in which women and men like to be
treated. These behaviors are also important early examples of the building of mutual trust and
reveal an understanding of respect and empathy. Modeling is very important as children see
their parents hugging, holding hands, kissing, and simply helping each other get through the
day in many little ways. Children who see mommy kiss daddy good-bye on her way to work
are witnessing much more than a casual ritual; they are seeing attentive caring on a consis-
tent basis, and who would argue that this isn’t appreciated or important?

Learning About Sexuality in the Family
The family, regardless of how it is defined, is usually the first arena for sexual socialization,
the first place where sexuality is discussed, taught, or ignored. The peer group is important,
of course, but much implicit sexual instruction and learning occur long before a child has a
peer group in elementary school. Walters and Walters (1983) analyzed the importance of the
family for how children learn about sex and what information they eventually acquire. They
believe that most mothers and/or fathers overestimate the content and specificity of what
their children hear, remember, and learn about sex. They make the important point that
young children have trouble understanding what they cannot see; this is not always obvious
to parents and caretakers. For example, simply being told about sperm, eggs, and fertilization
generally makes little sense to a child before adolescence unless clear, colorful visual aids are
used. Similarly, the processes of embryonic and fetal development are hard for children to
conceptualize without a concrete visual reference. Therefore, parents may not understand the
state of their child’s knowledge, and children may have an only nebulous, incomplete under-
standing of what their parents are trying to convey. This is true even with the most progres-
sive, well-intentioned parents and the most curious, observant child. This fact is a starting
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point for the role of the family in sex education. If children find it hard to understand what
they cannot see, think of the challenges of trying to explain a subject like contraception to
children between the ages of 6 and 11.

Although fathers have become more involved in a variety of parenting activities, mothers
are still the main source of information about sex for most children (Walters & Walters,
1983). In fact, as discussed later, high school students report that they would prefer to learn
about sexual matters from their parents. Because as a general rule new learning builds on
older learning, it is especially important that the earliest information be clear, correct, and
understandable. As children develop thoughts, feelings, and behaviors related to sexuality in
general, and their own sexuality in particular, certain key principles are involved:

◆ This whole process usually takes place without the child being fully aware of what is hap-
pening. Much early sexual learning is unconscious, and sometimes children actually know
more than they think they do.

◆ Sexual learning begins at birth, as soon as babies begin to associate sensual pleasures with
nurturance, physical enjoyment and, as Erikson would note, a basic trust in others. 

◆ Parents, as the primary caretakers, are basic to the whole process. During early childhood,
children may have many meaningful and potentially informative interactions with peers,
other caretakers, and preschool staff, but the primary emotional-communicative relation-
ship is with the parent or parents. 

◆ Even though people don’t intend to, they sometimes convey information and emotions
about sexuality that might not be entirely helpful or positive. Everyone has some anxieties
about sex, and it is often hard to refrain from expressing or implying these. 

Lewis (1973) demonstrated that effective sex education in the home can have very posi-
tive and long-lasting effects on children and adolescents. Indeed, this kind of information can
protect children against misinformation and even premature sexual experimentation later in
adolescence. Children who receive serious sex education in the home are more likely to be-
gin sexual experimentation later and more cautiously. Those who do not receive such infor-
mation are more likely to begin their sexual experimentation early and less cautiously, if not
promiscuously. Lewis (1973) notes four important beneficial outcomes of a wide variety of
sexual subjects being discussed in the home during childhood.

◆ Children will have more information about sexuality, and their information will be less
subject to the distortions frequently introduced by the peer group. This will eventually
make them less susceptible to myths that can misguide behavior.

◆ Children will find it easier to ask their parents questions about sex, as well as share their
thoughts and feelings about sexual issues that might perplex or disturb them. If these sub-
jects are not taboo, there is better sharing of facts and feelings.

◆ Children will be less likely to misinterpret their parents’ statements on sexual subjects and
will be better informed about their parents’ sexual value systems. Children will have a clear
and accurate perception of the ethical and/or moral dimensions of their parents’ feelings
about sexual subjects.

◆ Children will begin having sexual intercourse later in adolescence or young adulthood.

Even though it is difficult for many parents to talk to their children about sex, the bene-
fits of doing so and the potential hazards of not doing so are too great to ignore. Therefore,
we include here guidelines for parents of children and adolescents to help them anticipate
questions and respond effectively. These are intended only as recommendations that can be
useful and help alleviate the nervousness out of those little “talks” that many parents dread.

Guidelines for Talking to Children and Adolescents About Sex
Many mothers and fathers expect their child will come to them and ask questions. This does
not always happen, and when it does, the questions are often brief and lack any clear con-
text. Following are guidelines for talking with children and teenagers about sexuality.

Be Proactive. Don’t wait for your child to raise questions about sex, because often they
won’t. Sex educators advise taking advantage of teachable moments when they arise, even
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with children who are not yet in elementary school. These are ob-
vious little events that give parents the appropriate opportunity to
raise an issue, ask a question of their child, or probe the child’s
level of awareness or understanding about a sexual topic. Such dis-
cussions early on prevent the peer group from first conveying its
misinformation and myths. For example, the family cat having kit-
tens is an obvious teachable moment, but many other opportuni-
ties are less obvious. A child may show some curiosity when see-
ing an undressed mannequin in a store, offering the opportunity to
comment on anatomical differences and the importance of privacy.
Being aware of and using such teachable moments helps you know
your child’s level of understanding about important sexual subjects
(Fig. 12-2).

Don’t Worry About Being Nervous. In fact, being a little ner-
vous can be a good thing when talking with children about sex. It
is much better to fumble and stutter a little, and perhaps even
blush, than to say nothing at all or to give an overly smooth, pol-
ished presentation. If your child usually sees you behaving in a
competent, authoritative way, seeing you a little nervous sends a
very important message: this must really be important. Being ner-
vous can offer an important nonverbal meaning to supplement the
facts you are offering.

Children Do Not Do Everything They Are Told. Any parent can
tell you this, but for some reason people mistakenly believe that if
you tell children and teenagers about human sexuality, this will
make them more likely to begin sexual experimentation and ex-
ploration. In fact, the exact opposite is usually the case, and you
are fostering a more thoughtful, informed, analytic approach to sexual topics.

The Issue of Non-Obscene Art. Most parents are justifiably worried about their children
being exposed to illustrations of nudity or sex acts and often take steps to be sure that their
children and teenagers are not exposed to such illustrations in print and electronic media.
There’s an important distinction between pornography and non-obscene art, although it’s
not always easy to express the difference. (See Chapter 19 for more detail.) Generally, non-
obscene art may include pictorial representations of nude adult women and men. It does
not, however, include pictorial representations of nudity in children, oral-genital stimula-
tion, anal penetration, sexual intercourse, forced sex, or obviously deviant behaviors—
these images generally conform to what is considered obscene art or pornography. Again,
the distinction is not always clear and unambiguous; courts have tried to be specific and
unequivocal about the differences between non-obscene and obscene art but have been un-
able to devise clear and unambiguous definitions agreeable to
everyone.

When children (specifically, children before adolescence)
encounter non-obscene art, they usually respond with a sponta-
neous, child-like curiosity: “Wow, look at that!” (Fig. 12-3). We
are unaware of any evidence of long-term adverse effects of oc-
casional, situational, or accidental exposure to such materials
by preadolescent children. However, with persistent exposure
or when children encounter pornography, the long-term results
may be more uncertain or problematic, although cause-and-
effect results from such experiences are not clear. Interestingly,
when children become adolescents without ever having en-
countered non-obscene art, their emotional reactions are fre-
quently exaggerated. 

Children visiting art museums often show a keen attentive-
ness to representations of nudity in paintings or statues. Often
these are quite graphic and portray passionate expressions of af-
fection. Do not steer your child away from these, but note the
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FIGURE 12-2 Early in child-
hood, children are curious
about anatomical differences
between women and men, as
well as the very obvious phys-
ical changes that accompany
pregnancy.

FIGURE 12-3 On those occa-
sions when children encounter
non-obscene art, they reveal a
simple and genuine curiosity
that is unrelated to the eroti-
cism adolescents or adults
might perceive.



simple curiosity of children when they notice the nude human form. Art museums can pro-
vide teachable moments, as can art books in your personal library.

Answer Questions When They Are Asked. It is always best to answer questions when they
are asked and in the appropriate terminology. A child’s questions often have no obvious con-
text, so it is best to answer only the question that is asked and not add more details until they
are asked for. If your daughter asks you what a sperm is, for example, tell her. But note that
she is not yet asking about eggs or how sperm and eggs get together, so provide only the in-
formation requested because the child won’t know what to do with the rest. 

The terms and language you use to describe body parts and sexual interactions are very
important. Habits of language create habits of thought. Many families have cute expressions
for the genitalia of little girls and boys, but a child who is old enough to point to any body
part and name it is old enough to learn to say vagina or clitoris. A good working sexual vo-
cabulary is associated with genuine self-esteem.

Sexuality Is a Natural, Intimate Aspect of Being Human. Younger children (usually be-
tween 3 and 5 years of age) often focus on anatomy and differences between women and men.
Later (between 8 and 11) their curiosity will shift to reproduction, and only later to avenues
of sexual expression. It is important to emphasize the normality and naturalness of sexual
feeling and expression and to affirm its role in genuine human intimacy, closeness, and trust.
Although it is important to talk about penile erection, vaginal lubrication, ejaculation, and so
forth, it is also very important to put these clinical, physiological responses within the con-
text of a good relationship and meaningful communication. Sexuality is a fundamental aspect
of our humanness, and older children and teenagers can appreciate this. You can also have
this discussion in a religious or spiritual context, if you feel more comfortable doing it 
that way.

Pleasure Is a Basic and Important Aspect of Sexual Expression. Sexual experiences feel
good for an evolutionary reason: to promote reproduction. We respect that some people feel
sex is solely for procreative purposes. Nonetheless, the keen pleasures associated with sexual
experience and expression are often fundamental to bonding, tension reduction, relaxation,
and a full sense of oneself (Fig. 12-4). People have sex for recreation, as well as for procre-
ation, and discussions with children and adolescents would be incomplete without acknowl-
edging this fact. Ignoring or evading this issue might perpetuate connotations of sex as
“naughty” or “dirty” that children learn all too readily. The enjoyment of sexual pleasure in-
cludes also the rewarding feelings associated with giving sexual pleasure.

Privacy and Lack of Coercion Are Basic to Sexual Expres-
sion. This issue is discussed in other chapters, but this is also
a central point to make when talking with children and ado-
lescents about sex. Sexual interactions are, by law, funda-
mentally private behaviors of consenting individuals in
places where they cannot be seen or heard by others. With
children we often use the phrase “private parts” to refer to
those parts of our bodies involved in sexual stimulation and
enjoyment. Children need to understand that only family
members or special people should see their nudity and that
anyone who in any way forces them to reveal themselves or
participate in sexual activity is most definitely behaving in-
appropriately, and they should tell someone in authority
about it.

In a revealing study, King and Lorusso (1997) distributed
questionnaires to almost 700 college students and their par-
ents. About 60% of these students reported that they had
never had a meaningful, informative discussion about sex
with either of their parents. Most felt that the reason was a
poor climate of communication and personal feelings of em-
barrassment. However, their parents had somewhat different
memories, and 60% of them reported that they had had such
discussions. Among those parents who reported that they
had not spoken to their child about sex, most said that it was
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FIGURE 12-4 Sexuality is of-
ten an important aspect of a
mature, diversified relation-
ship between two adults who
share their lives with each
other.



because they felt that it was the responsibility of their spouse to do so, essentially letting the
child’s sexual education in the home to be skipped over altogether. Among students who re-
ported that they had had good, instructive talks with their parents about sex, virtually all of
their parents said the same thing. For both female and male students, it was the mother in
the overwhelming majority of cases who took the initiative in such talks. Most of these stu-
dents said that sexual discussions had been ongoing over several years, rather than having
one big talk about sex. About half of the students noted that they had begun to talk with their
parents about sex before their thirteenth birthday, while 40% of them didn’t start talking with
their parents about sex until they were between the ages of 13 and 15, which in our opinion
is much too late. We find these data distressing because many parents are adamant in not
wanting their children to receive family life education courses in their schools. They say they
will teach their children themselves, but as these data show, parents frequently do not take
the initiative to do this.

Long-Term Effects of Childhood Sexual Experiences
Earlier in this chapter the concept of determinism was described as a basic building block of
Freud’s psychosexual theory of development. In this approach infantile and childhood sen-
sual experiences are said to have permanent effects on later personality development. Re-
searchers have studied the extent to which this may in fact be the case. Bauserman and Davis
(1996) analyzed self-assessments of college undergraduates with respect to their childhood
and adolescent sexual experiences. Some of their experiences were rated as positive, others
negative, and still others with attributes of both. As predicted, students whose child and ado-
lescent sexual experiences were rated positively showed greater erotophilia in their sexual
value systems and were more tolerant of sexual behaviors in others, as well as in their own
sexual repertoire. Further, they seemed to enjoy greater sexual satisfaction in their lives.
These students seemed to be more accepting of sexual experimentation at earlier ages than
their counterparts whose experiences were either negative or mixed. Although these data
support the fact that positive childhood and adolescent experiences have effects later on, one
notes that our recollections of events early in our lives are often incomplete or simply wrong.
Importantly, social learning theory is also supported by these data. This is a complex issue,
with much in the popular press in recent years questioning the accuracy of childhood sexual
memories, especially in connection with suspected sexual abuse. A critical and cautious atti-
tude is necessary when making any broad generalizations based on findings such as these.

Other issues are involved regarding sexuality when there are children in the home. Our
students and audiences often ask about the long-term effects of parental nudity on children.
Many adults wonder or worry whether being seen naked by their children might in some way
harm them psychologically or predispose them to sexual problems or unusual behaviors later
in life. Similarly, parents are sometimes concerned about potential long-term effects on chil-
dren of sleeping in their parents’ bed or inadvertently witnessing their parents having sexual
intercourse. Okami et al. (2002) report the results of the first longitudinal study to examine
the effects of parent-child “bedsharing.” Over 200 families were studied over the course of 18
years. Bedsharing in early childhood was associated with increased cognitive abilities in the
child when measured at age 6, but the impact of these early experiences was small. These
children were neither more nor less likely to have sleep problems or any early signs of sex-
ual problems. Further, upon reaching age 18, these subjects were no more likely to manifest
psychological problems, but there were no measurable beneficial outcomes either. Data like
these strongly suggest that bedsharing per se should not give rise to fears about any undesir-
able long-term consequences. Much of what is thought about these issues is based on the pro-
fessional perspectives of clinicians, which in itself is sometimes enough to lead people to view
these issues as a problem when in fact they may be just variations on normal behavior. Okami
notes that opinions about children being exposed to nudity fall into two very different cate-
gories. On the one hand, some feel that this type of stimulation might be too vivid for chil-
dren and perhaps become a source of later problems. Importantly, however, some counselors
and therapists believe that the social setting in which exposure occurs is more important than
the exposure per se. At the other extreme on the spectrum of opinion on this issue are experts
who believe that children being exposed to parental nudity, especially same-sex parental nu-
dity, may in fact enhance bonding and identification with the same-sex parent. It is interest-
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ing that although childhood exposure to parental nudity is
undoubtedly a world-wide phenomenon, there are very little
systematic empirical data about the nature of children’s ex-
periences in this common family context. Okami, Olmstead,
Abramson, and Pendleton (1998) believe that claims of neg-
ative developmental outcomes associated with early child-
hood exposure to parental nudity and accidental observation
of parental sexuality are greatly exaggerated, even when ex-
posure occurs before age 6, as shown in a sample of
teenagers questioned between the ages of 17 and 18 (Fig. 12-
5).

Another common family issue involves reasons children
often want to crawl into bed with their parents during the night and the impact of this be-
havior on both the child and parents. This is sometimes referred to as co-sleeping and is the
source of much consternation among parents. There is some debate between specialists in 
the social and behavioral sciences and parents about the nature of these experiences and the
long-term effects on children (Bennett, 1992). Anthropologists and sociologists refer to co-
sleeping in a family as the “family bed.” One view of this common phenomenon emphasizes
that co-sleeping enhances a child’s feelings of family intimacy, whereas others simply suggest
that children will have fewer sleeping problems if they can sleep with their parents. These
psychoanalytic views emphasize that children who co-sleep with their parents enjoy some
very keen comforts and gain a powerful feeling of security that cannot otherwise be readily
felt when the house is empty, dark, and quiet. Nonetheless, few scientists have devised and
tested ideas about the impact of co-sleeping in large, random, representative samples of girls
and boys. Yet co-sleeping is prevalent in other cultures with apparently few or no adverse de-
velopmental outcomes.

Earlier we noted that parents often have trouble accepting their children’s sexuality. Sim-
ilarly, children have trouble accepting their parents as sexual beings. Two important studies
have probed this delicate issue (Hoyt, 1978, 1979). The term “primal scene” is frequently
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FIGURE 12-5 Many homes re-
veal a positive, healthy, un-
selfconscious approach to nu-
dity, while at the same time
teaching the importance of
privacy in everyday life.

Research Highlight
How Do Children Interact Sexually?

M uch of what is known about children’s sexuality is 
based on observations of children’s sexual explo-

rations and anecdotal evidence with very consistent themes.
However, an important investigation described in detail var-
ious professionals’ opinions about sexual behavior among
children and the recollections of a large number of under-
graduate students (Haugaard, 1996). This study by Dr. Jef-
frey J. Haugaard involved anonymous questionnaires sent to
160 pediatricians, 141 masters or doctoral level psychother-
apists, and 163 4-H club leaders. Questionnaires were also
sent to authors of published articles about child sexual
abuse, as well as elementary school teachers. In all, 337 ques-
tionnaires were returned. Anonymous questionnaire data
were also recorded from 664 undergraduates.

In the first part of the study, professionals were asked to
rate whether specific behaviors were acceptable for males and
females in three different age groups: 4 years old, 8 years old,
and 12 years old. The data in Table 12-2 show that a number
of behaviors considered normal and acceptable for 4-year-old
children were considered far less appropriate for children in
the two older age groups, perhaps because of the common

perception that children are innocent and have not yet de-
veloped an eroticized sexual value system. Some of the data
reported here indicate child sexual abuse.

Undergraduates were asked to report whether they had
engaged in a number of sexual experiences, such as exposing
their genitals, fondling nongenital areas, fondling genitals, or
having intercourse during three different age stages: ages 1–6
years, 7–10 years, and 11–12 years. These data are shown in
Table 12-3.

In general, various sexual behaviors are less appropriate
as children grow older, probably due to the perception that
such activities in younger children are experimental and are
not associated with the erotic implications of similar behav-
iors later in development. This research is important because
it is based on the reports of a large, diverse, representative se-
lection of professionals, as well as the recollections of a large
sample of undergraduates. Similar data concerning common
sexual behaviors among children have also been published
by Friedrich, Fisher, Broughton, Houston, and Shafran
(1998).



used to describe witnessing one’s parents having sexual intercourse. In a sample of 345 col-
lege students, 18% reported having either seen or heard their parents having intercourse. On
average, these respondents reported that they were about 12 when this happened for the first
time. Generally, the older the child when happening upon parental intercourse, the better his
or her long-term emotional reaction. Another study (Hoyt, 1979) found that in a sample of
25 female and 25 male undergraduates, 28% reported that they had seen or heard their par-
ents having intercourse. In both of these studies, witnessing their parents’ sexual intimacy did
not affect their later sexual adjustment or overall outlook on life.

These three issues regarding sexuality, children, and the home environment have gener-
ated controversy and sometimes dire predictions about the possible long-term adverse effects
of these experiences for children and adolescents. However, when systematic empirical data
are discriminated from clinical opinion, there is in fact no substantive proof of negative out-
comes of these almost inevitable aspects of growing up in a functional nuclear family. Until
more scientific evidence is collected on these issues, any claims should be made only with
caution.
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TABLE 12-2

Percentage of Professionals Responding That a Behavior Is Acceptable for Male Respondents, Female
Respondents, and Total Respondentsa

4-year-olds 8-year-olds 12-year-olds

Male Female Total Male Female Total Male Female Total

Undressing together (%) 91 86 88 34 54 42 10 22 15
Showing genitals (%) 77 80 88 24 39 31 7 21 13
Fondling nongenital
areas (%) 69 70 69 39 52 45 33 39 35

Fondling girls’ breast
areas (%) 27 34 30 6 16 10 10 20 14

Fondling genital or
anal areas (%) 16 20 18 2 9 5 5 10 7

Oral-genital contact (%) 3 4 3 1 2 1 1 2 1
Digital penetration of
vagina or anus (%) 3 6 4 0 3 1 2 3 2

Attempted or simulated
intercourse (%) 3 8 5 1 3 2 2 5 3

Intercourse (%) 1 2 1 0 1 0 1 2 1

Male respondents n � 137; female respondents n � 189; total respondents n � 337 (11 respondents did not specify their gender).
a From Haugaard, 1996.

TABLE 12-3

Percentage of Undergraduates Reporting Each Experience, by Gender

1–6 Years Old 7–10 Years Old 11–12 Years Old

Type of Experience Male Female Male Female Male Female

Exposing genitals (%) 38 39 41 30 29 16
Fondling nongenital areas (e.g., back, stomach) (%) 19 19 30 26 37 31
Fondling genital areas (%) 11 9 11 10 17 10
Intercourse (%) 1 1 4 1 3 1

Male respondents n � 199; female respondents n � 465



Sex Education and Sexual Behavior
Sex education creates controversy in many American communities.  Disagreements rage over
the curriculum, teaching methods, and the background and training of instructors. Propo-
nents and opponents work hard to make their positions heard. Yet amidst this debate, little
is known about how these educational programs began in the first place and the nature of
their original objectives. Carter (2001) has carried out a historical literature review of publi-
cations relevant to the growth of sex education in America between 1884 and 2000. The most
powerful influence on the development of these curricula was a widespread fear that vene-
real disease threatened the integrity of the institution of marriage in the United States. Ad-
vocates felt that the only way to encourage marital fidelity and discourage premarital inter-
course was through the dissemination of information that made explicit the terrible
consequences of STDs. Then, as now, the belief that education readily changes human be-
havior was basic to the objectives of sex education. With the return of American soldiers from
Europe at the end of World War I, there was much apprehension that women would be in-
fected and countless infants would be stillborn or mentally defective. By the mid-1920s, sex
education changed. Instead of focusing on STDs, the curriculum now emphasized the emer-
gence of sexuality during childhood and adolescence. An age-graded, chronological approach
was instituted to correspond to the student’s progress through elementary and high school.
Younger children were introduced to less sensitive subjects while adolescents learned about
more practical aspects of conception, contraception, and sexual and reproductive health is-
sues. In this approach, marriage and parenthood were viewed as the most “mature” manifes-
tations of adult sexuality.  Today, sex education courses do not always carry pronatalist or pro-
marriage biases.

Because there is often a big gap between what is taught in school and what is remembered
or becomes a part of a person’s behavior, it is important to determine the measurable long-
term effects of sex education on the sexual behavior of young people. Because of the AIDS
epidemic in this and many other countries, the World Health Organization has undertaken a
“Global Programme on AIDS” and has published a report on this subject (Grunseit, Kippax,
Aggleton, Baldo, & Slutkin, 1997). This work analyzed the results of 52 different studies on
the relationship between HIV/AIDS and sex education and sexual behavior in young people.
This research was conducted throughout the world. Of these, 47 investigations evaluated the
effects of educational programs. Twenty-five found that such educational programs neither
increased nor decreased the amount of sexual behavior, pregnancy rates, or the prevalence of
sexually transmitted diseases in this population of respondents. On the other hand, 17 stud-
ies demonstrated a relationship of sex education with a later age of first intercourse, fewer
sexual partners, fewer unanticipated pregnancies and a lower prevalence of STDs. Only three
studies reported increases of sexual behavior related to these educational programs. These in-
vestigators emphasized that not all of these studies provided informative data and that it was
difficult to compare investigations because of the diverse research methods employed. How-
ever, the overwhelming opinion on the behavioral effects of sex education is that such pro-
grams do not encourage promiscuity. There are compelling and important data suggesting a
cause-and-effect relationship for beneficial effects of sex education programs on the behavior
of young adults.

Sex Education in the Schools for Adolescents
There is much political controversy about sex education in the schools, even though most
Americans favor sex education for teenagers in school (Greydanus, Pratt, & Dannison,
1995). Earlier we emphasized the importance of sex education in the home as a basic, es-
sential first step in a child’s learning about the body, affection, and sexual expression. We also
discussed a troubling inconsistency in those who resist sex education in the schools: they say
they will do it in their own homes but frequently do not, or do an inadequate job. While par-
ents and schools are arguing these issues, teenagers clearly think that sex education meets a
very important need in their lives. In a Canadian study, Cairns, Collins, and Hiebert (1994)
explored the self-perceived needs of 81 teenagers from age 14 to 20 regarding a comprehen-
sive school health education program. Their opinions were sought about the importance of
15 different general needs. Of these 15 different needs, the respondents ranked sex education
as the third most important, just after their desire to learn more about coping with personal
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problems and dealing with family relationships. These data probably reflect the thinking of
many teenagers in many communities in the industrialized world.

Although it is beyond the scope of this text to describe a complete curriculum in sex ed-
ucation for teenagers, certain topics should ideally be important parts of such a curriculum.
The essential topics are anatomical and physiological differences between females and males,
sperm production in males, ovulation and menstruation in females, the process of concep-
tion, methods of contraception, sexually transmitted diseases and their prevention, mastur-
bation, where to get contraception, where to receive abortion counseling, and HIV/AIDS ed-
ucation. We believe these are only the most essential components of sex education for
teenagers—other topics also can be important. Comprehensive, well-organized sex education
programs can have a big role in changing adolescent sexual behavior and in encouraging
teens to clarify their moral perspectives and sexual value systems (Greydanus, Pratt, & 
Dannison, 1995). In a study of 220 rural Canadian parents of public school children, more
than 90% agreed or strongly agreed with the importance of offering sex education in schools
as early as sixth grade (McKay, 1996). These parents felt that a number of important topics
ought to be presented beginning in the sixth grade, including such issues as sexual orienta-
tion, methods of birth control, moral beliefs about sexuality, abstinence, STDs and AIDS pre-
vention, puberty, reproduction, sexual abuse, rape, and the attributes of good interpersonal
relationships. While parents thought that children at different ages are better suited for dif-
ferent topics, by the time their children reached ninth grade, they recommended virtually all
10 topics in the questionnaire for inclusion in the curriculum. Although a number of specific
subjects can be included in a sex education curriculum, content centers on four general
themes: biological information, information about human sexuality in general, guidance for
personal decisions about engaging in intimate behaviors, and the independent, autonomous
young person’s thinking and behaving (Schraag, 1989).

Asking youth in their early adolescent years what topics they are interested in learning
about reveals several focal areas. Ryan, Millstein, and Irwin, (1996) asked 159 adolescents be-
tween 11.4 and 13.4 years of age what they wanted to learn about in their health education
program. This group produced 200 different questions. Most of their questions (88%) dealt
with biological aspects of human sexuality, reproductive and genital physiology in particular
(52%). Only 6% of the questions had anything to do with the psychosocial setting in which
sexual behaviors take place. The message here is simple: with limited time for sex education
in the schools, a focus on biological, physiological, and reproductive issues will go a long way
toward answering questions that many youth are too shy to ask. Of course, other important
areas also need exploration, but this study reveals the areas students are most likely to be cu-
rious about.

Proponents of comprehensive sex education for adolescents cite both scientific reasons on
the one hand and emotional and moral ones on the other (Ehrhardt, 1996). They say that
useful information must somehow be conveyed to young
people, who need it despite a variety of objections. One
noted sex researcher, Anke Ehrhardt, believes a sex education
program should be designed, discussed, and evaluated ac-
cording to a variety of risk behaviors. The risk of being in-
volved in an unanticipated pregnancy, the risk of contracting
a sexually transmitted disease, and the risk of contracting
HIV generally get a youngster’s attention and perhaps moti-
vate more cautious approaches to sexual behavior or even ab-
stinence. Even the risk of feeling rejected is often a salient as-
pect of a teenager’s thinking. Although risks often are
associated with fears and anxieties, they indeed may be a
point around which a constructive sex education curriculum
can be organized (Table 12-4).

Another challenge for sex educators involves striking an
appropriate balance between moral, ethical, and value-
oriented issues on one end of the instructional continuum
and practical, applied matters on the other (Dailey, 1997). An
overemphasis on the former may help young people clarify
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TABLE 12-4

Risky Sexual Behaviors That May Contribute 
to Unanticipated Pregnancy, Receiving or
Transmitting an STD, or Acquiring HIV

Sexual intercourse without a condom
Vaginal penetration prior to the application of a
condom

Sexual intercourse with a latex condom lubricated
with a petroleum-based lubricant

Coitus interruptus
Oral ejaculation
Anal intercourse without a condom (both insertive
and receptive)

Sexual behavior with someone one does not know
very well



their feelings and thoughts about sexual behaviors but may not help them act intelligently
and take self-protective measures against very real and ever-present dangers (Fig. 12-6). In
the end, sexual behaviors hold central importance in our interactions with others. Addition-
ally, Dailey (1997) says sex educators face a tricky but important challenge of being honest
and open about the pleasures of sexual behavior while also recognizing the importance of ma-
ture, foresightful decision making. Teenagers are often suspicious of sex education that ig-
nores or minimizes the place of pleasure in sexual behaviors. An in-depth interview study of
19 British sex educators revealed that virtually all of them held negative opinions about
teenagers engaging in sexual behaviors (Pitts, Burtney, & Dobraszczyc, 1996). Data like these
are an important reminder that not just any health education teacher, or any teacher at all, is
temperamentally qualified to teach this subject, regardless of his or her background, training,
and credentials.

Sexual Experience and Expression in Adolescence

Sexual experience and expression in adolescence is a huge subject, and we can only discuss
it generally in a text with this broad a focus. Simply stated, sexuality is the central focus of
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adolescent development, and puberty is its main event. Words are limited in accurately de-
scribing the first stirrings of sexual feeling, especially when it is all mixed up with one’s pre-
occupation with appearance, friendships, and the influence of the family.

One of the more subtle but significant preoccupations of most adolescents is body image,
which is often closely related to self-esteem. This is usually the first time in teenagers’ lives
when they form an image of themselves and their attractiveness, based on how attractive or
“normal” they think they look to others, usually others their own age. Most adolescents are
brutally critical of their own appearance and magnify their perceptions of even the slightest
blemish or unusual feature. Teenagers look at their faces, their complexions, their bodies, and
their rate of pubertal development and often compare themselves to the unattainable images
presented by the advertising industry. No wonder kids can be so hard on themselves and each
other! This constant self-scrutiny lasts many years and affects young persons’ feelings about
their desirability and acceptability among their peers.

Many adolescents often wonder about “who they are.” This is a time of identity develop-
ment, which Erikson believes is the basic psychological challenge of adolescence. Figuring
out one’s identity can be a large, long-term task, and teens face inevitable challenges while
they are trying to do this. For example, there is frequently a mismatch between who a youth
thinks she or he is and how others see and relate to her or him. This illustrates the influence
of the psychosocial environment on adolescent sexual development. Such misattributions
can make things difficult for a teen. An adult who looks at a 17-year-old female with large
breasts, a small waist, and maturing hips may assume that this young woman (a) likes her
body, (b) has lots of boyfriends, and (c) is beginning to enjoy sexual experiences, when in
fact, none of these may be true.

Psychosocial Sexual Development
Perhaps because the physical changes of puberty can be rather dramatic and occur very rap-
idly, it is tempting for social and behavioral scientists to focus on these alterations in body
shape, size, and configuration at the expense of the broader psychosocial environment in
which these are taking place. Yet the environment plays a profound role in motivating, regu-
lating, or even extinguishing many of our behaviors. By adolescence most people are making
good progress on the socialization tasks that are so important at this time. Although such
tasks challenge us throughout our lives, from when we usually begin grappling with them af-
ter entering elementary school, during adolescence people first gain some mastery of them.
Following are some of the key challenges.

Impulse Control. By the teen years, ideally children have learned to regulate and control
their expression of aggressive feelings and, according to Freud’s psychosexual theory, sexual
feelings. By this time people are expected to refrain from acting on every aggressive and sex-
ual feeling or inclination and learn to moderate or suppress the behavioral expression of these
often strong feelings. We must anticipate the consequences of our actions and behave ac-
cordingly. Some teenagers openly admit that they feel stronger and better about themselves
because they perceive there is strength in restraint.

Frustration Tolerance. The term “frustration” describes the unpleasant feelings we have
when we find ourselves blocked in progress toward some goal. These goals can be significant
and important or even relatively trivial, but generally people don’t like feeling stopped. Psy-
chologists, sociologists, anthropologists, and criminal justice experts know that a common
response to frustration is aggression. One of the hard things about growing up is learning to
suppress aggressive feelings when frustrated. This is especially important as teenagers begin
to explore the sexual dimension of relationships and messages to “stop” in necking and pet-
ting situations. It is imperative that adolescents learn to suppress any aggressive inclinations
they might feel at these moments.

Delay of Gratification. Another central challenge in human growth and development
involves learning to put off small, immediate rewards in exchange for bigger, better ones at
a later time. Delay of gratification is a basic part of morality, ethics, and conceptions of
good conduct in society. This idea is behind some prohibitions against premarital inter-
course. Children are not very good at delaying gratification, but as we grow into and
through our teenage years, we are expected to learn the importance of this challenge 
(Fig. 12-7).
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tolerance, and the delay of
gratification can be particu-
larly difficult for adolescents
as they begin dating and 
learn more about their own
sexuality.



Learning to Live With Uncertainty in Our Future. Children are impatient about wanting
to know what they will be doing later, tomorrow, or this weekend. If a child asks,”Mommy,
can we go to the movies on Saturday?” and the mother responds as many parents do, “We’ll
see...” this is usually an unsatisfactory answer for a child. It’s as if the child were saying, “No,
Mom, I’ve got things to do, places to go, and people to see, and I need to know NOW.” By
adolescence children can better deal with this kind of uncertainty, especially in how mean-
ingful relationships unfold and develop.

Learning to deal with physical changes, the attributions others make about teenagers, and
early exploration of sexual feelings and interaction all take place against this backdrop of
psychological and social development.

The child’s family is very important for the child’s sexual development. As we noted
above, parents (a single parent or two parents) often have great difficulty accepting their
adolescents as sexual beings; adolescents have similar problems accepting their parents as
sexual beings. While this is common, it is rarely ever discussed openly and candidly. For
many men, the idea of “some kid putting his hands on my daughter” is utterly unthinkable,
even though his daughter might really want that to happen. For many mothers of teenage
boys, the idea of some young woman “luring” their son into intercourse is similarly ap-
palling. Parents rarely see their adolescent as the active agent in teenage sexual activities but
usually see the other youngster as the one who is tempting their daughter or son into some-
thing they would never think of doing. Although teenagers sometimes take advantage of
others sexually, it is naive to think that all adolescent sexual experimentation comes at the
instigation of someone else.

Puberty in Females and Males
In recent years there has been much debate about the precise timing of the onset of puberty—
the appearance of secondary sexual characteristics that occur as a result of increases in 
sex hormones secreted by the ovaries in females and the testes in males. Yet Herdt and
McClintock (2000) have suggested that, in fact, much earlier than these changes—often
around the age of 10—increased levels of adrenal steroids foster feelings of sexual interest
and sexual attraction toward others. These writers discriminate between the physical changes
secondary to increased sex hormone secretion from the gonads (gonadarche) and these ear-
lier feelings of sexual awareness secondary to increased steroid secretion from the adrenal
glands (adrenarche). According to their hypothesis, there are in fact two overlapping periods
of pubertal development mediated by these two mechanisms.

Between the ages of 6 and 8, the adrenal glands begin to secrete relatively small amounts
of androgens, specifically dihydroepiandrosterone (DHEA). Although these levels are far
lower than those seen in adults, they are 10 to 20 times those seen in younger children. Herdt
and McClintock believe that before gonadal puberty, “something is transforming the child’s
body and psyche in the direction of sexual arousal” (p. 592), and that adrenarche is the likely
explanation.  Therefore, there is strong empirical support for identifying a period of sexual
awareness and sexual attraction at age 10, contrary to Freud’s belief that children in the la-
tency period do not have any erotic interests or inclinations.

Puberty is the time when secondary sexual characteristics appear. The term “second-
ary” describes physical changes that result from increasing levels of sex hormones in the
bloodstream, which come from the ovaries and testes as a result of stimulation from the pi-
tuitary gland. The following sections discuss the nature and timing of the appearance of
these secondary sexual characteristics for females and males. There are significant individ-
ual differences involved in puberty, and there are many variations among youngsters of the
same age in these changes. As described in Chapter 4, various brain and endocrine struc-
tures are intimately involved in a variety of developmental changes involving the female
and male reproductive systems. Increases in sex hormones can really be quite dramatic. In
boys in early adolescence the level of testosterone is 18 times higher than in childhood, and
in girls at this time the level of estrogen is 8 times higher than in childhood (Malina &
Bouchard, 1991).

These hormonal levels play a central role in the physical changes accompanying puberty
(Fig. 12-8). There is also a subtle but compelling relationship between these changes and the
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moodiness that often accompanies adolescence. This is often obvious as young women begin
menstruation, and it is no less obvious in the surliness or aloofness we see in young boys.

Generally, puberty begins 1 1/2 to 2 years earlier in females than in males. Puberty can
begin at 9 1/2 or 10 in girls and 11 or 12 in boys. Because of this, females are more likely to
appear more adult-like at an earlier age than are males. This affects their socialization expe-
riences and is likely one of the reasons that adolescent girls generally spend time with boys
who are older than themselves.

Pubertal Changes in Females As levels of adrenal and ovarian hormones begin to rise
in the bloodstream, a number of predictable physical changes begin to occur (Fig. 12-9A).
Although the following list may seem to imply an order, in fact these events overlap in time
significantly.

1. Enlargement of the Breasts. Breast development begins in late childhood, at about age
10, with what is known as the “bud” stage. At first it involves a slight enlargement and
thickening of the areola, and then the tissues beneath it.

2. Appearance of Straight, Pigmented Pubic Hair. Puberty involves the appearance of two
different kinds of pubic hair. At first, around age 11, fine, downy pubic hair appears
high in the genital region. It is often straight and wispy with only a slight accumula-
tion. Often it covers the pubic symphysis.

3. Maximum Rate of Body Growth. Between ages 13 and 13 1/2, girls grow faster than at
any other time during all of postpubescent life. Often, just prior to this dramatic growth
spurt, a girl may gain some weight and appear a little chubby, but this is entirely nor-
mal.

4. Appearance of Kinky Pubic Hair. The second type of pubic hair to appear is a moderate
to dense accumulation of kinky or curly pubic hair, which covers all of the genital area,
usually by age 13 or 14. This pubic hair may be dark or light. There is great variation
among girls in the appearance of this type of pubic hair.
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5. Menarche. Menarche is a girl’s first menstrual period. The
average age of menarche in the United States is just un-
der 13 years, but there is much variation among girls in
this. Girls who are overweight often begin having their
periods earlier because body weight is thought to be an
important trigger for menstruation; this is sometimes
called the “Frisch-Revelle hypothesis.” During the first
year a girl is having periods, many of her periods will be
anovulatory, that is, they may involve a menstrual dis-
charge but they do not indicate that ovulation has actu-
ally occurred.

6. Other Body Hair. Late in adolescence other body hair be-
comes more apparent. For example, axillary hair (arm 
pit hair) or hair on a girl’s arms and legs becomes more
obvious.

Remember the important relationship between self-
esteem and body image. As these changes are occurring, a
young girl is often beset by common anxieties about her at-
tractiveness to others or the degree to which she conforms
to social conceptions of beauty. Young women are usually
much less aware of one another’s pubertal development
than are young men, because society often affords young
girls more privacy than young men. For example, in high
schools, girls in physical education classes often have pri-
vate ceramic or canvas shower stalls and can cover up when
showering after class. Boys more often have group showers.
Boys might feel just as self-conscious about their develop-
ment as girls, but in general, they are not given the privacy
girls enjoy.

Pubertal Changes in Males As in girls, the pubertal
changes in boys are also happening at the same time (Fig. 
12-9B). Because puberty begins in boys around ages 11 or 12,
in early adolescence among boys and girls of the same age,
girls will appear far more mature than boys. By the seventh
grade the pubertal differences between the sexes are already
quite obvious.

1. Increased Growth of the Penis and Testicles. At about the
age of 11 or 12, the penis and testicles begin to get larger.
This is a gradual process and takes several months to be-
come obvious. But the difference between juvenile and
adolescent genitalia is quite obvious, and many boys are
a bit secretive and uncertain about these changes.

2. Appearance of Long, Downy Pubic Hair. Soon after the penis and testes have begun
to increase in size, long, soft pubic hair begins to appear, typically around age 12.
While some of this covers the scrotum, much of it appears high in the genital area,
above the penis but below the pubic symphysis. In many cases, this hair is so fine it
is barely visible.

3. Appearance of Light, Soft Hair Above the Upper Lip. This is the first sign of facial hair
and is not thick and tough as hair that will later grow there. These hairs are soft, but
very obvious, especially if a young man has dark hair.

4. The First Appearance of Sideburns. After the first signs of facial hair have appeared,
sideburns get darker and thicker. By about the age of 13, most young men need to
shave about once a week, some more often. For some young men shaving is a ritual
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FIGURE 12-9 During puberty,
girls develop into young
women (A), and boys develop
into young men (B). These
changes create a change in
body image and self-esteem.
Young people are sensitive to
the ways others respond to
their physical development.



that affirms their developing sense of masculinity, and they shave more frequently
than needed.

5. A More Definitive Appearance of Pubic Hair. Just as young women have two kinds
of pubic hair, young men do too. The moderately dense accumulation of kinky 
pubic hair becomes obvious for the first time around age 15, although there is
much variability among adolescent males in the density and distribution of this
growth.

6. Deepening of the Voice. Because of changing thickness of the vocal cords, a young
boy’s voice begins to change obviously although somewhat unpredictably during ado-
lescence, a change that is usually not completed until about age 16. These changes of-
ten increase self-consciousness in an already nervous young man.

7. Lateral Spread of Pubic Hair. As development continues, pubic hair spreads slightly
toward the crests of the pelvic bones. This is often accompanied by a general increase
in the density of hair along the inside of the thighs and between the lower border of
the navel and the pubic region.

These events are the main changes in a boy’s puberty, but as he ages through his teens
he manifests some signs indicating the end of puberty and the beginnings of young 
adulthood.

These include such changes as:

8. The Genitalia Reach Their Adult Size. Toward the end of the teens, the penis, testes,
and scrotum attain their adult dimensions. By about age 18, this part of the body is
decidedly adult. Genital development often lags behind the production of mature
sperm, however. By the time most boys have reached the age of 14, there are fully
formed, motile sperm in their ejaculate. In some, this occurs much earlier. In most
cases, nocturnal emissions, or wet dreams, begin to occur about a year after a boy has
ejaculated for the first time. Nocturnal emissions are not always accompanied by
erotic dreams.

9. The Mature Hair Pattern. By the end of an adolescent’s teens, his eventual adult hair
pattern may already be obvious. Some young men begin to show signs of baldness
during their early 20s. If a boy has inherited a gene for pattern baldness, its influence
may already be obvious during later adolescence or early adulthood.

10. Other Body Hair. The last of the secondary sexual characteristics to become obvious
is an assortment of terminal body hair. Hair on the arms, legs, chest, back, and lower
back are the final physical changes of puberty. Here again, there are wide individual
and racial differences in the density of this hair.
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Letter to Dr. Ruth Westheimer

Question:
I am a college freshman and share a dorm room with two other
girls. I have a question about being undressed in front of them.
I have lots of brothers and sisters, and we were all comfortable
about dressing and undressing in front of one another. So in the
dorm when I come back to our room from the shower I usually
just take my robe off, dry off, and get dressed. No big deal; it’s
just us girls and the shades are down. But wow! Both my room-
mates really freaked out when I did this the first time, and I guess
I offended them. On the other hand, I really don’t see a reason
to hide from same-sex friends every time I get dressed or change
clothes. What do you think?

Answer:
Relationships, whether between lovers, siblings, friends, or room-
mates, always involve compromise. If everybody did exactly as
they pleased without regard for others, we’d live in a very chaotic
world. So the question you have to decide is how important it is
to you to live with your own style versus living with your room-
mates who happen to have a different style. There’s no right and
wrong here. There’s nothing wrong with walking around naked
in front of them, but there’s also nothing wrong with them want-
ing to be more modest. Would it really bother you greatly to take
underwear with you to the shower? Or is it worth the effort to
“teach” your roommates to be less modest? My advice is to talk
it out a bit, if both sides can keep an open mind, and try to ar-
rive at the best compromise.



Now we turn our attention to the various solitary and shared sexual behaviors of
teenagers and the implications and consequences of those behaviors. Our psychosocial ap-
proach emphasizes the important interaction between these biological changes and the envi-
ronment in which they occur.

Exploratory Sexual Behavior Among Adolescents
We begin with a very simple but far-reaching fact: vulnerable adolescents are at the highest
risk of behaving in reckless sexual behaviors (Gordon & Gilgun, 1987). Youth who lack au-
thoritative information about sex, who lack firm parental boundaries, who have problems
with self-esteem, or who feel excluded from interesting educational and occupational oppor-
tunities are far more likely to try to prove their autonomy and worth through sexual activity.
Often these young people have been abused psychologically, physically, or sexually. Members
of minority groups are especially vulnerable to the temptations of irresponsible sexual be-
havior. These disenfranchised youth are far less likely to use contraception conscientiously
or to engage in safe sex on a consistent basis. They run greater risks of acquiring sexually
transmitted diseases, and in delaying being treated when they suspect they might have one.
They are more likely to be involved in an unanticipated pregnancy.

Petting. The term “petting” usually refers to touching and manual stimulation of another’s
body, but most especially the breasts and genitals. Usually petting is preceded and accompa-
nied by kissing, and it is a virtually universal prelude to more serious sexual interaction. It is
a type of sexual exploration and is by no means exclusive to teenagers. Male adolescents are
more likely to engage in petting behaviors than are females. De Gaston, Weed, and Jensen
(1996) reported that girls are more likely than boys to report that sexual urges are control-
lable. As adolescents begin to participate in petting, issues of boundaries, wills, and limits be-
come a part of sexual thinking, discussion, and the ways teens conceptualize what is per-
missible in their own minds.

Masturbation. Almost all adolescent boys and one-fourth to one-third of adolescent girls
masturbate and in several surveys report having done so at some time during the past few
weeks. Virtually every study of adolescent sexuality reports higher rates of masturbation
among boys than among girls. Nonetheless, it is difficult to make true, useful generalizations
about any aspect of teenage sexuality. Sample sizes vary in size and composition, and data
collected just a few years apart can be quite different for a number of unknown reasons.
Therefore, it is impossible to offer data that describe definitively what adolescents do, how
often, and why.

Masturbation is entirely different for teenagers than for children. While children touch
themselves in an almost random, distracted way, teens touch their genitals in a far more goal-
oriented, coordinated, planned fashion. Most teenagers who masturbate fully intend to pre-
cipitate an orgasm for the pleasure it entails. Childhood masturbation is rarely orgasm-
focused. Early during the teenage years, boys masturbate often, and then somewhat less as
they get older. Among girls there is an opposite trend: far less genital self-stimulation early
and more later on (Oliver & Hyde, 1993). Adolescent masturbation is entirely normal and in
no way affects psychosocial functioning or is physically injurious. Because teenagers are of-
ten somewhat secretive about their sexual development, they do not often talk with one an-
other about masturbation and may feel somewhat unusual because they have seemingly dis-
covered this autoerotic behavior on their own. Good sex education can help diminish the
guilt that sometimes accompanies masturbation. Although masturbation is primarily a soli-
tary behavior, mutual masturbation among adolescents (both heterosexual and homosexual)
is common. Mutual masturbation involves two individuals masturbating one another to or-
gasm, although this term can also be used for two or more people who masturbate in the vi-
sual presence of one another. Although these behaviors may make some people uncomfort-
able, we believe they are far preferable to intercourse among people who feel unready or who
wish to avoid unanticipated pregnancy or a sexually transmitted disease. Mutual masturba-
tion allows people to feel sexually excited and responsive without having to worry about
these other very real sources of anxiety.

Sexual Intercourse. Social and behavioral scientists know that first intercourse is a special
and important event for many adolescents. For many, it is the first time they have shared
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physical intimacy within the context of an affectionate interpersonal relationship, although
for others it can be a brief, mechanical, unrewarding coupling of little real significance. For
some it may involve feelings of failure, humiliation, or exploitation. It may be a gesture of re-
bellion against parental authority and control or a personal exploration of one’s sensuality
and eroticism. People often remember their first intercourse experience vividly because it is
frequently invested with these types of thoughts and feelings. This section will discuss some
of the factors surrounding non-coerced first intercourse and the circumstances that foster reg-
ular sexual intercourse among teenagers. In the last few decades, teenagers have been having
their first intercourse experiences earlier and earlier. By the time teenagers have reached the
age of 18, about half report having had intercourse, and the number increases to a minimum
of 80% by the time they have reached the age of 20 (Seidman & Reider, 1994). Many motives
are involved in the decision to engage in sexual intercourse during adolescence. The desire
to explore and experiment sexually is certainly important, and often youngsters gain a sense
of enhanced self-esteem by feeling desired. Others use their bodies to get a sense of valida-
tion and proof of their attractiveness. Additionally, some adolescents engage in sexual inter-
course as a gesture of rebellion against their parents or other authority figures. Other kids are
lonely and will do whatever they have to in order to receive even brief attention or affection
from others.

There are some interesting racial, ethnic, and gender differences in the age at which ado-
lescents have intercourse for the first time (Leigh, Morrison, Trocki, & Temple, 1994), al-
though such statistics may be somewhat inaccurate due to biases in data that depend on self-
reports. One example of this may be found among African-American males, fully half of
whom say they have had intercourse by age 15. Among Caucasian males in the United States,
half report having had intercourse by the age of 17, significantly later. Among females the sit-
uation is a little different. Half of African-American females say they have had intercourse by
the age of 17, whereas half of Caucasian and Hispanic American girls report having had in-
tercourse by an only slightly older age, 18 (Michael, 1994).

Puberty precipitates major changes in physical appearance, body image, and self-esteem,
as well as a growing interest in a variety of sexual behaviors. Yet the specific relationship be-
tween these changes and the timing of first sexual intercourse has remained obscure. In one
study, Halpern, Udry, and Suchindran (1997) measured increases in the amount of testos-
terone produced in the ovaries of a sample of almost 250 seventh- and eighth-grade black
and white females. Using confidential questionnaires, these investigators assessed thoughts
and feelings about sex, petting activities, reports of intercourse, and frequency of attendance
at religious services every six months over the course of two years. Plasma levels of testos-
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Letter to Dr. Ruth Westheimer

Question:
I have a question about masturbation. I am a boy and 14 years
old. I masturbate, and it feels good. I am very private about it.
But at church they said that masturbation is a sin, so I went to
the library and read about it in one of your books, and you said
you don’t believe that it’s a sin. You said it’s normal and healthy.
So I’m trying to decide who’s right and who’s wrong.

Answer
There are many different religions in this world, and they have
very different ideas about things, so if I gave advice based on a
religious concept I’d always be offending somebody. Let’s not
think about religion for a moment. In terms of normal health,
there is absolutely nothing wrong with masturbation. It doesn’t
hurt anyone and, in many cases, if a boy doesn’t masturbate,

he’s more likely to have wet dreams, which shows the power of
strong sexual urges.

Now let’s look at the religious part of your question. Many re-
ligions are based on the Bible, which does say men should not
masturbate. In my own view, the Bible gives a lot of advice about
how to live, and some of that advice we may choose to follow
whereas other advice we can simply disagree with. After all,
we’ve learned a lot about health and human psychology over
the last few centuries, so we can’t expect every idea from the
past still to be relevant. I believe you should be permitted to re-
lieve your sexual tensions through masturbation, but if your per-
sonal religious feelings are that masturbation is wrong, you
should know that refraining from masturbation also does no
harm.

Adolescents and young adults
often talk of a person’s sexual

“reputation.” Specifically
describe those sexual

behaviors which reveal a good
reputation and those which
indicate a bad reputation.

FOR DISCUSSION . . . 



terone were determined between days 2 and 8 of each men-
strual cycle. Results indicated that higher levels of testosterone
were significantly linked to more advanced pubertal develop-
ment and a significantly higher likelihood of having first inter-
course by the end of the study. For white subjects, attendance
at religious services was significantly associated with a delay of
first intercourse. This relationship was not found for black sub-
jects. This study is based on correlational data and does not
demonstrate a cause-and-effect relationship between testos-
terone levels and the timing of first intercourse—only a statis-
tical relationship. It also appears that for some subjects, reli-
gious involvement may act as a social control on the timing of
first intercourse.

Many parents worry about whether and how often their
teenage sons and daughters are having sexual intercourse. This
can be a concern when an adolescent has a steady girlfriend or
boyfriend. In reality, teenagers having sexual intercourse within
a single, exclusive relationship actually experience some bene-

fits over those having intercourse with multiple partners. These individuals are far more
likely to use contraception regularly than teenagers who explore their sexuality with a num-
ber of different partners (DeLameter & MacCorquodale, 1979). Additionally, young women
in these relationships are much more likely to have orgasms during their sexual interactions
with their steady boyfriend than are girls who have intercourse with a number of different
boys. In fact, teenagers in long-term relationships who are having intercourse may in fact be
far more conscientious about birth control, and the experience may be more mutually re-
warding than that of their peers who are engaged in sexual activity with multiple partners or
more casually or with less forethought (Fig. 12-10).

Oral-Genital Stimulation. Another common expression of sexual intimacy among teen-
agers is oral-genital stimulation. Fellatio and cunnilingus are common preludes to inter-
course or are practiced by themselves often in this age group. In recent years much has been
learned about this avenue of sexual expression among adolescents. When young people view
their bodies positively and enjoy affirmative perceptions of their genitalia, they generally are
more likely to engage in oral-genital stimulation and to report that they find these activities
enjoyable (Reinholtz & Muehlenhard, 1995). In a study of over 2,000 urban high school stu-
dents, about 10% of those who identified themselves as virgins had reported they had had
oral-genital sex; this suggests that many teenagers who are not having sexual intercourse are
not inactive sexually (Schuster, Bell, & Kanouse, 1996). 

Outercourse. Outercourse refers to the mutual enjoyment of a variety of sexual behaviors
except for vaginal penetration. Many teens who are frightened of an unanticipated pregnancy
or a sexually transmitted disease explore other ways of enjoying their eroticism with some-
one else. This is especially true because many adolescents are very nervous about obtaining
and properly using condoms. For these reasons, many sex educators feel it is important to in-
troduce the acceptability and advisability of non-intercourse avenues of sexual sharing
(Genius & Genius, 1996). Outercourse is another form of “heavy petting,” except that heavy
petting frequently precedes sexual intercourse. While the parents of teenagers are typically
apprehensive about their children’s emerging sexuality and the various behavioral expres-
sions it may take, they would do well to consider the possible consequences of openly criti-
cizing all forms of sexual expression and experimentation (Fig. 12-11).

One final thought. Despite efforts to promote safer sexual behaviors among teenagers
as well as programs that offer information and counseling with regard to STDs and preg-
nancy prevention, one recent study indicates that even adolescents who have had an STD
in the past may not adopt safer sexual practices (DiClemente et al., 2002). In a study of
522 14- to 18-year-old female subjects carried out in Birmingham, Alabama between 1996
and 1999, those individuals who had been diagnosed with an STD in the past had an in-
creased probability of having unprotected intercourse, using condoms inconsistently, and
having sex under the influence of alcohol. Teenagers who had a history of STDs were more
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FIGURE 12-10 Teenagers in
trusting, long-term, sexually
exclusive relationships are far
more likely to be conscien-
tious about the use of contra-
ceptives if they choose to
share physical intimacy.

Outercourse The mutual
enjoyment of a variety of sex-
ual behaviors with the excep-
tion of vaginal or anal penetra-
tion.



likely to report that they did not use a condom the last
time they had intercourse. Additionally, they more fre-
quently reported having sex with two or more partners
during the previous 30 days. Information, counseling,
and experience plainly do not readily translate into be-
havioral changes.

Issues Surrounding First Intercourse Among
Adolescents
When social and behavioral scientists explore the reasons
and motives for first intercourse by teenagers, several re-
sponses are consistently offered. Adolescents make a per-
sonal decision to engage in sexual intercourse when they
believe they are in love, are curious and seek excitement,
and enjoy feelings of sexual arousal (Traeen & Kvalem,
1996). Data suggest that emotional issues are more impor-
tant to females, while physical pleasure is more important
to males. In a large sample of Norwegian adolescents be-
tween the ages of 16 and 20, when asked their reasons for
having sexual intercourse, the most common response was
“because my partner wanted me to.” In this society, if young
girls do not want to have intercourse, boys won’t press
them. In this there may indeed be some interesting cross-
cultural differences worthy of more careful study. As noted
above, the desire to feel attractive, to be loved, and perhaps
to exert personal control are other possible motives affect-
ing the decision to have intercourse the first time.

Adolescents and Contraceptives
Regardless of whether teenagers get contraceptives, most will need them at one time or an-
other. Remember that those receiving systematic, comprehensive sex education are more
likely to begin their sexual experimentation later and more cautiously (Jacobs & Wolf,
1995). Chapter 11 discusses contraception in detail, but here we will look only at develop-
mental issues involved. An interesting source of information about teenagers and contra-
ceptive use is Sex and American Teenagers, published by the Alan Guttmacher Institute in
1994. This organization is a clearinghouse for information dealing with women’s reproduc-
tive health issues. We here summarize information from that document. Since 1982, more
teenagers use contraceptives for first intercourse. In 1982 only 23% used a condom in first
intercourse, 13% used coitus interruptus, and 52% used no contraceptive method at all.
However, by 1988, fully 48% used condoms during first intercourse, 8% used coitus inter-
ruptus, and 35% used nothing. This is an enormous change in only 4 years, probably
prompted by concerns over HIV/AIDS. These data primarily involved teenagers between the
ages of 15 and 19. 

The bad news in the Guttmacher Institute’s 1994 report was that sexually active women
are waiting much too long before they consult a physician or family planning clinic for in-
formation about contraception or birth control itself. The following data describe young
women between 15 and 19, based on a sample of over 3,500,000 individuals. Of this num-
ber, only about 12% saw a health care provider before or during the same month they had in-
tercourse for the first time, while 11% did so between 1 and 3 months after their first inter-
course experience. Additionally, 5% did so between 4 and 6 months, 12% between 7 and 12
months, 29% waited at least a year, and fully 31% had not sought contraceptive counseling
or services at the time the survey was taken. The parents of female adolescents seem less en-
couraging and foresightful as they might be when it comes to thinking ahead about the pos-
sibility of their daughters becoming sexually active, and this might reflect the parents’ per-
sonal uneasiness with the subject matter. Although improvements in thinking proactively
before first intercourse are cause for optimism, health professionals are still dismayed and
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FIGURE 12-11 There are
many types of non-intercourse
intimate pleasuring that do
not involve the risk of sexu-
ally transmitted diseases or
unanticipated pregnancies.



perplexed about why so many young women wait so long to explore contraceptive counsel-
ing and/or alternatives.

Several factors may account for inconsistency in contraceptive usage in this unique pop-
ulation of young people (Fig. 12-12). Teens often assert their autonomy somewhat inconsis-
tently over time, fail to use contraceptives they feel are inconvenient or cumbersome, and
may seek peer acceptance through contraceptive negligence. Short-term relationships with
several different partners keep the social scene fluid and, therefore, less predictable. These
factors contribute to less than perfect contraceptive compliance and to a large number of
unanticipated pregnancies.

Very often, the neighborhood pharmacy or drug store is the first place adolescents go for
contraceptives or information about birth control. Until very recently, the role of the local
pharmacist in dispensing contraceptives has been somewhat unclear or based on anecdote.
The work of Conard et al. (2003) may have clarified this issue somewhat. These investiga-
tors sent surveys to almost 1,400 pharmacies in Indiana and received 1,948 completed ques-
tionnaires. Of those pharmacists surveyed, 94% reported that they dispensed contraceptives
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Other Countries, Cultures, and Customs
Sex and Adolescents Around the World

R esearchers have wondered whether the expressions of 
emerging sexuality among teenagers are unique to the

customs and norms of the particular culture in which they
occur, or if there are some important commonalities in sex-
ual development among teens throughout the world. In fact,
there are both similarities and differences. 

In the 1950s, the cultural anthropologist David Marshall
studied the people who inhabited a very remote island called
Mangaia in the vast collection of Pacific islands broadly
known as Polynesia. By modern Western standards, sexual
development during adolescence on this island is very un-
usual (Marshall, 1971). For example, with puberty comes
clear, direct instruction about many sexual behaviors. Both
girls and boys are taught in great detail virtually everything
they would need to know to begin exploring their sexuality
with a healthy knowledge base of information. As a young
boy’s external genitalia begin to grow, a ceremony called su-
perincision is held in which the skin on the dorsal side of his
foreskin is cut open and retracted so that the glans of his pe-
nis is exposed. Both girls and boys are given explicit instruc-
tions about a number of different sexual techniques and po-
sitions. Boys are taught how to mouth and suck a woman’s
breasts, as well as perform cunnilingus. Boys learn stimula-
tive techniques likely to precipitate orgasm in their partner,
as well as to delay their ejaculation. Girls are encouraged to
be active, enthusiastic sexual partners and are given pointers
on how to do this.

After this period of formal instruction, a period of active
experimentation begins. Adolescent males engage in a prac-
tice called “night crawling,” in which they leave their homes
late at night and slip into the communal sleeping area of a
young girl’s family, seeking out the teenage daughter and hav-
ing sexual intercourse with her. Other family members (per-
haps more than a dozen) feign sleep but are attentive to
sounds that might indicate that their daughter is enjoying the
attentions of this particular young man. Both boys and girls
are openly encouraged to have sexual intercourse with many

partners in order to find someone with whom they feel com-
patible. He noted that half of all young couples marry be-
cause of an unanticipated conception and that there is an ex-
tremely high rate of births out of wedlock (over 19%).
Marshall’s anthropological research was carried out during
the 1950s and published in 1971, but we are unaware of any
more recent reports about these adolescent sexual practices
since that time. 

Adolescent sexual behavior has been a focus of other re-
search as well. One study of Korean youth (Youn, 1996) indi-
cated that the prevalence of kissing, petting, and intercourse
is notably higher for boys than for girls. These males also had
a far larger number of partners in these three behaviors. Of
those teens who were having sexual intercourse, most began
at about the age of 18. In this culture the prohibitions against
premarital sex are strong, and this behavior is seen as highly
undesirable. Therefore, the subjects in this study (about 850
of them) in all likelihood significantly underreported the fre-
quency of sexual intercourse. Despite these negative sanc-
tions, about 23% of the boys and about 10% of the girls (av-
erage age almost 19 years) reported having had intercourse at
least once, and among those who did, 37% of the males and
55% of the females noted that their most recent intercourse
experience was during the last month.

Another study explored the sexual behaviors of adoles-
cents in Malaysia in 1986 (Zulkifli, Low, & Yusof, 1995).
These data were collected from 1200 adolescents between the
ages of 15 and 21 in a large urban area, Kuala Lampur. Of
these subjects, all but 19 people were unmarried. Among
these unmarried teenagers, only 9% reported having had sex-
ual intercourse. Older individuals were more likely to have
had more, and more diverse, sexual experiences than their
younger counterparts. Among the 521 youngsters who were
dating, 20% had had sexual intercourse, 44% had partici-
pated in necking and kissing, and 35% reported having en-
gaged in petting. Importantly, among those who had had in-
tercourse, inconsistent contraceptive use was common.



to teenagers, but 57% acknowledged that they felt inade-
quately trained in issues affecting adolescents. Almost half
of these pharmacies (48%) did not dispense emergency con-
traception. Pharmacists were likely to dispense contracep-
tives to 17-year-olds, but not to 14-year-olds without first
contacting a parent. Therefore, there may always be 
a risk of violated confidentiality among these younger
adolescents, and the possibility exists that a pharmacist may
decline to fill contraceptive prescriptions for younger
teenagers.

Teenage Pregnancy
The United States has the highest rate of teen pregnancy
among developed countries in the world. In a nation with
the health care resources we enjoy, how could this happen?
What is happening here that causes one million unintended
teen pregnancies each year? Scholars of human sexuality em-
phasize that this estimate of one million unintended teen
pregnancies per year is actually low. There is no simple an-
swer to this question, and no simple way to address the prob-
lem. Regardless of how one feels about teenagers having sex,
or feeling or thinking sexually, about this issue there is no
disagreement: this is a very big problem. It is an expensive
problem, as well as one that affects lives, families, and fu-
tures. We have already examined some of the reasons why
teenagers have sexual intercourse, and a large number of di-
verse reasons are involved. Yet why does the United States have the highest rate of teenage
pregnancy among the developed nations of the world? Following are just some of the factors
discussed over the last few chapters.

Very Often, Inadequate Information About Sex is Presented in the Home. Temperamental,
religious, and intellectual factors affect what parents talk to their children about, when, and
how specifically.

Family Life Education Programs in the Schools are Often Inadequate. Without authorita-
tive information about sex at home, school is a reasonable place to expect solid facts and
guidance to be given about sexual feelings, behaviors, and risks. As has already been noted,
this does not always happen. For the most part, family life education courses are incomplete
in content and make no pretense of discussing feelings and apprehensions that may be in-
volved in adolescent sex.

The Peer Group Is an Untrustworthy Source of Information About Sex. The only thing
worse than a teenager being sexually uninformed is a group of uninformed teenagers who are
together frequently. Myth and misinformation are common in adolescent conversations about
sex. For example, it is not uncommon for teens to tell one another that they can’t get preg-
nant if they have intercourse in the middle of their menstrual cycle—the very time of high-
est fertility.

Planning to Behave Responsibly Is “Planning to Be Evil.” Teenagers who are foresightful
about contraception are often made to feel guilty, bad, or “dirty” if they plan to take precau-
tions to avoid pregnancy or STDs.

Teenagers May Not Feel That Contraceptives Are Available. The fact that condoms, vagi-
nal suppositories, films, and foams are available over-the-counter does not mean that people
who need them find them easy to purchase. Often a feeling of guilt or stigma is attached to
being seen buying these items. And who can ever tell who’s watching. . . .

Peer Pressure Is Powerful. No one wants to feel odd or different from his or her friends.
Teens dress, talk, and hang out in the same ways. Their alcohol and drug use patterns are
plainly influenced by peer pressure and so is resistance to authority, academic motivation,
and the perceived need to “prove oneself” sexually. Feeling alone and isolated is particularly
painful for teens, and if having sex and talking about it makes one popular and important,
then that indeed will often happen.
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FIGURE 12-12 Despite access
to contraception among ado-
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males in the United States,
there are still substantial de-
lays in seeking birth control
and counseling.



Another factor that has been implicated in pregnancy in
teenagers and young women is binge drinking during the
preconception period (3 months before conception). Naimi
et al. (2003) have shown that young women who consume
five or more alcoholic beverages on at least one occasion dur-
ing the preconception period are more likely to have an un-
intended pregnancy, smoke during pregnancy, be exposed to
violence during the preconception period, and be Caucasian
and unmarried. Plainly, binge drinking is an issue worthy of
further serious study in connection with teenage pregnancy.

Other risk factors are associated with the increased prob-
abilities of unanticipated teenage pregnancy, most notably
the amount of time adolescents spend at home or at their
friends’ homes while unsupervised. Cohen et al. (2002)
studied over 2,000 high school students in a school-based
STD education and screening program. Of these subjects,
52% lived in single-parent households.  Among sexually ac-
tive subjects, 91% reported that the last time they had sex-
ual intercourse they were unsupervised either in their own
homes, their partners’ homes, or friends’ homes. Students
who were unsupervised more than 30 hours each week were
far more likely to be sexually active than those who were

unsupervised 5 or fewer hours each week.
What are the consequences of teenage pregnancy? The Guttmacher Institute (1994) pro-

vides a sobering look at this subject. Teenage women (ages 15 to 19) who are sexually active
and do not use contraception have a 90% chance of becoming pregnant over the course of
one year. The phrase “sexually active” is hard to define precisely because intercourse is often
impulsive and/or unplanned among adolescents, and there is no set number of acts of inter-
course per week or month that define one as being sexually active. The pregnancy rate rises
to 95% for young women between the ages of 20 and 24, and returns again to 90% for women
between 25 and 29. The younger the adolescent, however, the more likely it is that she will
become pregnant and have her baby without being married. In fact, 81% of first births among
teenagers between 15 and 19 take place among unmarried girls, while the comparable figure
is 59% for females between 18 and 19, and 27% for women between 20 and 24. 

Most people who have babies say that they want the “best possible life” for their child.
Yet the median family income is quite low for teenagers who had their babies when they were
under 19 and started a family. There is a clear relationship between age at the birth of a first
child and the subsequent economic well-being of the family with the child. The Guttmacher
Institute has reported median family income levels according to the age of a woman at the
time of the birth of her first child. If a woman has her first baby when she is 19 or younger,
her median family income will be approximately $17,600. However, if she is between 20 and
24, the comparable figure rises to $24,000, and if she is 25 or older the median income is
$36,400 (Fig. 12-13). Although these data were compiled with 1987 data and the raw num-
bers may have increased since, the trend is clear and there is little reason to think the income
differences according to age have changed substantially since. Although the term “family” is
somewhat imprecise and may involve a single mother, a young married mother, being part-
time or full-time employed, and so on, regardless of how the term “family income” is defined,
the data related to the consequences of teen pregnancy are not hopeful.

We already noted that the United States has the highest teen pregnancy rate in the devel-
oped world. The Guttmacher Institute report reveals 97 out of every 1,000 15 to 19-year-old
women in the United States become pregnant each year—roughly 1 in every 10 girls in this
age group. The comparable figure in England and Wales is only 46, and the figure is only 10
in the Netherlands and Japan. Sweden, Denmark, and Finland have rates between 25 and 35.
The problem in the U.S. clearly has not been solved by any amount of threat, humiliation, or
restrictiveness. Clearly, those nations who give serious, systematic family life education early
in elementary school and present age-appropriate sexual subjects throughout adolescence
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have teen pregnancy rates far lower than those of the United States—in some cases, only 10%
of our rate. However, it would be simplistic to suggest that sex education alone causes a lower
rate of teen pregnancy without examining the impact of other variables, such as the avail-
ability of contraception and broader cultural attitudes about adolescent sexuality.

What happens to the 1,000,000 teenage girls who become pregnant each year? Of this
number there are approximately 428,000 abortions, 288,000 out-of-marriage births,
142,000 marriages (most of which will not last 5 years), and 142,000 miscarriages. The mis-
carriage rate is so high because teenage girls are four to five times more likely to have preg-
nancy complications than women in their 20s. Some sex experts describe teen pregnancy as
“babies having babies” because adolescent women are still growing and developing and are
not yet physiologically mature adults. What happens to the babies? Guttmacher Institute
data (1994) indicate that 87% of teenagers who have their baby will keep it. Only 8% give
it up for formal, legally binding adoption, and 5% place their child informally with some-
one in their extended family: a parent, a grandparent, or even an older sibling. Teenage
motherhood profoundly affects young women. Approximately 80% of these women will
drop out of school, 90% are unemployed during the year after giving birth, and 72% receive
some form of public assistance.

In the past decade there have been signs that teenagers are becoming more foresightful in
anticipating their first intercourse experiences and preparing for them. In the late 1970s,
about 47% of teens used some form of birth control during first intercourse, and this figure
rose to 65% by the late 1980s (Mosher & McNally, 1991). In most cases, this involved the
use of condoms, but many more youngsters began using the pill as well. Coitus interruptus
was still a common method of birth control during first intercourse, despite the fact that it
doesn’t work very well. This is certainly an issue that should be addressed in all family life
education programs.
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Other Countries, Cultures, and Customs
Sexual Behavior Among American Indian Female Adolescents

O ne of the important themes of this book is that sexual
behavior is most meaningfully viewed within its

broader psychosocial context. Personal factors, family expec-
tations, and community standards all powerfully affect sexual
exploration among teenagers in all societies. The sexual be-
haviors of female adolescent Native Americans, one of the
most important subcultures in American society, have been
studied only recently (Murry & Ponzetti, 1997). Slemenda
(1978), in studying young Navajo women, found that many
held a traditional attitude toward sexuality in which preg-
nancy is seen as a healthy, normal part of adult life and should
be accepted as such. Those who used contraception had as-
similated more fully contemporary American social mores
and expectations. Additionally, young traditional Native
American women perceive sexual behavior as equivalent to
entering a committed, sexually exclusive relationship (At-
tneave, 1982). However, many young assimilated Native
American males do not have similar beliefs about the perma-
nence and importance of this commitment. Some Native
Americans live in a culture with explicit collectivistic goals,
thereby minimizing individual tastes and preferences. Among
the Omahas, for example, high fertility rates and large fami-
lies are thought to help perpetuate tribal values and customs. 

One study (Murry & Ponzetti, 1997) based on informa-
tion from 130 young women has shown that, on average, Na-

tive American adolescent females are about 12 years old at
menarche and, on average, have sexual intercourse for the
first time when they are 15. Most begin dating shortly after
their 16th birthday, and the average age at which a significant
portion of the sample (42%) first become pregnant is 16.4
years. Although this age may seem unusual to some, these re-
searchers emphasize that often our opinions about what
“should” happen during adolescent sexual development are
affected by white, middle-class values, such as the idea that
intercourse is “supposed” to happen within the context of a
committed, loving relationship. Among the women in this
sample, however, a steady dating relationship was not seen as
a prerequisite for sexual intercourse (Murry & Ponzetti,
1997, p. 82).

For most of these young women, the family was an im-
portant socializing agent for learning about sexual issues. For
example, 70% reported that their parents shared sexual in-
formation with them regarding how pregnancy occurs, 65%
received information about menstruation, 34% were taught
about a variety of contraceptive alternatives, and 39% re-
ceived information about STDs. Most of these subjects also
received information about sex in family life education
courses in school. In all, these findings illuminate the sexual
development and behavior of a significant subculture in our
country.



Sexually Transmitted Diseases in Adolescence
A later chapter examines sexually transmitted diseases in depth, but here we would like to
comment about the special pertinence of STDs to teenagers. A key issue involves why
teenagers are so vulnerable to getting and transmitting STDs. One reason is that age-
appropriate information about STDs is not often conveyed clearly, completely, and non-
judgmentally. The mere thought of contracting an STD is so terrible that most teens simply
suppress the thought, “tune out,” or ignore the risk altogether. After all, most adolescents
genuinely believe that only “bad” people get “bad” diseases, and accepting that they might
get such a disease would be just too painful. Threats of terrible diseases resulting from sex-
ual behaviors does not change adolescents’ behaviors for very long, if at all. Fear rarely moti-
vates enduring behavioral changes. Social-learning theory predicts that observing the con-
sequences of STDs among their peers would be far more important and influential in
modifying their behavior than adults trying to scare them. Just as many teenagers are preg-
nant for a long time before they tell anyone, many teenagers have STDs (knowingly or un-
knowingly) for a long period of time before they seek treatment. Even then, they often don’t
know where to turn.

What makes adolescents especially vulnerable to getting or transmitting STDs? There are
a number of different reasons.

Ineffective Use of Condoms. In Chapter 11 we discussed the correct way to use condoms.
As simple as these guidelines are, one of the most common reasons that condoms fail to avert
unanticipated pregnancies or STDs lies in the fact that they are not used properly. Civic et al.
(2002) surveyed almost 800 females in late adolescence and early adulthood and found that
44% of their sample used condoms only after penile penetration had occurred and another
19% reported that the condom had slipped off or broken—both unlikely when condoms are
used correctly.

Delusions of Invincibility. A delusion is a false belief but one that is often held tenaciously.
Delusions of invincibility are the false belief that bad things only happen to other people,
never to oneself. Bad things happen to poor people, people of another race, people with less
(or more) education, people who live in another part of the city, or people who are careless
or just plain unlucky. “But not to me. I’m special.” For example, people who neglect to put
on their seat belt while driving often truly believe that because they are a good, careful driver,
nothing bad could possibly happen to them. These false beliefs contribute to teenagers’ neg-
ligence about both contraception and genuine risks of contracting STDs.

Poor Understanding of Irrevocable Acts. Growing up includes learning that all problems
can’t be solved, all mistakes can’t be fixed, and all painful, embarrassing situations can’t be
remedied. Sometimes we’re just stuck with a bad situation, can’t make it better, and have to
live with its consequences. Sometimes this is true for a little while, sometimes for the rest of
our lives. Teenagers often believe that an STD can be easily and painlessly remedied, but at
some point they learn that this is not always possible.

Teenagers who have a good understanding of the symptoms of different STDs are in a bet-
ter position to seek effective medical treatment promptly. For example, 7 out of 10 women
with the most common STDs, chlamydia and gonorrhea, will have no obvious symptoms at
all in the early stages of these infections: no pain, discharge, or lesions. A woman harboring
one of these STDs without knowing it can also transmit it unknowingly. Further, if the
woman delays treatment for a long time, scarring of the fallopian tubes may occur, which can
render her sterile. Knowledge about STDs is, therefore, important if teens are to recognize
and act on the earliest symptoms. Teens and adults both should realize that if they are sexu-
ally active and have had unprotected intercourse with a number of partners, they should see
a health professional for a checkup for STDs—as well as begin using protection.

Promiscuity and the Double Standard
The word “promiscuous” has negative connotations. Very conservative people often view
anyone who has premarital intercourse as promiscuous, although the word means different
things to others. As we use the term here, promiscuous behavior has three fundamental ele-
ments. It typically involves nonselective sexual intercourse with several or many other peo-
ple. Second, these encounters do not often involve foresightful planning about contraception
or the avoidance of STDs. Indeed, promiscuity often involves high-risk sexual behaviors.
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Third, the person rarely feels any emotional attachment, affection, or love associated with
sexual intercourse with these multiple partners.

Social and behavioral scientists cannot state with certainty why some adolescents become
sexually promiscuous; probably there are many reasons. It is difficult to examine this issue
apart from high-risk sexual behaviors, other problem behaviors (such as alcohol and sub-
stance abuse), and the psychosocial context of the adolescent’s life (Biglan, Meltzer, Wirt, Ary,
Noell, Ochs, French, & Hood, 1990). Because adolescence is a time of emerging sexuality,
adults often believe that teenagers are more promiscuous than they actually are. Still, few
teens today believe that two people have to be married to each other for sexual intercourse
to be “right.” Most teenagers believe in the notion of “permissiveness with affection” (Reiss,
1960). In other words, when two people feel and express genuine affection and mutual re-
spect for each other, adding a sexual dimension to their relationship feels normal and appro-
priate. Different people have different personal criteria for just how much affection and mu-
tual respect are involved, but only rarely do adolescents favor sex without affection.

In recent years an interesting trend has emerged among Japanese adolescents and young
adults: “sekusutomo,” which means “sex friends” (Webb, 2002). According to one study of 602
Tokyo teenagers between the ages of 15 and 19, 43% reported that they have five or more sex
friends concurrently.  Another survey of 16-year-olds in two rural districts revealed that 20% of
boys and 18% of girls reported at least five current sex partners. In part this trend reflects the
Japanese assumption that sex is safe because of an extraordinarily low HIV/AIDS prevalence in
that country. In fact, the sale of condoms has dropped 25% in Japan over the course of the past
10 years. Still, STD rates have begun to rise substantially as has the abortion rate.

Teenage sexual intercourse takes place within the wider context of the youngster’s whole
life, however. For example, promiscuous sexual behavior is frequently associated with anti-
social behaviors, cigarette smoking, and the use of illegal drugs and alcohol. These factors
also predict nonuse of condoms among teenagers (Biglan, Meltzer, Wirt, Ary, Noell, Ochs,
French, & Hood, 1990).

In this context, as in other contexts we have discussed, there is a sexual double standard,
an unwritten assumption that different expectations apply to females and males for what is
“right” or “appropriate” sexual behavior. Historically, society has been far more accepting (if
not openly encouraging) of sexual behavior by adolescent boys than by adolescent girls. Boys
are supposed to “sow their wild oats,” whereas girls are supposed to “save themselves for
marriage.” That’s clearly a double standard. The fact that promiscuity has traditionally been
attributed to females more than to males tends to hold females
more accountable for sexual activity and may diminish the role
males play in sexual activity, as well as its consequences
(Dankoski, Payer, & Steinberg, 1996) (Fig. 12-14). This double
standard began to decline in the late 1970s, and today most girls
and boys do not believe in different “appropriateness” of sexual
behavior for the sexes before (and after) marriage (Ferrell, Tolone,
& Walsh, 1977). In fact, an important study supports the idea that
teenagers are not promiscuous. Zelnick, Kantner, and Ford (1981)
carried out a national study and found that most adolescents who
had sexual intercourse had only a single partner, and only 10% re-
ported having three or more partners.

Emerging Homosexual Identities in Adolescence
The earlier chapter on homosexuality discussed some of the unique
challenges facing homosexual teenagers and young adults as they
try to come to terms with their sexual orientation and “come out”
to their friends and families. Two very stressful developmental chal-
lenges face gay and lesbian teenagers: the importance of acknowl-
edging their sexual orientation on one hand, and the significance of
developing an individual sense of identity at the same time, which
is a central challenge of being an adolescent. For gay teens, these
two tasks are virtually impossible to separate from one another
(Fig. 12-15). Earlier we cited the work of Radowsky and Siegel

Chapter 12 • Sexuality in Childhood and Adolescence 455

FIGURE 12-14 Since the late
1970s, the sexual double stan-
dard among adolescents has
declined.  Teenagers today are
likely to make sexual deci-
sions without regard to histor-
ical social conventions for fe-
males and males.



(1997) that found that socially stigmatizing gay teenagers is
highly likely to disrupt their development of a sense of iden-
tity and a solid feeling of self-esteem. They concluded that
personal relationships with peers and family members are
likely to be adversely affected because of this. As a conse-
quence, gay teens are especially prone to depression, loneli-
ness, and feelings of isolation. They may also be more likely
to contract AIDS and commit suicide, according to these writ-
ers. Working to develop a sense of oneself and come to terms
with one’s homosexuality is certainly an enormous task, es-
pecially among youngsters who may not be very mature to be-
gin with. Other writers have also reported that lesbian, gay,
and bisexual young people are at an increased risk for the de-
velopment of physical, emotional, and social problems
(Kreiss & Patterson, 1997). In addition to the problems out-
lined by Radowsky and Siegel, substance abuse, sexually
transmitted diseases, problems in school performance, rejec-

tion by their families, and homelessness occur far more often than among heterosexual ado-
lescents. Faulkner and Cranston (1998) also report that high school students who have en-
gaged in homosexual acts are more likely to fight, to be victimized by physical violence, to use
alcohol often, to explore illicit recreational drugs, and to attempt suicide.

One of the most important factors for gay and lesbian teens dealing with these develop-
mental and sexual orientation challenges is family support. When mothers and fathers first
find out that their daughter or son is gay, they often abruptly withdraw their support, and
when that happens very little productive communication can occur. In such cases, profes-
sional assistance can often be very helpful in getting everyone’s thoughts and feelings out in
the open where they can be shared, discussed, and perhaps even resolved agreeably
(Saltzburg, 1996). Coming out takes place in a wider psychosocial setting, and the family is
a key mediator of society’s expectations and judgments. Harrison (2003) has summarized the
factors that are likely to promote the adolescent’s coming out and those that probably con-
tribute to a continued desire to conceal one’s gender orientation (Table 12-5). Psychological

456 Human Sexuality: A Psychosocial Perspective

FIGURE 12-15 For gay and
lesbian teenagers, peer sup-
port and acceptance can make
coming out and developing
one’s identity a more comfort-
able process.

TABLE 12-5

Factors Affecting Disclosure of Homosexual Gender Orientation in
Adolescence

Favoring Disclosure

◆ High degree of self-esteem/resiliency
◆ Positive prior family relationships
◆ High degree of family cohesion
◆ Accepting supportive family members
◆ Ability to cope with hostility
◆ Positive support systems in place

Discouraging Disclosure

◆ Low degree of self-esteem/resiliency
◆ Negative prior family relationships
◆ Low degree of family cohesion
◆ Family likely to remove social and economic support—homelessness
◆ Rejecting/abusive family members
◆ Limited ability to cope with hostility
◆ Limited positive support systems in place

After Harrison 2003



intervention may be an excellent starting point for the disclosure and resolution of these dif-
ficult developmental challenges. In addition, one writer has suggested that school nurses may
play an important role in preventing verbal harassment and physical violence directed at gay
and lesbian students (Adams, 1997). Preventing these problems in the setting in which they
are most likely to occur makes good sense.

Even an institution as conservative about homosexuality as the Roman Catholic Church
has acknowledged the difficulties of being an adolescent beset with same-sex feelings and in-
clinations. A pastoral letter from the U. S. bishops titled “Always Our Children” asks moth-
ers and fathers of gay children to avoid all moral condemnation and instead be supportive,
loving, and tolerant (Allen, 1997). The bishops’ belief is that the Catholic community could
be more “welcoming and sensitive” than it has been. While the clergy clearly do not support
homosexual lifestyles or rule out the possible effectiveness of therapy in changing a person’s
sexual orientation, their plea is for more tolerance and love and improved parent-child rela-
tionships. This accepting spiritual perspective could be extremely helpful for many teenagers
with religious values.
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Conclusion

This chapter has covered a broad range of topics. Although ado-
lescents are usually thought of as emerging sexual beings, sensual
pleasure has a role also in infant and child development. The goal
here has been to describe and explain sexual development and the
factors that enhance or inhibit its normal progression. Biological
change over time is intricately interrelated with the wider psy-
chosocial environment in which biological development occurs.
This chapter has explored what it means to be a sexual being from

the time we are born, and the relationships among self-esteem,
body-image, and sexual behavior throughout adolescence.

The next chapter continues the discussion of sexual develop-
ment throughout the lifespan, focusing on the young adult and
adult years and then on sexuality in later life. This discussion of
sexuality will explore the context of an intimate relationship that
is psychologically mature.

Learning Activities

1. People are raised in different environments with different atti-
tudes about the appropriateness of nudity in the home. Some par-
ents and siblings are quite open and comfortable about being un-
dressed, while others grow up in homes with great secretiveness
about nudity. What were your own experiences about nudity in
the home while you were a child? Would you create a home envi-
ronment any different than the one you came from in this regard?
Why or why not?

2. Children frequently engage in “sex play” or otherwise express
their sexual curiosity. Did you as a child participate in any of these

activities with same-age youngsters? If so, do you feel that the ex-
perience had any long-term harmful effects (or benefits) for you?

3. Describe what it means to have a “good reputation” in terms of
one’s sexual behavior, and similarly, what it means to have a “bad
reputation.” Do you think that one’s reputation is an accurate re-
flection of one’s behaviors, or only the actions others think one is
engaging in?

Key Concepts

• Freud’s notion of determinism implies that all adult thinking,
emotions, and behaviors are set as a result of infantile and child-
hood experiences.

• Freud used the term sexuality in the same way we use the term
sensuality today.

• According to psychoanalytic theory, libido is a basic, primitive
motivational force in the personality.

• Erogenous zones are areas of our bodies in which libido is in-
vested as we grow up. Stimulation of erogenous zones yields
keenly sensual pleasures.

• If, in the course of growing up, an infant’s or a child’s erogenous
zones are not completely and consistently stimulated, the individ-

ual may become fixated at that stage and try to symbolically re-
create the pleasures experienced at an earlier time.

• Freud’s psychosexual theory of development claims that infants
and children go through five successive stages as they grow up: the
oral, anal, phallic, latency, and genital stages. Each of the stages
except for the latency stage has a primary erogenous zone associ-
ated with it.

• For social learning theorists, feelings of competence and control
in our lives, known as self-efficacy, are extremely important in hu-
man growth and development.

• Children who gradually develop a sense of pleasure, 
interest, and enjoyment in sexual feelings and behavior acquire
erotophilia. In contrast, children who learn to associate 



sexual feelings with pain, coercion, or humiliation develop eroto-
phobia.

• The subconscious desire to become like someone whom we
love, admire, and respect is known as identification. In contrast,
complementation refers to the ways in which children make pur-
poseful attempts to understand not only their own sex roles, but
also those of members of the opposite sex.

• In adolescence, for the first time in the lifespan there is an im-
portant connection between self-esteem and body image.

• Exploratory sexual behaviors among adolescents occur for a
number of reasons that reflect family values, peer-group expecta-
tions, self-esteem, and social norms.

• Whether or not adolescents receive contraceptives and/or con-
traceptive counseling, they will need them.

• Fear of illness and embarrassment are typically not sufficient to
change an adolescent’s behavior with respect to being involved in
an unanticipated pregnancy or contracting a sexually transmitted
disease.

• Gay teenagers have special challenges of trying to be honest
with themselves about their identity and at the same time appear-
ing to be “just like everyone else.”

• Promiscuity involves nonselective sexual intercourse with sev-
eral or many other people. These encounters do not often involve
foresightful planning about contraception or the avoidance of
STDs. There is rarely any feeling of emotional attachment, affec-
tion, or love associated with sexual intercourse with these multi-
ple partners.
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Sexuality in Adulthood 
and Aging

Sexuality in Adulthood 
and Aging

OBJECTIVES

When you finish reading

and reviewing this chapter,

you should be able to:

◆ Discuss the major developmental psychosocial challenges of
youth and adulthood according to Erik Erikson, and note the
role of intimacy in each.

◆ Describe the basic assumptions of sexual strategies theory, and
speculate on the evolution of social strategies that create
permanence and protection for females and tacit approval of
wide sexual experience among men.

◆ List the stages in the Sarrels’ theory of sexual and intimacy
changes through the adult years.

◆ Describe the nature of sexual interaction during the early
years of a committed relationship, and discuss the attributes of
relationships that last a long time.

◆ Summarize the reasons people have extramarital affairs, and
explain patterns of infidelity among men and women.

◆ Discuss myths surrounding sexual expression in later life,
critically evaluating each.

◆ Discuss the role of continued sexual behavior within the
context of Erikson’s stage of integrity versus despair.

◆ Define “climacteric” and discuss its most obvious
manifestations in women and men.

◆ Summarize the hormonal and physiological changes that
accompany menopause in women and describe how women
might cope with these.

◆ State the benefits and risks associated with hormone
replacement therapy for the symptoms of menopause.

◆ Review the physiosexual changes in later life for women and
men and how they affect each stage of the sexual response
cycle.

◆ Summarize some of the special challenges facing gay and
lesbian older individuals.
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U ntil a few decades ago, many social and behavioral scientists considered adulthood as a
relatively stable, uneventful time of life with few predictable choices, changes, and chal-

lenges. But we now know that this is by no means the case. As Erik Erikson (1968) (Fig. 
13-1) pointed out, there are key challenges in being an adult.

Erikson’s Theory of Lifelong Development

In Erikson’s theory, as we enter early adulthood, our main psychosocial challenge is one of
intimacy versus isolation. This is often the first time in our lives that we try to make a firm
commitment to another person in an open, honest, loving relationship, and sexuality is often
an element of this commitment. It is important that we do not feel that we have to change to
please the other person, nor do we expect them to change to please us. It is widely believed
that when a person has the ability and inclination to do this, he or she has left adolescence
behind and has embarked upon the journey of early adulthood. This challenge often involves
frustrations and disappointments, however. Erikson believed that when we have not yet cul-
tivated the capacity for true intimacy we might feel alone, isolated, and self-absorbed. We
might not be unhappy, but real equality in a relationship still eludes us. In particular, we do
not yet understand what it really means to love another person or to feel unconditionally
loved by that person.

An optimistic aspect of Erikson’s theory is that experiencing unhappy developmental out-
comes at one stage in life doesn’t necessarily mean that things will continue badly. Each stage
presents its own risks and challenges for personal development and growth. When development
is positive and productive in the intimacy versus isolation stage, we have cultivated a capacity
for real, reciprocal love of another person and accept and respect that person as he or she is.

Middle adulthood involves still another psychosocial challenge: generativity versus stag-
nation. As in other stages in Erikson’s theory, these two terms represent a continuum rather
than an “either-or” situation. It is not always clear exactly when middle adulthood begins.
Some theorists (Levinson, 1978) believe that the mid-40s are the transition between early
and middle adulthood, although there is no clear-cut line between these stages. Middle
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From Dr. Ruth Westheimer

S ome people imagine marriage as a blissful state starting
with the romantic haze of the wedding day and continuing

as a series of slow-motion embraces against a backdrop of gor-
geous sunsets. But if these people examined the marriages
around them, they’d have a better grasp of what marriage is re-
ally like and would realize that the average couple spends a lot
more time in slippers and curlers than in tuxes and gowns.

But isn’t it better to be an incurable romantic? I like being an
optimist, but I also know that if two people enter a relationship
with unreasonable expectations, the odds are they’re more likely
to become disappointed by the truth than to keep their roman-
tic vision. A little realism is required in a successful long-term re-
lationship because none of us is perfect, and there is no such
thing as the perfect marriage. But a perfect world would proba-
bly be very boring, and it’s the differences among us, even the
little defects that we all have, that make life, and marriage, in-
teresting.

The same thing is true about sex. Some who have never en-
gaged in sex with another person expect it will be like what they
see in the movies. The lighting will be perfect, the sheets silky,
and when that orgasm comes, the earth will move. To those of
you who hold this fantasy, I’m sorry to be the bearer of disap-

pointing news, but it’s not going to be that way. In fact, the first
few times you make love with someone, the level of enjoyment
may be rather low. This is more often true for women, since
there is a good chance at first that they will not experience an
orgasm. But don’t be disappointed if fireworks don’t go off the
first time you make love. Take hope from the fact that as your re-
lationship develops, as you both learn what pleases the other,
sex can improve significantly and become something you can
continue to enjoy together until you are in your 90s.

As you read this chapter, think about how these issues of
adult sexuality relate to your own life. If you’re still wearing rose-
colored glasses, take them off and have a fresh look around you.
If you have idealized expectations about your perfect mate, con-
sider how they may be affecting your relationship. If you are sin-
gle and someone proposes cohabitation or marriage to you,
imagine what your response might be and why you’d give that
answer. Love and sex are such emotional issues that we all may
have problems dealing with the reality of our situations. So as
you study the information in this chapter, take some time to re-
flect on how these ideas relate to you and how you might make
some positive changes in your present or future relationship.

FIGURE 13-1 Erik H. Erikson
(1902–1994). Erikson’s the-
ory of human growth and de-
velopment emphasizes the im-
pact of the psychosocial
environment throughout the
lifespan.



adulthood involves still another set of life choices and sometimes
a need to rethink the usefulness of some of our values. Some peo-
ple change jobs, divorce, remarry, or perhaps start another family
at this stage. Mature adulthood involves exploring how to leave
the world a better place than we found it. Generativity involves ef-
forts to help guide the generation that follows us, and there are
many ways in which to do this. Having children and raising them
well and lovingly is one, as are developing relationships in our
jobs or professions. Teaching, social work, and other professional
or volunteer activities offer the opportunity to be generative. Al-
though Erikson believed that generativity was the hallmark of
healthy mid-life development, this is just one theorist’s percep-
tion. and there are other ways also to experience positive devel-
opment at this time in life.

Generative behaviors are characterized by altruism, generosity,
and an authentic concern for the future of humankind. Generative
adults are not self-absorbed. They are capable of real dedication
and commitment to other people (Fig. 13-2).

A less attractive scenario occurs when a person does not de-
velop a capacity for caring about the future or their children’s to-
morrows. Erikson calls this “stagnation.” Sometimes, perhaps un-
fortunately, people are concerned only with themselves, and
generosity, charity, and nurturance are lacking in their interactions with others. Words such
as “selfish” and “narcissistic” are used to describe such individuals. The quality of a relation-
ship with an intimate, generative person is quite different from that with an isolated, stagnant
person.

How and Why People Get Together

Most adults in virtually all cultures establish a long-term relationship with another person at
some time in their lives, usually after adolescence. Several factors are involved in how peo-
ple perceive one another as appropriate and potential mates, as discussed in the following
sections.

Assortative Mating
Assortative mating refers to the pairing of individuals based on similar characteristics (Buss,
1988). This means real similarity, not just how they think they might be alike. Opposites do
not really attract, at least not for very long. Sexual attraction has a role in assortative mating,
but in fact much more is also involved. Many demographic, social, psychological, and phys-
ical issues play a part in what evolutionary biologists call pair bonding. While similar indi-
viduals are more likely to feel attracted toward one another, it has recently been shown that
as young adults spend progressively more time together, they actually become more similar
to one another, at least in the ways in which they express a range of emotions (Anderson,
Keltner, & John, 2003).  We should therefore be cautious when thinking about similarity as
both a cause and a consequence of perceived similarity with others.

Much of the sexual experimentation that begins in adolescence develops into more con-
sistent, longer-lasting, and often more nurturant relationships. Demographic and psychoso-
cial issues often predict who finds whom interesting as relationships develop.

Age is a basic aspect of assortative grouping (Fig. 13-3). Other powerful predictors of who
is appropriate for meaningful interpersonal relationships might include race, religion, ethnic
background, socioeconomic status, and simple physical proximity; these are the obvious pre-
dictors of compatibility, according to Buss (1994). Subjective, interpersonal qualities are also
highly important as people explore compatibility in relationships. For example, when asked
what they seek in intimate relationships, the characteristic that most college students list first
is “kindness and understanding,” with “intelligence,” “exciting personality,” “good health,”
and “adaptability” following in order of importance. When most young adults enter a mean-
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FIGURE 13-2 Generative
adults are committed to the
health and welfare of others.
Here, a number of people vol-
unteer at a shelter for the
homeless.

Assortative mating The
pairing of individuals based on
their similarity in one or more
characteristics.



ingful interpersonal relationship in which sexuality is likely to be an important aspect, many
attributes other than physical and sexual ones are important.

Physical attractiveness is also a significant factor predicting one’s interest in another per-
son, although even this situation is not simple. Although attractiveness is a great attention-
getter, it is not always the best predictor of the success of a relationship—how rewarding the
relationship is for two people. Simply put, attractiveness helps get a relationship off the
ground but is less important in keeping it going. Psychologists sometimes use the term func-
tional autonomy to describe how motives for behaviors change over time. The reasons we start
doing something are often very different from the reasons we continue doing them. One of
the best predictors of the enjoyment two people take in each other’s company early in a rela-
tionship is the amount of time they spend together. This is largely determined by how near
they are to each other. The term “propinquity” describes this proximity or closeness, as well
as the frequency with which people interact socially. Because nearness and frequency of in-
teraction play important roles in feelings of attraction, many young adults wonder (and
worry) about the chances of a long-distance dating relationship surviving.  Knox, Zusman,
Daniels, and Brantly (2002) surveyed almost 450 never-married undergraduates, trying to
learn whether the old saying, “out of sight, out of mind” is in fact supported. Apparently it
is. In 21.5% of these respondents, the separation ended the relationship, and 20% of respon-
dents claimed that the separation made the relationship worse. Although some elements of
assortative mating may seem obvious, the importance of this issue has been established sys-
tematically and empirically.

Courtship and Sexual Strategies Theory
Sociobiology (sometimes called evolutionary psychology) tries to explain the degree to
which social behavior might be genetically determined and, therefore, influenced by the long,
gradual process of evolution. Physical attributes are clearly affected by genetics, but the im-
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FIGURE 13-3 Our society creates many institutions in which chil-
dren, adolescents, and young adults participate in groups with oth-
ers of similar age. Potential partners for long-term relationships
frequently meet in these groups.

Sociobiology A discipline
that tries to explain the degree
to which (and the ways in
which) social behavior might
be genetically determined and,
therefore, influenced by the
long, gradual process of evolu-
tion.



pact of genetics on social behavior also has intriguing impli-
cations for how and why people initiate and maintain long-
term interpersonal relationships.

One way of thinking about how social behaviors evolve
is to assume that genes have one key purpose: to get them-
selves into the next generation. Sociobiologists suggest that
a variety of human social interactions serve the purpose of
gene perpetuation. Interestingly, but not surprisingly, in this
view women and men would have different goals in sexual
interactions because they do not have the same thing at stake
in the pregnancy and childbirth that might result from their
union. Dawkins (1978) suggests that in this respect there is
only one important difference between women and men:
women have very few available fertilizable ova and men have
very many sperm. Although a woman has far fewer chances
in her lifetime to procreate and get her genes into the next
generation, a man has no such limitations.

The implications of this simple difference are enormous.
It may be the basic reason that women are generally far
choosier about sexual interactions than men. With women having fewer opportunities for
procreation but having to meet all the metabolic and physiological needs (and costs) of preg-
nancy and childbirth, a woman would do well to try to be sure that the man with whom she
conceives a child will stay around to help provide for and protect the child and thereby en-
hance her opportunity to pass along her genes (Fig. 13-4). Men in contrast have no biologi-
cal reason for selectivity or choosiness, beyond an attraction to younger (presumably fertile)
women.

The sociobiological perspective offers an interesting explanation for an apparent differ-
ence between women and men in their readiness to engage in sexual behavior. Because evo-
lutionary change takes place over very long time periods, it remains to be seen how the avail-
ability of convenient, reliable contraception may affect this situation. Apparently, courtship
emerged in human civilizations to give females and their families an opportunity to evaluate
a prospective mate as a provider and protector.

Although monogamy is recognized as a marital virtue in many societies, much has been
written about whether humans are really meant to choose and stay with just one individual
for their entire lives. The prevalence of sexual experimentation in adolescence and young
adulthood and the common incidence of extramarital sexual affairs are good reasons to ask
this question. Might there be genetic biases or influences that subtly make the prospect of
multiple sexual partners attractive? Even if there is such a powerful biological imperative,
equally powerful ethical, moral, and religious traditions have developed to oppose it.

Buss summarized much of the thinking on this topic in The Evolution of Desire (1994) and
in an excellent scholarly review article (Buss & Schmitt, 1993). He explains several hy-
potheses about sexual strategies theory. We present their hypotheses here to suggest how
evolutionary, genetic, and psychological factors all may influence how people think about ap-
propriate mates.

Hypothesis 1: Because of minimum parental investment incurred by men, short-term mat-
ing will represent a larger component of men’s sexual strategy than of women’s sexual
strategy.

Hypothesis 2: Men have evolved a sexual psychology of short-term mating such that pref-
erences for short-term mates will solve the problem of identifying which women are sex-
ually accessible. Signs of promiscuity or sexual experience in women are valued by men
interested in short-term but not long-term mates.

Hypothesis 3: Men have evolved a distinct sexual psychology of short-term mating such
that preferences for short-term mates will solve, in part, the problem of minimizing com-
mitment and investment when pursuing this strategy. This commitment would be desir-
able in long-term mating strategies.
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Sexual strategies theory
A theoretical perspective de-
scribing some of the possible
evolutionary influences on how
females and males view sexual
exclusivity and marital fidelity.

FIGURE 13-4 Courtship has
always been a time when two
people evaluate one another
as potential spouses and as-
sess the personality, potential,
and priorities of the person
they plan to live with for the
rest of their lives.



Hypothesis 4: Men have evolved a distinct psychology of short-term mating such that
preferences for short-term mates will solve, in part, the problems of identifying which
women are fertile. Youth and physical attractiveness are consistently correlated with fer-
tility, and these are especially important in short-term mating strategies.

Hypothesis 5: When men pursue a long-term mate, they will activate psychological mech-
anisms that solve the problem of paternity confidence (e.g., sexual jealousy and specific
mate preferences.) Buss and Schmitt have demonstrated that sexual infidelity is more dis-
tressing to men, and emotional infidelity is more distressing to women.

Hypothesis 6: When men pursue a long-term mate, they will express preferences that
solve the problem of identifying reproductively valuable women. Physical attractiveness
offers indications of both youth and health.

Hypothesis 7: In short-term matings, women will seek men who are willing to impart im-
mediate resources.

Hypothesis 8: Because women more than men use short-term matings to attract long-term
prospective mates, they dislike characteristics in a potential mate that are detrimental to
long-term prospects.

Hypothesis 9: Women seeking a long-term mate will value the ability of a man to provide
economic and other resources that can be used to invest in her offspring.

—From Buss and Schmitt, 1993

These hypotheses describe interesting aspects of people’s social interactions with potential
mates and others to whom they feel some sexual attraction. Virtually all of these hypotheses
are supported by questionnaire data in the research of David Buss and his colleagues; thus
there is some support for the theory that sexual strategies are indeed genetically determined.

These hypotheses also reveal a speculative rationale for differences in how readily women
and men engage in sexual intercourse outside marriage. Buss indicates that women require
either immediate resources for sexual interaction (e.g., money through prostitution) or sub-
stantive long-term resources and commitments in exchange for sexual behaviors likely to
lead to conception (a promise of marriage, and perhaps the symbol that she has been
“taken”—an engagement ring). Furthermore, because of sociobiological motives to provide
for and protect offspring, women and men would naturally want their partners to maintain
sexual exclusivity. There may therefore be an evolutionary justification for jealousy and even
the taboos against extramarital intercourse. 

Because our approach in this section has been sociobiological, it has focused on hetero-
sexual courtship relationships. A recent study has explored some of the factors involved in
lesbian dating and courtship (Rose & Zand, 2002). In-depth interviews with 38 mostly Cau-
casian lesbians in young- and middle-adulthood revealed that friendship, more so than sex-
ual or romantic interest, was the most common script in initiating a long-term relationship.
Because friendship generally takes time to develop, propinquity again seems to be important
in people getting and staying together.

Being Single

As noted earlier, most adults marry at some time in their lives, although obviously people are
single before entering a more or less formal relationship. This section will discuss develop-
mental, sexual, and intimacy issues as they relate to singlehood. At the outset we should note
that neither singlehood nor being in a committed relationship automatically creates happi-
ness or assuages loneliness. Anyone can maintain peace of mind and personal growth re-
gardless of whether he or she is part of a long-term bond, just as having children isn’t the only
path to adult functioning and generativity. Still, from an early age most people see the even-
tuality of a long-term relationship as desirable or even “normal.” Why?

Our feelings and thoughts about relationships begin to develop in later childhood, before
reaching adolescence. The relationship we observe between our own caretakers gives us an
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early sense of what marriage is like—from loving, nurturant interactions to hostile, abusive
ones. This initial impression develops and may change significantly over the course of sub-
sequent years.

U.S. Census Bureau data reveal that after 1970 there has been a substantial increase in the
number of individuals between the ages of 20 and 39 who have never been married. The de-
sired freedom to make lifestyle and occupational choices independently may play an impor-
tant role in this trend. Generally, the younger people are when they first marry, the greater
the probability that they will ultimately divorce. Deciding to marry at a later age might for
many be an attempt to become more certain about what one seeks in a life partner.

Research by Cargan (1981) revealed that two of the most common stereotypes about sin-
gle people are not supported by systematic data. First, the notion that single people are lonely
is not generally true (Fig. 13-5). Similarly, most single people do not have many different sex-
ual partners. Only about 20% of this sample of single people reported having multiple part-
ners, and the remainder enjoyed monogamous relationships or were content with celibacy.
This study was published in 1981, before widespread public concern about AIDS.

Interestingly, the stereotypes of loneliness and multiple partners may be more true of di-
vorced people than of single people. Research in the Netherlands (Dykstra, 1995) indicates
that marital status and age do not predict loneliness, but that the absence of a social support
system might be associated with problems of reciprocity and mutuality in close relationships.
In other words, it is not a lack of relationships (both sexual relationships and friendships) per
se that predicts loneliness among single people, but rather a discrepancy between current re-
lationships and their expectations of those relationships. 

In our culture women might be at more of a disadvantage than men in adjusting to (or
enjoying) being single. Chasteen (1994) interviewed single women and asked them about
their experiences of singlehood. Interview data revealed that single women often have seri-
ous problems finding and affording adequate housing, access to convenient, economical
transportation, and opportunities and choices of leisure activities. These issues in a single
woman’s daily life are very different from those for single men. Gender powerfully affects the
daily priorities, pressures, and activities of unmarried individuals. Although these data reveal
some problems single women may face, they by no means describe the lives of all single
women.

Cohabitation
Living together without being married is fairly common for many people in the United States.
Almost half of the people in this country are estimated to have cohabited at some time by the
time they reach their early 30s (Bumpass & Sweet, 1989). The reasons for choosing to co-
habit are numerous and diverse. For an individual who is mature but not prepared to make
a traditional marital commitment to a home, career, and family, cohabitation offers the choice
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FIGURE 13-5 Stereotypes of single people as lonely and
very sexually active are not supported by research. Many
live diversified, interesting lives and genuinely enjoy
their solitude.



of being very close to someone he or she wants to be with. The development of nurturance
and friendship, as well as an exploration of a monogamous sexual relationship are important
incentives for cohabitation.

Although it is common to think of cohabitation as a prelude to marriage, recent evidence
(Manning & Smock, 2002) indicates that, increasingly, this may not be the case.  For exam-
ple, in comparing Black, Caucasian, and Hispanic groups in the United States, Black cohab-
iting females have a significantly lower probability of eventually marrying their partner than
women from these other groups. Generally, cohabitation is viewed as an opportunity for
women and men to evaluate the costs and benefits of marriage (McGinnis, 2003)—costs and
benefits that are sometimes weighed carefully over several years. Yet one current study car-
ried out in Scotland (Jamieson et al., 2002) indicates that few data support the notion that
cohabiting couples have a sense of commitment to each other that is in no way deficient com-
pared with married couples. While this study showed that cohabiting couples had lower
combined incomes and poorer employment situations and prospects than married couples,
these couples displayed a strong sense of commitment to one another.

The day-to-day problems encountered by cohabiting couples are very much like those of
married individuals. Some encounter pressures to change their identity to please their part-
ners. Others feel that they have lost their autonomy and become too dependent upon their
partner. People in a cohabitation arrangement are just as likely to argue over money, jealousy,
and who takes out the garbage as are married couples (Fig. 13-6). Many middle-aged, aging,
and elderly couples also cohabit. Sometimes a pension or social security income that is lower
for a married couple than for the same two people as singles is an incentive for seniors to
maintain economic singlehood while living together.

Because couples are more likely to cohabit in their youthful years, their assumptions
about love and intimacy often have a large role in their decision to enter this living arrange-
ment. Larson (1992) discusses several unrealistic beliefs of many young people about find-
ing a mate. People frequently believe these myths without knowing it, and they would gain
from confronting these ideas directly, especially if they are thinking about living with some-
one in a committed relationship or marriage. A prominent myth is that there is one perfect
partner and that others are flawed or deficient and, therefore, unsuitable. A second is that the
perfect partner is really “out there” and that all one needs to do is find him or her. A third is
that one must be a perfect, developmentally mature individual before embarking on a long-
term marital commitment. Fourth: perfect relationships can exist without tension, turmoil,
or frustrations. A fifth unrealistic belief is that if an individual just tries a little harder, all se-
rious relationship problems can be averted; all interpersonal problems can be solved. A sixth
is that cohabiting with someone will teach you everything you need to know to live com-
fortably and happily with that person. Another unrealistic belief is that people with very dif-
ferent personalities will complement each other and form a compatible, comfortable rela-
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FIGURE 13-6 Cohabiting couples share a broad and varied range of activities while working to define
the nature of their bond, its boundaries and understandings, and its course of development.



tionship that somehow neutralizes their extreme attributes. Finally, a misconception about
mate selection is that it should be easy and come naturally.

These misconceptions reveal a number of important concerns about how we consider the
desirability and attractiveness of another person in relationships. Because many people see
cohabitation as a prelude to a longer, more formal marital commitment, couples considering
living together should talk with each other in depth about their beliefs and explore whether
such myths influence their thinking, feeling, and behaving in a relationship.

Because many people decide to live together while thinking of getting married, sexual in-
teraction in cohabitation relationships is important. Although there are few data on the over-
all quality of sexual relationships among cohabiting couples, a little is known about their fre-
quency of intercourse. Regardless of whether the two people have been married to others
before living together, cohabiting couples have intercourse more frequently than married
couples. However, the longer they remain together without getting married, the more this fre-
quency declines (Blumstein & Schwartz, 1983). This is also true of marriages. Interestingly,
how the female thinks of the quality of the cohabitation arrangement is a good predictor of
her willingness to initiate intercourse (Blumstein & Schwartz, 1983), as well as the overall
frequency of intercourse (Rao & Demaris, 1995).

Married People and Sex

Psychologists have discovered an interesting thing about perception: sometimes stimuli be-
come so familiar that people stop noticing them. This can also affect how partners in a mar-
riage feel about each other sexually. The number of books in the Psychology or Sexuality sec-
tions of bookstores about keeping marriage sexually stimulating suggests this is a common
problem.

Basic to Erikson’s theory is the notion that people change, grow, and develop throughout
their lives. It may happen, however, that marriage partners do not change, grow, and develop
together. What happens to sex when people change? The decrease in the frequency of inter-
course over the years of a marriage has already been noted. Many couples also report that
their physical intimacy becomes somewhat more routine and less adventurous the longer
they are together. This section looks at how sexual aspects of marriages change over time and
what such changes may reveal about the relationship overall.

The work of Lorna and Philip Sarrel (1984), based on many years of empirical investiga-
tion, is an informative analysis of how feelings and thoughts about sexuality change in adult
development. This theory does not apply to all adults, and some of its features apply only to
a few people. An interesting theory gets people asking questions and collecting data related
to those questions, and in this respect the Sarrels’ theory is fertile. It stimulates thinking
about marital sexuality in a different way. Following are the stages of the Sarrels’ theory.

Stage 1: Transition Through Adolescence. Chapter 12 discusses adolescence as a time of
sexual growth, development, questioning, ambivalence, and experimentation. When things
go well we usually emerge from this stage in our lives with positive feelings about physical
intimacy in a supportive, nurturant relationship. We come to understand what we enjoy sex-
ually. According to Erikson, these developmental challenges emerge as we try to formulate
and clarify a coherent self-concept. To develop a sense of personal responsibility, we must be-
come informed about contraception issues and sexually transmitted diseases.

Stage 2: Special Challenges of Young Adulthood. Earlier, this chapter discusses the chal-
lenges of establishing meaningful, intimate relationships. For many people this is an impor-
tant aspect of being single. The meaning of intimacy, the advantages and disadvantages of sin-
glehood, and the special challenges of cohabitation are all relevant at this stage.

Stage 3: Getting Into a Long-Term Relationship and Being in a Long-Term Relationship.
In this stage two people have left their family of origin and are embarking together upon a
life path they hope will be enjoyable, enriching, and sexually satisfying. Learning to be a full
partner in a marriage can be a complicated task, one for which our family of origin does not
always prepare us very well. Most people have observed only a limited number of marriages,
which also may be very different from that which they are now in. Sexual intercourse some-
times becomes predictable, routine, or boring and lacks the experimentation and excitement
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it once held when we were younger. This is a time when some people begin to have extra-
marital affairs. When one person in the couple has had an affair, the other person has prob-
ably thought of having one too.

Certainly, there are challenges and risks at this time in a relationship. Quality communi-
cation is important if a couple is to have mutuality, respect, and reciprocity in their relation-
ship. Quality communication begins with an acknowledgment of the autonomy and integrity
of the other person, but this isn’t always easy to maintain.

Stage 4: New Babies Have a Big Impact on a Marriage. Ironically, the outcome of a cou-
ple’s love, commitment, and passion, a baby, can change everything. Intimacy and intercourse
during and after a pregnancy are often affected by fatigue, physical changes, and plans and
preparations. There are some common pressures for a couple to have children. The attitude
that having babies is a right and necessary part of adulthood is called pronatalism. Some peo-
ple are comfortable with this idea and don’t think much about it or raise serious questions
about how suitable it might be for them. Others think very carefully about how children may
affect their marriage, careers, and overall quality of life. Another serious challenge for many
couples is infertility. About one in six couples who do not use contraceptives and have inter-
course once or twice a week will not conceive in a year. For some, this can be devastating and
might force a reassessment of what their adulthood may be like without children (as dis-
cussed in Chapter 10).

Having a baby inevitably affects expressions of physical intimacy in new parents. Al-
though some people experience physical discomfort during intercourse in later pregnancy,
others do not. Taking care of a newborn, however, changes the distribution of affection in a
marriage, and new fathers and mothers are usually overwhelmed by the demands of the child.
How a couple deals with these demands may affect their sexual relationship for a long time.

Stage 5: Roles, Attitudes, Parenting, and Time Together. It is sometimes said that being
a parent is the hardest job there is. One is expected to be attentive, affectionate, informed, in-
formative, forgiving, and perhaps most important, available. Having and raising children is
typically the central focus for people who decide to be parents. As noted earlier, these diverse
activities reflect a person’s generativity, a key challenge in adulthood. There is often too little
time, too little money, too little privacy, and too little energy to rekindle the spontaneous, pas-
sionate intimacy of just a few years ago. When these demands and challenges grow very un-
pleasant or perhaps insurmountable, a couple may decide that their marriage can no longer
be sustained.

Stage 6: To Split or Stay Put. Not everyone reaches this stage, but it may occur in a mar-
riage of any duration. This stage begins before some couples have had children, or because a
couple can’t have children, or at any other time in the life of a family. Starting over can be an
exciting adventure for many adults, especially sexually.

Divorces sometimes occur because of sexual incompatibility, extramarital affairs, or a
growing sense of boredom. The transition to a new singlehood is sometimes exciting and
sometimes very difficult, especially if a basic part of one’s identity involved being part of a
couple. Many people have never learned the pleasures of solitude and think of life only as be-
ing with another. Living alone may lead to anxiety-provoking questioning of one’s attractive-
ness and desirability. We may ask, “Who would want me now?”

The Sarrels point out that this is a transition stage in which our stable, consistent char-
acteristics are now suddenly blended with new people, relationships, and feelings about sex-
uality, intimacy, and commitment. The old and the new are happening at the same time. Al-
though the Sarrels do not fully discuss it, another interesting developmental change occurs
at this time involving the relationship between self-esteem and body image. If over the years
we have gained weight through inactivity or unwise eating habits, for example, we might not
like how we think we look to other people. Wanting to explore new relationships is often an
incentive to want to look and feel better.

Stage 7: Staying Interested and Interesting. Middle age is not simply a matter of how old
we are. In the past it was more common for a person to have one spouse, one family, one job,
and one career, and then it was clearer what “middle” meant. Now many people have more
than one spouse, perhaps more than one family, and often more than one occupation or ca-
reer. What used to be a period of stability, predictability, and relative comfort is often now a
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time of change, choice, risk, and new opportunity. Changes at this time are likely to affect the
quality of marital intimacy and sexual expression.

Menopause involves a variety of physical symptoms and also sometimes emotional
changes. Usually these are not too problematic, and most women deal with them well. Only
one woman in five seeks medical or psychological assistance with menopause. Yet a woman
with a traditional feminine socialization may question the focus of her life if she can no
longer conceive and bear children. Lowered estrogen levels usually lead to some vaginal dry-
ness, and a combination of physical and psychological factors can affect the enjoyment of
sexual intercourse.

Another significant aspect of menopause can be the liberating feeling of not having to be
concerned with contraception. Menopause offers some women relief from such worries, and
this often leads to new sexual exploration and heightened responsiveness.

Overall, the Sarrels’ theory is a useful context to summarize changes that can occur within
a marriage. Understanding such changes can be valuable, as Erikson points, out, because if
people know something about the changes they are likely to go through during their lives,
they are better prepared to deal with them when they happen.

Sexual Thinking, Feeling, and Behaving in Marriage
Marriage is generally a long-lasting, complex, and challenging relationship. Earlier in this
chapter we described the evolutionary pressures for people to get together and stay together,
at least long enough to conceive, bear, and raise offspring. Once the genetic female impera-
tive to procreate has been met with children, what then do men and women do to enjoy their
relationship, consolidate their interests and assets, and continue in a pattern of physical inti-
macy? Of course, women continue to live a long time after they are no longer fertile. Virtu-
ally all other female mammals, and most primates, die relatively soon after childbearing. The
reality of sexual interaction beyond the goal of procreation is a relatively recent development
in human evolution, as we now live far longer than the 30 or 40 years humans used to live.
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From Dr. Ruth Westheimer

W ith so many young people engaging in premarital sex,
those who have made the decision to remain celibate un-

til the wedding can feel a lot of pressure. This is especially true
of college students who live away from their parents. A young
person living at home can always say, “I can’t, my folks would
kill me if they found out,” even if it’s really their own choice. But
when you’re living away from home, you can’t use that excuse.

If you want to communicate a personal belief like this, which
could lead to future conflict, when you say it is as important as
what you say. If you bring up the subject too soon, you may
scare away a potential partner, but if you wait too long, you risk
losing someone you may have fallen in love with. Unless that
person also wants to wait until the wedding, I suggest that once
you’ve reached the point of having real feelings for another per-
son, look for an opportunity to make your position known at the
first appropriate opportunity.

If there’s a current movie that involves this subject, for ex-
ample, see it together. Or ask a friend to start the ball rolling by
bringing up the subject of virginity in a conversation. In any case,
try to avoid suddenly finding yourself in a situation in which you
have to tell someone that you won’t have sex with him or her.
Instead, make sure that anyone you are serious about under-
stands that you intend to wait to have sex until you are married,

no matter what, no matter who. This way, the other person can’t
take it personally and can decide whether he or she wants to be-
come that significant one or not.

Of course, not everyone will take no for an answer. You might
find yourself involved with someone who continually presses the
issue. And if you’re already engaged to this person, the pressure
may become even stronger. Tell this person that nobody has
ever died from not having sex. You might also say that premari-
tal sex does not make a marriage more successful, or sex more
satisfying. If the person is feeling very frustrated, he or she can
always masturbate. In my opinion, anyone who puts a lot of
pressure on you to have sex, even if you are already engaged,
should be carefully considered before you go ahead with those
marriage vows.

Sex is important, but it is not the be-all and end-all of a rela-
tionship. That’s why I support anyone’s decision to remain a vir-
gin until marriage. If you are one of these courageous people,
you need to understand that you are bucking a trend. Because
of that, you have a special responsibility to someone with whom
you get emotionally involved. Take the initiative in bringing up
this topic so that you don’t hurt anyone else, and especially so
that you don’t wind up hurt yourself.

How To Talk To Your Partner About Wanting to Stay
Celibate Until the Wedding



Now, many people are still living together as couples long after the fertile years are over, but
still feeling pleasure and attachment through sexual contact.

Social scientists like to explore human attitudes, a term often used in different ways. At-
titudes are complicated and have cognitive, emotional, and behavioral aspects. Our attitudes
about women, men, and relationships, and the role of sexuality in those relationships, are ba-
sic to the enjoyment we feel as part of a couple. What is your attitude about marriage? What
do you think about being a part of a couple? What are your feelings about the caring, sharing,
arguing, lovemaking, childbearing, childrearing, and vulnerability in this kind of relation-
ship? Finally, how do you act as a member of a couple planning to enjoy a lifelong partner-
ship? With all of this complexity, how do you preserve that exciting, intimate sexual rela-
tionship that played a role in getting the two of you together? These are challenges that a
couple faces over the course of their relationship.

Sexual Satisfaction in the Early Years of Marriage
The transition between youth and adulthood doesn’t just happen when young people get
married. As noted earlier, many young couples are still dealing with the challenges of inti-
macy and isolation. How can you be a part of a couple and still preserve your personal tastes,
preferences, and priorities? There is no simple answer to this, but researchers have looked at
how people adjust in the first few years of their marriages. Henderson-King and Veroff
(1994), using a carefully selected sample of respondents, studied the relationship among sex-
ual satisfaction, adjustment to marriage, and other variables in a relatively large sample of
Caucasian and African-American couples in the first three years of their marriages. In this
sample of respondents, sexual satisfaction was as important to women as it was to men. More
interestingly, the degree to which the tasks and responsibilities of marriage were shared was
an important predictor of sexual satisfaction in a marriage, especially for the women in this
study. This is intriguing. These data tell us that it is difficult to assess how young people feel
about being married without paying close attention to many significant aspects of their rela-
tionship. Apparently, when women and men consistently share domestic responsibilities,
women report higher levels of sexual satisfaction. This is a good example of how the sexual
arena of a marriage is interconnected with the relationship in general (Fig. 13-7).

Women and men often bring to marriage very different sexual backgrounds. In our cul-
ture, traditionally young men are considered the sexual teachers of their new wives. Young
men often receive cultural messages that they should explore sexual experiences with nu-
merous partners before settling down with the girl of their dreams. Although our society has
considered this sexual adventurousness normal for men, the message to young women is that
this kind of behavior is not right for them. For example, the word “promiscuous” is usually

used to refer to the behavior of women, not men, and the use
of this highly negative, judgmental word reflects the unac-
ceptability of extensive premarital sexual experience among
young women. Society used to see something faintly unsa-
vory about women having intimate experience comparable
to or perhaps exceeding that of their new husbands. In recent
decades, of course, things have been changing, and many
young women have a number and variety of premarital sex-
ual experiences similar to those of their mates. Yet while fe-
male sexual independence has grown, society still generally
doesn’t promote full equality in such behaviors.

We return to the question with which we began: does
sexual experience lead to greater sexual satisfaction in mar-
riage? In fact, we have learned that the nature and number of
premarital sexual experiences do not predict very much
about the subsequent quality (or length) of a marriage.

The Characteristics of Marriages That
Last a Long Time
Earlier we noted that often people get together for one set of
reasons but stay together for different reasons. What do we
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FIGURE 13-7 When newly
married couples share their
domestic responsibilities
equally, they consistently re-
port higher levels of satisfac-
tion with the intimate and
sexual aspects of their rela-
tionship. This is particularly
true of women.



know about people who have been married for a long time (Fig. 13-8)? Fenell (1993) ex-
plored this question in a large sample of couples who had been married over 20 years. This
study examined what it takes for a couple to stay together for more than two decades in a so-
ciety in which half of all marriages end in divorce long before that. Based on the responses to
a carefully constructed questionnaire, following are the most important characteristics of a
long-term, apparently successful marriage.

1. These individuals had an intellectual and emotional assumption that the person they
married would be their one and only spouse.

2. They expected to give this person loyalty and friendship.
3. Both individuals had strong moral and spiritual compatibility, and both had always

thought that being a parent was a very important part of being married.
4. They expressed a consistent desire to make the other person happy.
5. They thought that it was very important to forgive their partner’s fallibilities and simi-

larly be forgiven.

Of course, marital success is not at all that simple, but the results of this research can
guide and inform our thinking about marital satisfaction. It is noteworthy that sexual pleas-
ure is not on this list of predictors. Other data, which we will examine later in this chapter,
do show, however, that sexual pleasure is an important factor in long-term relationships.

Sexual Frequency
In studies of the role of sexuality in marriage, the frequency of a couple’s intercourse is usu-
ally included. Only rarely, however, do such studies ask about how much the couple enjoy
their intimacy or the role of sexuality in their busy, changing lifestyles. It’s important, how-
ever, to examine such quality and quantity issues together. One study (Hawton, Gath, & Day,
1994) found that women’s feelings of sexual satisfaction with their marital relationships were
not related to their age; both pre- and postmenopausal women reported similar frequencies
of sexual intercourse and overall marital satisfaction. Frequency of intercourse does not nec-
essarily mean both partners enjoy it, and non-intercourse physical pleasuring that they may
enjoy is not often studied. Another issue is that the frequency of intercourse should not be
equated with frequency of orgasm, especially in women. These are also important questions
affecting how one interprets this research.

Doing research on this subject is also rather complicated, because this is a very personal,
sensitive subject. Most people would find it intrusive if someone asked them how often they
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FIGURE 13-8 People who have
been married to one another
for a long time have made a
loyal commitment and have
worked together to create
moral and spiritual compati-
bility. A concern for the
spouse’s happiness and accept-
ance of the other’s shortcom-
ings are important aspects of
these relationships.



had sexual intercourse. Another methodological problem is that subtle social pressures en-
courage us to believe that it is “normal” to want to have intercourse very often, and that if we
don’t there might be something wrong with us. For all these reasons, one should critically ex-
amine data about the frequency of sexual intercourse in any type of relationship.

Rao and Demaris (1995) studied the reported frequency with which cohabiting and mar-
ried couples in the United States have sexual intercourse. The data in this study were collected
in 1987 to 1988 as part of the National Survey of Families and Households. Over 13,000 in-
dividuals were polled—a large, random, and representatively chosen group of respondents.
Factors found to have an impact on reported coital frequency in cohabitation or marital rela-
tionships are the ages of the individuals, with younger people reporting higher coital frequen-
cies; the length of the relationship, with lower frequencies reported in those of longer dura-
tion; and the male partner’s perception of his overall health, better health being associated with
higher frequency of intercourse. Additionally, the amount of satisfaction the female partner
had in the relationship was also an important predictive variable of coital frequency.

The frequency of sexual intercourse in marriage has been reported in some valid, reliable
studies. During young adulthood, most couples in long-term relationships have intercourse
two to three times a week. By their late forties the figure has declined to about once a week.
Again, these are only numbers; they do not describe the role of sexual intimacy in a marriage
or the degree to which partners look forward to and enjoy making love. Several investigators
have independently found about the same numerical data concerning the frequency of inter-
course in marriage, beginning with the work of Kinsey in the 1930s and 1940s, and contin-
uing with Hunt in 1972 and Westoff in 1970. A study by Blumstein and Schwartz (1983) ex-
plored frequency of intercourse as a function of how long the participants had been married.
Forty-five percent of people married for 2 years or less reported having intercourse three or
more times each week, while for those married 2 to 10 years the comparable figure was 27%,
and for those married more than 10 years it was 18%. Yet these data do not really tell us the
whole story. Without information about the range of frequencies and the specific numbers of
people polled, we cannot determine whether we are dealing with a normal bell curve distri-
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Other Countries, Cultures, and Customs
Marital Satisfaction in India

S exual satisfaction in marriage has been examined by 
many behavioral scientists. An interesting study was

conducted in India, a patriarchal society (inset). Kumar and
Makwana (1991) studied sexual satisfaction in this non-
Western, highly traditional culture. Gender and the amount
of time the couple had been married were examined, as well
as the professional-vocational status of the wife. Regardless
of an Indian woman’s professional status, the amount of time
a couple had been married significantly affected their re-
ported level of sexual enjoyment in marriage. Couples mar-
ried less than 10 years seemed to enjoy their intimate rela-
tionship far more than couples married more than 10 years.
Although this study may seem simplistic, it is important be-
cause there are very few cross-cultural data on this topic.
These data indicate that mature marriages offer partners
more diverse sources of satisfaction than younger marriages.
Having children, raising them, and establishing and main-
taining a home provide special pleasures that younger mar-
ried people have not yet had the opportunity to enjoy.
Nonetheless, based on this information, one cannot simply
assume that people who have been together longer enjoy
physical intimacy less than they did when they were younger.

Indian couples report somewhat less sexual enjoyment in
their marriages among couples married more than 10 years.
This by no means implies any significant decline in the
overall satisfaction of their relationship.



bution, and we cannot determine what percentage of cases fall close to the mean and what
percentage of cases are either very far below or very far above the mean. 

A final issue related to frequency involves alcohol abuse, a common problem in our and
other societies. Alcoholism has been found to have a significant impact on the sexual quality
of a marriage. O’Farrell, Choquette, and Birchler (1991) explored this subject in a group of
couples seeking marriage counseling. In this study, 26 married couples in which the husband
was an alcoholic were compared with two other groups of married couples, one experiencing
marital problems and the other reporting no marital problems. These respondents answered
several questions regarding the adequacy of their sexual interactions in their marriages. In-
terestingly, the couples with an alcoholic spouse and those experiencing marital conflicts
were very similar on a number of factors related to their sexual satisfaction. Both groups re-
ported less overall sexual satisfaction, less frequent sexual intercourse, a greater desire to in-
crease the frequency of intercourse, greater misunderstanding about their spouses’ desire to
have intercourse, and more disagreements about sexual matters. These data suggest that mar-
riages with an alcoholic spouse often experience serious conflicts that can undermine the en-
joyment and sharing of intimacy.

Marriages With a Low Frequency of Sexual Intercourse
Social scientists have also studied sexual inactivity in a marriage. Family therapists, psy-
chotherapists, counselors, and social workers often find that the sexual relationship in a mar-
riage can be a microcosm of the relationship as a whole. If a marriage is reasonably harmo-
nious and provides partners with a sense of emotional security, the sexual aspect of the
relationship often reflects this. Similarly, when a marriage is characterized by conflict, mis-
trust, and volatile, angry emotional expression, such difficulties are more or less apparent in
the sexual interactions between these two people.

Marriages in which the couple has little or no sex have been studied by Donnelly (1993).
Caution is needed here in the interpretation of data, because people may not accurately an-
swer questions having to do with why they don’t have sexual intercourse. Behind this study
was a reasonable question: are sexually inactive marriages characterized by unhappiness and
a lack of predictable emotional support in the couple? The results revealed that people who
were generally unhappy in their marriages tended to have sexual intercourse rarely. When it
was likely that a couple was going to separate and when they enjoyed few shared activities,
they were also more likely to have a sexually inactive marriage. Increased age, poor health
status, and the presence of preschool children in the home are also highly correlated with sex-
ual inactivity in marriage. Again, however, the frequency of sexual intercourse in a marriage
is not as important as the enjoyment, trust, and fulfillment both people feel when they do
have intercourse.

Blumstein and Schwartz (1983) offer some interesting insights into the issue of relative
sexual inactivity in a marital relationship. Among their respondents who were married 10
years or less, 6% reported having intercourse one time a month or less; for those who were
married more than 10 years, the comparable figure was 15%. There are some important
things these data do not tell us. For example, they do not tell us the degree to which sexual
intercourse occurs exclusively in the context of a monogamous marital relationship; they do
not report how often a person has an orgasm during intercourse; and finally, they don’t ex-
amine the relationship between frequency of sexual intercourse and frequency of masturba-
tion independent of one’s partner in marriage. Investigation of these issues would provide
more information about sexual intercourse in marriage.

The Diversity of Sexual Expression in Marriage

So far, the discussion has focused entirely on only one kind of sexual interaction in marriage:
intercourse. Yet there is significant variety in erotic expression among married people, as so-
cial scientists have learned in the last two decades. Hunt’s study of American sexuality in the
1970s revealed some very big changes since Kinsey’s work first gave us a glimpse of the di-
versity of sexual expression in marriage in the 1930s and 1940s. For example, there has been
a big increase in the reported prevalence of oral-genital stimulation in marriage. Kinsey’s early
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work (1948) reported that fewer than 10% of married individuals in his sample had partici-
pated in oral-genital stimulation during the month prior to their interview. He noted that
there was a clear relationship between a person’s level of education and his or her willingness
to participate in oral-genital stimulation. It may be that greater exposure to education, par-
ticularly higher education, encourages broad thinking and possibly less conventional opin-
ions about sometimes controversial topics.

Behaviors such as fellatio, cunnilingus, mutual masturbation, anal stimulation and inter-
course, and a variety of extravaginal ejaculatory behaviors have become far more common
before and within marriage. Activities that only a few decades ago were thought of as exotic
are now practiced fairly frequently by a broad segment of the population, as discussed in
Chapter 8. Clearly, less stigma is now associated with these non-intercourse avenues of sex-
ual expression.

Fidelity and Trust

We began this chapter with a brief discussion of the psychosocial developmental aspects of
youth and adulthood. Many marriages are built and maintained upon foundations of fidelity
and trust. These are optimistic psychosocial aspects of adult development according to Erik
Erikson. Janus and Janus (1993) reported that in a sample of 770 men and 802 women, 85%
of the men and 82% of the women reported that their spouse or partner is also their best
friend. But sometimes fidelity and trust erode over time. One possible cause or consequence
of such a change is extramarital affairs.

Extramarital Affairs
As marriage evolved in most world civilizations, monogamy gradually came to be a primary
model of a committed bond. Within such a sexually exclusive relationship, couples could
provide for and protect their offspring in an emotionally supportive, nurturant nuclear fam-
ily. Over time, shared labor, shared assets, and socialization training would promote the so-
ciobiological agenda discussed at the beginning of this chapter. Nonetheless, sexual behavior
outside the marriage bond is common.

Chapter 2 discussed the Judeo-Christian antecedents of modern attitudes about sexual
feelings, thoughts, and behaviors. These religious traditions discourage ambivalence in mat-
ters affecting faith and action. Judeo-Christian codes of morality and ethics, as well as the
lengthy commentaries on those codes usually present good-bad, right-wrong dichotomies.
Religious traditions influencing many people in the Western World proclaim that adultery,
extramarital sexuality (sometimes called fornication), is frankly wrong and sinful. There is lit-
tle moral middle ground in this issue. Because extramarital sexual intercourse is incompati-
ble with romantic, monogamous trust, such behaviors are often associated with historical
conceptions of sin, and this topic is, therefore, difficult for people to talk about openly and
honestly. We need to keep this in mind when we look at surveys that ask such questions.

Research on Extramarital Sexuality Because extramarital sexual relations are not ap-
proved by traditional norms and mores in many societies, people often have difficulty being
honest about their feelings about these liaisons. Even the term “cheating” shows that society
frowns upon adulterous relationships. Because of the traditional historical double standard,
men might find it easier to reveal their participation in sexual experiences outside traditional
moral norms, but whether men actually have more extramarital affairs than women cannot
be determined with certainty. Men do, however, report these experiences more frequently
than women. The reporting of extramarital sexual experiences varies a lot becuase of histor-
ical, cultural, and gender-based reasons. Keeping in mind the problems of survey research,
here are a few findings. Rates for the number of men who have ever had an extramarital sex-
ual affair range from about 25% (Blumstein & Schwartz, 1983) to Kinsey’s estimate of 50%
(1948). Rates for women who have ever had an extramarital affair range from 18% (Hunt,
1974) to 69% (Wolfe, 1980).

A significant issue here is the degree to which extramarital sexuality is rare, situational,
occasional, or habitual. The studies above do not clarify this issue, nor do they indicate any-
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thing about the motives involved in initiating, being receptive to, or continuing in an extra-
marital sexual relationship.

Common Motives for Extramarital Affairs Most extramarital affairs are secretive, al-
though sometimes they may continue with the unspoken awareness of the person’s spouse.
Occasionally, although rarely, they do occur and continue with the full knowledge and con-
sent of one’s partner. Although these relationships are censured in most societies, they are rel-
atively common. Why do people initiate or feel receptive to a union that is so stigmatized?
Apparently there are many different motives.

Even with the risks of discovery and the adverse impact on a marital relationship, as well
as possible public humiliation, sexual curiosity can be a powerful factor motivating adulter-
ous behavior. Here are other common motives: 

1. Sudden infatuation and sometimes impulsive feelings
2. Dissatisfaction with the overall quality of the marital relationship
3. Dissatisfaction with the quality of sex in the marriage
4. Discovery that one’s spouse has had an affair and desire for retribution
5. Expression of revenge for a nonsexual transgression of the spouse
6. A general and persistent desire to experiment with sexual encounters

While this list certainly isn’t exhaustive, it includes the motives most frequently reported
by people who acknowledge that they have had an affair or affairs (Glass & Wright, 1992).
The last item on the list is an important one. Having a one-night stand is plainly different
from having an affair that lasts longer or a lifestyle in which a person has serial sexual rela-
tionships outside of his or her marriage. There is a major qualitative difference between soli-
tary, impulsive sexual couplings and persistent, habitual clandestine sexual relationships that
are carefully maintained outside of one’s marital relationship. While reason number 1 above
suggests a one-night stand or a short-term affair, numbers 2 to 6 relate to a long-term affair.

Motivation for extramarital affairs has been researched in the social and behavioral sci-
ences. Prins, Buunk, and VanYperen (1993) analyzed this issue based on anonymous ques-
tionnaire data in the Netherlands. In their sample of 82 married men and 132 married women
between the ages of 22 and 92, 30% of the sample had engaged in an extramarital sexual re-
lationship (Fig. 13-9). For both women and men, overall dissatisfaction with the quality of
their marriage was a primary factor in becoming involved in such a relationship. Interestingly,
anxieties about AIDS did not seem to dissuade these respondents from exploring extramari-
tal sex, perhaps because they had been careful about protection. Nonetheless, this subject re-
quires more systematic research before generalizations can be made about other populations
and cultures. These researchers also revealed that a powerful factor among women who are
receptive to extramarital relationships is their perceived lack of equality with their spouses in
their marriages. As we have seen before, the sexual aspects of a marriage may reveal broader
interpersonal problems in the relationship.

Patterns of Extramarital Sexuality in Men Because
there are higher reported rates of extramarital sexuality
among men, more has been written about men than about
women regarding behavior patterns. Trachtenberg’s 1988
book The Casanova Complex discusses the motivations, im-
plications, and lifestyles of both married and unmarried men
with a compulsive pattern of sexual involvements. Although
this volume might be considered pop psychology, it summa-
rizes well several aspects of apparently obsessional sexuality
among many men.

Although questions can be asked about causes in any ty-
pology, here we are not examining possibly numerous, com-
plex causes. Social and behavioral scientists are careful not to
confuse a diagnostic label with its causes or explanations.
Casanovas have a regular behavior pattern associated with a
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FIGURE 13-9 The motives for
extramarital affairs are many
and diverse. Women and men
often have different reasons
for exploring sexual relation-
ships outside their marriages.
Cross-cultural perspectives on
marriage may influence these
decisions as well.



variety of interesting underlying personality traits. These men require constant female com-
panionship. Without it, they become depressed and anxious and are likely to use and abuse
alcohol and other drugs. Strong, exclusive attachments to one woman in traditional monog-
amous relationships do not last long before they initiate other liaisons. Their sexual attach-
ments begin suddenly, passionately, and impulsively. Once these men begin sexual relation-
ships, a highly routine sequence of progressively more “liberated” behaviors becomes their
focus in intimate interactions. Casanovas are often attracted to total strangers and feel that
with progressive closeness comes obligation and responsibility. They usually see women as
“good girls” or “bad girls.” When long-term attachments occur, they are always with the for-
mer type.

All Casanovas are not alike, however. The personality attributes described above exist in
a range of variations. Hitters seek immediate satisfaction of their erotic feelings. They are ut-
terly indiscriminate. Their “act” or “routine” may be incongruous with their occupational
lifestyle. Women are their quest, and their preoccupation with control is total. They can’t
wait to leave once their conquest has been made. Hitters plan one-night stands. Drifters en-
ter sexual relationships more patiently, seeing their erotic landscape as a “target-rich” envi-
ronment. They never hear or feel rejection and are optimistic that sooner or later someone
will come along. Their lovemaking is highly routine and egocentric; there is an element of
exploitation in these relationships. Romantics fall in love and have affairs often. Ultimately,
every woman will prove inadequate, and they will find the need to leave her. Breakups oc-
cur often and are deeply felt. They are always hurting others or being hurt themselves.
Nesters seem to want multifaceted affairs with their women, feel genuine affection and com-
mitment, and initiate relationships with the intention of staying in them for a long time. But
they will disengage with equal speed. The early commitment so deeply felt becomes very
threatening over time. Jugglers have long-lasting relationships, but these are not stable or
monogamous. They never know if their partner’s love is offered unconditionally or is some-
how coerced. They are fully and deeply enmeshed in the lives of their partners but never
seem to feel that those who love them really mean it. Finally, Tomcats are promiscuous and
inconsistent in their search for love and validation from women. Many are married and seem
devoted to their families but cannot outgrow their pattern of promiscuous behavior that
probably began before marriage. They are addicted to infidelity. Interestingly, each of these
Casanova types can be sexually exclusive with his current love interest, while being ever
sensitive to a new opportunity.

The characterizations of these different types of men apply both to those who are and are
not married. Much less has been written about comparable issues among women.

Patterns of Extramarital Sexuality in Women In the last generation, women have
sought and gained greater sexual equality. The specific reasons for this are difficult to describe
in simple cause-and-effect terms, but several explanations are common. More women are re-
ceiving higher education; in fact, since 1981 there have been more women than men in col-
lege in the United States, and this enrollment gap between the genders continues to widen.
This trend is also occurring in postgraduate training such as medical school, law school, and
graduate school in many disciplines. With more women with degrees, more women are en-
tering the workplace with advanced professional standing. These relatively recent changes
have affected many aspects of women’s sense of themselves, including sexual and reproduc-
tive freedoms.

According to Small (1992), increases in women’s sexual autonomy have paralleled these
broader societal trends. Further, women today are more comfortable with the physiological
characteristics of their sexual responsiveness and have developed greater feelings of erotic
reciprocity in their relationships with men. Women are less likely to see themselves as indi-
viduals to whom men do something but rather as full sexual partners with a basic right to
safety, pleasure, and erotic sharing. Thus women today play a more assertive role in initiat-
ing extramarital sexual relationships and are also often more receptive when the opportunity
is suggested by men. Small found that women engage in extramarital sexual relationships in
virtually all cultures, especially in developed Western countries. Women today are exercising
their sexual autonomy and assertiveness to a greater degree than ever before.
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According to the precepts of
sexual strategies theory,

formulate a justification for
extramarital sexual

relationships initiated by
women.

FOR DISCUSSION . . . 



Women’s motives for extramarital sexual affairs are similar to those expressed by many
men (Glass & Wright, 1992; Grosskopf, 1983). Excitement, novelty, dissatisfaction with the
marital relationship, and lack of feelings of marital sexual fulfillment are all common mo-
tives. For obvious reasons, most data on this issue come from anonymous questionnaires.
Glass and Wright found that women are far more likely to participate in extramarital sex
when they are in love with the other man; strictly sexual motives were less frequently re-
ported as justification for extramarital sexuality among women than among men. Appar-
ently, according to these writers, men find it easier to separate sexual expression and love
than do women.

If love plays an important role in the motivations for women, do they also end extramar-
ital relationships for different reasons? Hurlbert (1992) addressed this question to a group of
59 women participating in an assertiveness training workshop. The findings are interesting
in light of what most other data indicate about men’s and women’s different reasons for hav-
ing affairs. Hurlbert found that the length of an extramarital sexual relationship is predicted
by the degree to which the woman enjoys positive attitudes about her own sexuality. More
positive attitudes are associated with longer relationships. The degree to which these women
fell in love with their extramarital partners and the extent to which they knew each other well
before they became involved sexually were also predictive of longer affairs. These data indi-
cate that in this sample of women, not only affective and emotional issues were involved in
having an extramarital relationship, but sexual ones as well.

Influence of Social and Cultural Factors on Fidelity
Social and cultural influences have a big impact on many aspects of our growth and devel-
opment, as well as our perceptions of our environment. For example, many young women’s
preoccupation with our culture’s attitude toward thinness as an attribute of physical attrac-
tiveness is thought to contribute to eating disorders among adolescent and young adult fe-
males. Clearly, the social environment affects many of our beliefs. Is this true about extra-
marital affairs too? People of all racial, ethnic, religious, and socioeconomic groups have
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Other Countries, Cultures, and Customs
A Cross-Cultural Perspective on Infidelity

W hile the discovery of an extramarital affair is usually
considered harmful to the future of a marriage, re-

search has questioned whether this is so in all cultures. There
are some interesting consistencies in the way infidelity con-
tributes to the break-up of a marriage in other societies. In an
excellent cross-cultural analysis of the reasons marriages end,
Laura Betzig (1989) examined 186 different societies. By far,
the most common reason for the dissolution of a marriage
was the discovery (or in some cultures, even the suspicion) of
an extramarital sexual encounter or relationship. In 88 soci-
eties, adulterous behavior plays a major, pivotal role in di-
vorce. Infertility, incompatible personalities, and economic
difficulties are less often the cause of divorce in most cultures.
Betzig notes that divorce typically follows adultery by either
spouse in 25 of these 88 societies, but in 54 of these it results
only from adultery by the wife and in only two does it result
from adultery by the husband. In those two cultures in which
divorce follows the discovery of infidelity by the man, the
woman does not go unpunished, however. Betzig notes that
among the Huichol of western Mexico, an angry spouse, upon
discovering that her husband has been with another woman,
may leave him. This usually leaves this woman without eco-

nomic support or the assistance of a large, extended kinship
group, however. Among the Trobriand Islanders, the anthro-
pologist Bronislaw Malinowski noted in 1929 that husbands
have the tacit right to kill their wives upon discovering their
infidelity but usually just “thrash” them.

This double standard is a consistent finding in cross-
cultural studies of marriage and infidelity. In fact, Betzig
notes that there is a powerful relationship between the di-
vorce rate in the societies she studied and the frequency of fe-
male infidelity. In virtually all the cultures investigated, an
extramarital relationship can replace one social, economic,
and reproductive relationship with another, and that may in-
volve a huge change or reallocation of resources. She believes
that sanctions against women may be more severe because
even a single adulterous experience may result in pregnancy
with a lifelong economic and parenting commitment to the
offspring. Earlier we discussed sexual strategies theory and
factors that are thought to promote and protect traditions of
monogamy and the need of men to be certain of their pater-
nity. Perhaps the common and disproportionate sanctions
against women for adultery are another societal manifesta-
tion of this need.



affairs. The forces of attraction are apparently powerful
enough to transcend traditional mores about healthy mar-
riage.

A number of years ago, actors Michael Douglas and
Glenn Close co-starred in the popular film Fatal Attraction,
which depicts a wealthy, powerful, comfortable married
man whose wife is out of town with their child (Fig. 13-10).
The man has a one-night stand with a woman, as both are
carried away with their passion and attraction. The woman
is not only infatuated but becomes deeply obsessed with the
man. Violence, assault, attempted murder, and exposure of
the affair all ensue. The reaction of many men who saw the
film, however, is very interesting. Throughout the country,
literally thousands of men watching the movie abruptly left
the theater. The scenario was apparently too real, too much

like their own experiences—or at least their own fears and anxieties. But did this movie
scare anyone into maintaining marital fidelity? It would be difficult to establish a cause-and-
effect relationship between media depictions of adultery and measurable changes in be-
havior.

Are people living in big cities more permissive about sex, as they seem to be more open
to other novel experiences than those living in rural communities? Wilson (1995) wrote
about the degree to which urbanism fosters sexual unconventionality in thought and ac-
tion. Wilson found that urban lifestyles foster a more open, comfortable expression of ho-
mosexuality but do not seem to facilitate higher rates of premarital sexual experience, co-
habitation, or extramarital affairs than rural lifestyles. People living in cities had more
permissive attitudes about these issues, but they did not necessarily act more on these
beliefs.

Common Consequences of the Discovery of Extramarital Affairs As noted
above, some affairs remain clandestine for long periods of time, whereas others take place
with some awareness on the part of the partner, even if this awareness is not acknowledged
openly. When a spouse is discovered in a supposedly secret affair with someone else, the
other partner almost always feels hurt, betrayed, inadequate, or angry. Some spouses forgive,
but most never forget. Often, the entire emotional and familial fabric of the relationship is
torn beyond repair. A couple must decide if the relationship is salvageable, which may be very
difficult to discuss. If unspoken or poorly articulated marital problems played a role in pre-
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FIGURE 13-10 The film Fatal
Attraction affected many men
powerfully, highlighting some
of the unanticipated and vio-
lent consequences of a volatile
extramarital affair.

Letter to Dr. Ruth Westheimer

Question:
I’m a 45-year-old woman. Six months ago I divorced my hus-
band after 22 years. I’m still attractive and have been dating, but
when it comes to sex, I feel like I was living on another planet all
those years. I had sex with only one other guy before my hus-
band, and sex with my husband was always of the plain vanilla
variety. Now I meet men who seem to expect sex if not on the
first date, then on the second, and the things they want to do,
like oral sex, leave me aghast. On the one hand I want to have
sex with them, but I really am having difficulties handling these
men. What should I do?

Answer:
The problem may be the type of men that you are dating. There
are many middle-aged men who are only looking for sexual con-

quests. Some have never married, but many of them are di-
vorced. Apparently they can find enough women to satisfy their
needs for one-night stands, so they maintain their habits. Having
just been divorced, you may be vulnerable to these Casanovas,
but you have to learn to resist them. Other men out there are
seeking a relationship, not just to hop in and out of bed, and you
have to go out and find one of them. This man may also have a
more varied sexual repertoire than your husband, but if it’s in the
context of a loving relationship, you may find yourself more
open to things like other sexual activities. If you really don’t want
to do certain things, however, a man who cares for you is not go-
ing to leave you because of it.



cipitating the affair, it is unlikely that the couple has adequate communication skills to dis-
cuss putting the partnership back together.

In some cultures (sometimes called “honor cultures”), a woman’s infidelity is a significant
attack on her husband’s reputation as a just and reputable individual.  In such societies, do-
mestic violence is a common consequence of the revelation of a wife’s extramarital sexual ac-
tivities. Vandello et al. (2003) have reported that in Brazil (an honor culture) a woman’s in-
fidelity explicitly damages her husband’s reputation, and that his “good name” can be
restored to him if he is physically violent toward her. Further, women in honor cultures are
expected to remain loyal to their husbands despite this physical violence. The consequences
of extramarital sexuality are therefore based on the psychosocial traditions of the cultures in
which they occur.

By the time you read this, a difficult and tragic case of female infidelity will perhaps have
been resolved in Nigeria. Amina Lawal, a divorcee living with her father in the village of Ku-
rami, gave birth to a little girl born out of wedlock. The man who was thought to be the fa-
ther denied his paternity and, under Koranic law, would need the sworn testimony of four
witnesses to the act of intercourse in order to be found guilty. As Nigeria vacillates between
Christian and Islamic legal codes, Ms. Lawal faces a punishment of death by stoning—as
soon as her daughter can be weaned.  Because of the changing legal climate in Nigeria, Ms.
Lawal’s fate remains uncertain as we write this. Legal authorities in Nigeria are adamant in
believing that death by stoning is an effective deterrent to adultery and that the convicted in-
dividual would do better suffering here on earth rather than at God’s hands in an afterlife
(New York Times, January 26, 2003).

A study of mostly married Dutch couples addresses many of these issues (Buunk, 1995).
This investigation showed that women and men tended to respond somewhat differently to
the discovery of their partner’s infidelity. For example, women tended to report more feelings
of self-doubt and disappointment but fewer feelings of betrayal and anger. This was especially
true among women with low self-esteem. For both men and women, if the partner had been
unfaithful before, feelings of disappointment were somewhat less. Nonetheless, there are not
adequate empirical data on this subject to generalize about the effects of extramarital sexual-
ity on a relationship. In a sample of 122 men and 127 women, Janus and Janus (1993) re-
ported that 11% of divorced men indicated that discovery of an extramarital affair was the
primary cause of their divorce, whereas 22% of divorced women indicated that this was the
key factor in their decision to end their marriages.

Although women and men may react to the disclosure of their partner’s infidelity in dif-
ferent ways, Olson, Russell, Higgins-Kessler, and Miller (2002) recently published the re-
sults of research that show that people go through a three-stage process in dealing with
what can be an enormous stressor and threat to the integrity of a marital or cohabitation
bond.  The first stage these writers described as an emotional roller coaster. During this
time, extremely intense feelings are expressed and may be accompanied by violent acts or
gestures.  But at other times, feelings of despondency were less pronounced—thoughts
about working on the relationship sometimes emerged. Some respondents in their study
felt guilt about not having been adequately attractive to their partner in a sexual way. Yet
this self-analysis frequently alternated with rage, feelings of betrayal, and aggressively
charged interactions. The second stage was called moratorium, and involved the perceived
need to more fully understand the factors that precipitated the infidelity and many of the
details surrounding it. Indeed, the betrayed partner often revealed an almost obsessive 
curiosity about even the most minute aspects of the affair. Emotional and physical with-
drawal from the offending partner was common in this stage, and communication was of-
ten limited to the bare essentials of household management. Often, the aggrieved party
sought the support  and insight of close friends. The final stage was called trust building,
involving a renewed desire to “reengage” one another in a return to a more “normal” bond.
Of course, many couples separate and divorce and never get to this stage. It is at this time
that those who have been hurt by their partner’s infidelity often need to see genuine con-
trition on their part as a precondition for resuming the relationship. During this stage there
is often more communication between the two people in their efforts to recreate a working
bond.
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Divorce

Whether divorce results from the discovery of an extramarital relationship or from other rea-
sons, it is an event that typically requires social, emotional, and sexual readjustment. Many
people are so socialized to think of their adult lives as a part of a couple that they have to get
used to singlehood again. Being married involves learning to play the role of a married per-
son. This role affects and in some cases determines our interpersonal relationships, our ex-
pressions of intimacy and affection, our activities in and outside of the home, and many eco-
nomic aspects of our lives. Learning the role of a divorced person can be a perplexing and
confusing process that may take a long time. Being divorced is not the same as being single
again, however, as others often view singles and divorced individuals in different ways. Many
people who divorce experience a period of guilt for their role in the failure of the relation-
ship; this is a normal reaction.

The divorce rate has increased for both young and middle-aged adults. The United States
has the highest rate of divorce in the world across all age groups. According to Burns (1992),
when all age groups are considered, about two out of three first marriages are expected to end
in divorce. Evidence suggests that 1 in 8 women in their first marriages will be divorced af-
ter reaching age 40, a particularly difficult time in one’s life when generativity is an impor-
tant psychological goal (Uhlenberg, Cooney, & Boyd, 1990). Generally, because of the lack of
economic equality in most marriages, women experience a significant decline in their stan-
dard of living after a divorce at virtually any age, while men may actually experience an en-
hancement in their material comforts and financial security, in part because of discrepancies
between what men and women earn in many cultures. People today are no longer as com-
mitted to staying together beyond midlife if they perceive problems in their marriages, par-
ticularly difficulties associated with poor communication and unrewarding physical intimacy.

Sometimes, people believe that a newly divorced person seeks and experiences a new sex-
ual liberality. The stereotype of divorced individuals behaving permissively or promiscuously
is not supported by research, however (Stack & Gundlach, 1992). Apparently personal val-
ues are a significant issue in postmarital decisions about sexual expression. One’s level of for-
mal education and spiritual values are correlated with the number of sexual partners a per-
son will have after divorce, as well as the frequency of sexual intercourse. Almost all of the
respondents in this study reinitiated sexual relations after their divorces. Both women and
men reported having an average of 1 or 2 sexual partners during the year following their di-
vorce. Apparently the stereotype noted above is not founded in fact. However, divorced
women seemed more willing to explore non-intercourse avenues of sexual pleasuring more
than when they were married.

Unrewarding sex is sometimes involved in a decision to separate or divorce. Sometimes a
decline in quality is very gradual and may not even be apparent to one or both of the spouses
(Vaughan, 1986). This is one reason why dating and exploring sexual opportunities after a

divorce can seem so exciting. For some, there is a sense of exhilaration and re-
lief in no longer having to keep an affair a secret. The outcomes of the split of-
ten depend on who wanted it, why, and for how long. In almost all cases, di-
vorced people have to learn new social roles and sometimes new strategies for
interpersonal relationships (Fig. 13-11). Society doesn’t offer any rules about
how to proceed, and it is often difficult to simply discard old ways of thinking,
feeling, and behaving.

Various factors affect the likelihood of remarriage after divorce. Generally, the
younger a person is when divorced, the greater is the probability he or she will
remarry. While 89% of people under the age of 25 who separate will remarry, the
number falls to 31% of those over age 40. The shorter the duration of the first
marriage, the greater the chances that a person will remarry. Of those whose first
marriage lasts less than a year, 89% will remarry. However, of those whose first
marriage lasts 10 or more years, 52% will remarry. Finally, the younger a person
is at the time of the first marriage, the greater is the probability of remarriage. Of
those who marry between 14 and 17 years of age, 84% will remarry if they di-
vorce. Yet if a person does not marry until the age of 23 or later, 51% will remarry
if they divorce. These data are from Bumpass, Sweet, and Martin (1990).
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FIGURE 13-11 In the film
Kramer vs. Kramer, Dustin
Hoffman’s character reveals
some of the painful emotions
of a man separated from his
son after a divorce. A sense of
failure and frustration accom-
panies divorce for many
women and men.



Sex in Later Life

The sexual issues and problems people confront change as they grow from adolescence into
young adulthood and from young adulthood to middle age. These changes are a part of a per-
son’s overall growth and development and his or her functioning in social settings. Changes
continue as we age into and through our later years. Our society has many beliefs and feelings
about the place of sex in later life. Youth is equated with beauty, thinness, vitality, and sexi-
ness. Older Americans are often portrayed as “cute,” “darling,” “wise,” or “ornery”—anything
but “sexy.” Why? There is a common prejudice called ageism, which involves common per-
ceptions of the aging and elderly that are much more negative than people are in reality.

Ageism is a prejudice no less troubling than racism or sexism. Although here we are re-
ferring to older people, ageism is also present in the stereotyping of teenagers, young moth-
ers, and middle-aged men. Using age as a way to pigeon-hole people into categories lacks sen-
sitivity to different characteristics of people and lumps them into categories they might not
belong in. Ageism focuses attention on negative qualities in older people, and perhaps most
troubling, it hurts an older person’s self-esteem. An obvious problem with ageism is that it
denies the existence and the normality of sexual feelings, thoughts, or behaviors in older
people. For example, when teaching about sex in later life in our classes, we have often heard
a student wryly comment, “Oh, please spare me the details!” (Fig. 13-12).

Let’s first put this issue in a demographic and historical perspective. Segraves and
Segraves (1995) remind us that in virtually every country in the world, older people are ac-
counting for a progressively larger percentage of the population. For example, in 1900 in the
United States, only 4% of the population was 65 years of age or older. However, in 1980, this
segment of the population accounted for 12% of the population, and in the year 2000 20% of
the American population were 65 or older. A person who turns age 65 today has a life ex-
pectancy of another 17 years (Bienenfeld, 1990). There is little reason why older people can-
not enjoy their full vitality and humanity during this time, including sexual expression. Both
women and men experience a gradual decrease in the frequency with which they have sex-
ual intercourse through their 40s, and a more obvious decline after they have reached the age
of 70 (Segraves & Segraves, 1995). This is not to say, however, that sexual expression and en-
joyment have diminished importance in later life. It remains a basic source of feelings of well-
being and self-esteem for many aging and elderly Americans.

Sexual changes in later life are closely related to other changes that accompany normal
aging. Segraves and Segraves (1995) summarized these as follows:

1. Age is associated with an increased incidence of most disease states, and many of these
diseases or their treatment may interfere with sexual function.

2. The separation between normal aging and health problems often seems arbitrary.
3. Sexual functioning is quite variable among all age groups.
4. The definition of ‘geriatric’ needs to distinguish between ‘young seniors’ (65–70), a

group who are more sexually active than ‘old seniors’ (80–90).
5. Sexual function is influenced by the availability of a partner, the relationship with that

partner, and that partner’s general health.
6. Sexual function is multidetermined and a clear separa-

tion of biological from interpersonal and cultural fac-
tors is often impossible. (p. 89)

Aging and elderly people frequently have sexual thoughts
and feelings and enjoy sharing sexual behaviors. In fact, one
of the biggest problems for these populations is finding a reg-
ular, interested and interesting sexual partner. One intrigu-
ing study of more than 350 elderly Italians between the ages
of 65 and 105 revealed that higher educational attainment
and higher levels of cognitive functioning were explicitly as-
sociated with remaining sexually active and being interested
in sex among this sample (Padoani et al., 2000). There is
nothing at all wrong, abnormal, or unusual about wanting to
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Ageism A prejudice that
stereotypes aging or elderly
people as somehow weak, im-
paired, unwholesome, or asex-
ual.

FIGURE 13-12 Ageism often
makes it difficult to recognize
the wholesome, vital, and en-
ergetic aspects of adults at
mid-life and beyond. This
prejudice colors our percep-
tions of the aging and elderly
in unpleasant ways.



have sexual intercourse well into old age. Maybe as older adults have a continuing large pres-
ence in our society, the stereotype of older people as asexual will diminish. There is nothing
whatsoever unwholesome about eroticism in later life.

Myths About Sex in Later Life

Most stereotypes and prejudices involve false information, and the same is true with ageism.
Felstein (1968) summarized a number of common misconceptions about sexuality in later
life. Felstein’s discussion of these myths is prefaced by an interesting fact in the history of
geriatric medicine. (Geriatrics is the medical specialty, while gerontology is the social science
that deals with psychological, sociological, and anthropological aspects of aging.) In 1948,
The Social Medicine of Old Age by Dr. J. H. Sheldon identified some of the most common prob-
lems among old people and ways doctors could recognize these and assist their patients. In-
terestingly, this book entirely omitted any discussion of sexual expression among aging and
elderly people. It almost seems that this well-known specialist had no interest in the place of
sexuality in the lives of his older patients.

While social perceptions of the normality of sexual expression in later life have been slow
to change, the fact that the population in the United States is getting older has stimulated an
interest in sex in later life. One of the most popular books about sex written for the lay pub-
lic, The Joy of Sex by Alex Comfort, was written by a specialist in medical, psychological, and
social factors affecting older adults. One of his main messages is that nothing about shared
sex is restricted to young people. This writer had an open, healthy attitude toward sexual be-
havior among members of the geriatric population. Although society now seems more re-
ceptive to such information, myths still abound regarding older people having (and enjoy-
ing) intercourse. Let’s quickly review some of these myths described by Felstein (1968).

Myth: Sex is Only for Procreation, Not Recreation
This is the common belief held that the only “appropriate” reason for having sexual in-
tercourse is to make a baby. We explored this notion in Chapter 2 when discussing how
historical, religious, and philosophical factors affect how people feel about sexuality. This
belief implies that if intercourse cannot lead to pregnancy, then there is really no reason to
be having sex in the first place. While men often continue to produce mature sperm
throughout their lives, in some cases well into their 80s and 90s, a woman stops produc-
ing fertilizable eggs after menopause. Does this mean that this couple shouldn’t be having
sex? We disagree with this perspective and are certain that whether or not a couple can
conceive a child, there is much love, intimacy, and nurturance to be shared during sex.

Myth: Feelings of Sexual Arousal are Built Primarily on Physical Attractiveness
As we discussed in an earlier chapter, physical attractiveness often gets people to notice

each other and initiate a relationship, but the longer a couple
stays together, the more obvious it is that many other factors
help create and maintain good rapport, trust, communica-
tion, and affection. An obvious aspect of ageism is that older
people are not perceived to be as attractive as young adults.
Because many younger people do not perceive aging or eld-
erly individuals as attractive, they find it hard to think about
them having and enjoying sexual interactions. As we age, of
course, our bodies change. But these changes do not usually
diminish the devotion, freedom, and mutuality many older
couples share, which can facilitate their enjoyable sexual
sharing.

Myth: The Desire for Intercourse is Highest in Youth and
Quickly Declines Afterwards
Although it is true that the frequency of intercourse usually
declines with age, this is not a sudden loss of sexual interest
or behavior (Fig. 13-13). Aging and elderly people still want
to have intercourse, however, and often frequently. The most
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FIGURE 13-13 Aging adults
often enjoy an active and var-
ied sexuality. Declines in the
frequency of sexual inter-
course do not always reveal
declines in sexual interest
during these years.



commonly reported reason for a decline in the frequency of sexual intercourse beyond age
65 is the lack of a regular partner, since one in three Americans over the age of 65 lives
alone. Many of the elderly have sex just as frequently as their middle-aged counterparts.

Myth: Romantic, Passionate Love is Only for Young People
It is just plain wrong to think that romantic love occurs only among adolescents and
young adults. Romantic love, feelings of infatuation, and sexual passion can be experi-
enced and enjoyed throughout the lifespan. As we discussed in relation to Sternberg’s Tri-
angular Theory of love in Chapter 6, although passionate feelings are an important ingre-
dient in feelings of love and affection, other attributes too maintain these strong, enjoyable
feelings well into old age. Unfortunately, the public displays of affection we take for
granted among teenagers and young adults (kissing, hugging, holding hands, walking
arm-in-arm) may elicit thoughts of “Act your age!” when seniors are engaged in the same
behaviors.

Myth: Our Sexual Anatomy “Deteriorates” as We Age
Although our bodies, including our sex organs, change as we get older, they certainly don’t
“deteriorate.” This is just another misconception that contributes to ways old people are
misperceived in our culture. Yes, a woman’s breasts may sag. Yes, we lose some pubic hair
just as we lose hair on our heads. Yes, we often put on a few pounds over the course of a
lifetime. But there is nothing inherently unsavory, unhealthy, or impaired about our sex-
ual anatomy just because we get old. There are some predictable changes in our sexual re-
sponse cycle as we age into and through our later years, but these are not substantial or-
ganic declines. Most people remain healthy, vital, and energetic well into their 70s and
often their 80s. People who take care of themselves can expect only insignificant declines
in their ability to share sexual enjoyment. Lifestyle issues that contribute to good health
in adolescence and during pregnancy are just as important at the other end of the lifespan.

Myth: Older People are Too Frail to Fully Participate in Sexual Intimacy
In addition to the myths described by Felstein, Schlesinger (1996) has added a few more,
such as this one, which is plainly absurd for most older people. The emotional and phys-
ical enjoyment a couple experiences when they share sexual intimacy (whether or not it
involves intercourse) has little to do with vigor. Changes in the sexual response cycle in
later life might slow down arousal or lengthen the amount of time a person spends in the
plateau stage, but this does not mean lessened delight in one’s partner.

Myth: Older People Cannot Control Their Sexual Desires
Schlesinger (1996) includes this judgmental perspective among the myths that color peo-
ple’s thinking about sex in later life. It stems from the belief that older people are not de-
sirable, desirous, or capable of enjoying guilt-free, undiluted pleasure when they share
sexual intimacy. This myth is a manifestation of the belief that older people should “act
their age.” Additionally, this myth is behind phrases like “dirty old man” or “old fool,”
which are unfortunate ways of stereotyping men in later life. Some people also have trou-
ble accepting the fact that older women may indeed also be very interested in enjoying
shared sexual experiences.

All these myths distort reality. The simple truth, as described by Masters & Johnson
(1966), is that a couple can continue to have an active, enriching sex life if they are in fairly
good health and have an interested and interesting partner.

The Psychosocial Arena of Sex in Later Life
Erik Erikson’s psychosocial theory of development is important and applicable in old age as
in earlier life stages. The eighth and final stage in this theory explores the implications of in-
tegrity versus despair. Where one falls on a continuum between these two poles profoundly
affects one’s adjustment to marriage in later life, as well as one’s friendship patterns. When
individuals arrive in late life with a sense of integrity, for Erikson this implies that they can
look back over the course of their entire life and feel that they have always tried to do the
best they could with the resources available to them at the time. Winston Churchill once said,
“Do the best you can with what you have where you are.” When people can look back over
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the course of their lives and feel in all honesty that they have tried to do their best, they age
with a sense of integrity and the sense of completeness that comes with it. In contrast, when
individuals approach the end of their life feeling that at some point they gave up and stopped
trying to do the best they could or be the best person they could be, they instead age with a
sense of despair. They are often bitter, self-focused individuals with no real potential for in-
timacy and mutuality in later life.

Social scientists have known for many years that one’s level of sexual activity in later life
often reflects one’s earlier sexual behavior (Thienhaus, Conter, & Bosmann, 1986). Addi-
tionally, the degree to which a person understands the physical changes that normally ac-
company sexual aging is related to his or her resiliency and flexibility in adapting to these
changes. Importantly, everyone is not equally susceptible to society’s ageist messages, and
how one thinks about one’s own aging is extremely important in predicting how smoothly
and happily a person will approach the changes in late life development. The old adage
“You’re only as old as you feel” has a lot of truth to it.

Knowing about normal sexual aging may help older women and men avoid falling into
the trap of expecting or, even worse, trying to force the type of sexual behaviors and respon-
siveness they may have enjoyed as younger adults (Meston, 1997). Society’s myths give older
adults the idea that lessened sexual intimacy is inevitable as we get older. However, there are
many important positive aspects of sexual expression in later life. Butler and Lewis (1973)
summarized these succinctly:

1. The opportunity for the expression of passion, affection, admiration, loyalty, and other
positive emotions.

2. The affirmation of one’s body and its functions—reassurance that our bodies are still
capable of working well and providing pleasure.

3. A way of maintaining a strong sense of identity, enhancing self-esteem, and feeling val-
ued as a person.

4. A means of self-assertion—an outlet for expressing oneself when other outlets for do-
ing so have been lost.

5. Protection from anxiety as “the intimacy and the closeness of sexual union bring se-
curity and significance to people’s lives, particularly when the outside world threatens
them with hazards and losses.”

6. Defiance of stereotypes of aging.
7. The pleasure of being touched and caressed.
8. A sense of romance
9. An affirmation of a life that has been worthwhile because of the quality of intimate re-

lationships that have been developed.
10. An avenue for continued sensual growth and experience.

—After Schlesinger, 1996, 128–129

Following are some facts about the amount of sexual sharing common in later life
(Schlesinger, 1996).

◆ People 65 and older are often having as much sex as, and in some cases more than, people
aged 18 to 26 (The Janus Report on Sexual Behaviour, 1993).

◆ Most older gays and lesbians prefer to associate with peers of a similar age and have active
sex lives with same-age partners (Berger, 1982).

◆ Forty percent of the women and half of the men in their 60s masturbate. Two-thirds of the
women are sexually active; half or more have sex at least once a week (Brecher, 1984).

◆ In old age, ignorance of the facts surrounding sex is the greatest single deterrent to the ac-
tive enjoyment of sexuality (Masters & Johnson, 1966).

—After Schlesinger, 1996, 126-127

Steinke (1994) carried out two questionnaire studies to learn more about sexual attitudes
and knowledge among aging women and men, as well as to explore their level of sexual ac-
tivity and sexual satisfaction. Subjects in this study were between the ages of 60 and 83, with
a mean age just over 70. Most subjects were married (70%); 19% were widowed. Two-thirds
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lived with their spouse, and 31% lived alone. In all, 308 respondents completed question-
naires. Their sample was relatively well-educated: 46% had attended or graduated from col-
lege, and 25% had attended graduate school or earned a postgraduate degree. Their question-
naire responses showed these subjects were liberal in their sexual beliefs. Sexual activity in
these studies included having sexual intercourse, intimate fondling, and masturbatory behav-
ior. The average sexual activity for the men in this sample was about five times a month and
about four times a month for women. These subjects reported a wide variation in their sexual
satisfaction or enjoyment. Generally the subjects who were most sexually active reported hav-
ing more accurate information about sex, more permissive attitudes about sex, and a greater
religiousness in their lives. Respondents who were married scored a bit higher on the sexual
knowledge survey than subjects who were widowed, followed by those who were separated or
divorced. Finally, many subjects were particularly interested in the impact of chronic ailments
and the medications used to treat them on sexual behavior and enjoyment. Data like these em-
phasize the fact that aging and elderly people know a good deal about sex, remain sexually ac-
tive, and are somewhat concerned about illnesses and medications with regard to their impact
on sexual behavior. A later section in this chapter concerns sexual dysfunctions in later life.

Menopause

After menopause women can no longer conceive and bear children, at least not without some
rather unusual assisted reproductive technologies. Menopause is often an important devel-
opmental event in a woman’s life. Social scientists often use the term climacteric to refer to
an important turning point during a person’s life, and that term is frequently used for both
women and men although in women only it is accompanied by a specific constellation of hor-
monal, anatomical, and physiological changes. Menopause is not a sudden cessation of men-
struation and abrupt end of fertility, however. The process of menopause can take place over
the course of a few years. It involves irregularities in menstruation for many months before
a woman stops having periods, and during this time she may continue to ovulate occasion-
ally. Menopause in women and the climacteric in men are often referred to as the “change of
life,” although there is no necessary diminished quality of life, lessened energy, or frequent
unruly moods. Menarche and menopause are similar in that both are important develop-
mental events in the lifespan of women. When women are well informed and prepared for
these changes, they are far better able to understand and cope with them. Menopause often
involves the re-emergence of a concern we discussed in regard to adolescent sexuality: the
important relationship between self-esteem and body image. People often become concerned
at midlife that they have gained weight, eaten unwisely, perhaps consumed too much alco-
hol, and have been too sedentary. This awareness at about the time of menopause often mo-
tivates people to explore more healthy lifestyles.

For women socialized to think of their primary role in terms of conceiving and bearing
children, menopause may occasion a re-assessment of their values, identity, and roles within
and outside of the family. Whether or not a woman has had a child or children, the simple
awareness that she is no longer fertile can be troubling for some. For women who decided
early in life not to have children, the onset of menopause is sometimes a reminder of how ir-
revocable that decision was and may provoke feelings of regret.

The changes accompanying menopause are hormonal, anatomical, and physiological. Ad-
ditionally, menopause may cause some increased health risks for women, such as osteoporo-
sis and coronary artery disease. In all, many aspects of a woman’s life may be affected.
Nonetheless, only one woman in five has enough difficulty to require medical assistance. Of
course, women frequently do not go through menopause alone. The changes discussed be-
low affect not only the woman but often her partner as well. Because some moodiness often
occurs during menopause, men too need to be fully prepared for these changes.

Hormonal and Physiological Changes in Women During
Menopause
Psychological, physiological, and anatomical changes accompanying menopause result from
the gradual cessation and then the complete stoppage of ovarian function. A woman’s ovaries
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stop producing hormones, the most important of which is estrogen. Historically, much was
made about how this affects a woman’s moods:

. . . Unfavorable news, slight mishaps, arguments, all manner of little occurrences that
would not disturb a normal individual cause quite a nervous and mental flurry.

These people are irritable and easily aggravated or excited to anger by deed or word.
They are hard to please. Noises of playing children, the radio—almost anything stirs
them to action. In fact, they need no special stimulus. They are simply hard to get along
with. In many instances they acknowledge this condition but state that they cannot help
being so.

—A. A. Werner, in Fishbein and Burgess, 1947, p. 476

This statement provides an interesting perspective regarding the way the medical estab-
lishment used to view menopause. Happily, contemporary perspectives are less stereotyped
and are far more optimistic.

Beginning at about the age of 40, the number of ovarian primary follicles in a woman’s
ovaries begins to decline more rapidly. Also at this time, the levels of FSH in a woman’s blood-
stream begin to fluctuate widely. Sometimes there are large increases in the amount of this
hormone while the primary follicles are decreasing sharply in the ovary (Burger, 1994). Ad-
ditionally, these changes are frequently accompanied by menstrual cycles of widely differing
durations, from 28 days long to as long as 48 days. Yet even when these changes are hap-
pening, the woman may experience none of the traditional symptoms of menopause. Gener-
ally when women begin to experience the gradual onset of menopause, a number of symp-
toms begin to appear, including the following:

1. Women may begin to experience symptoms of premenstrual syndrome. These may oc-
cur for the first time or, if a woman has experienced them in the past, the symptoms
may grow more pronounced.

2. Regardless of PMS, mood swings become more common at this time.
3. Depression and/or anxiety may occur, often without obvious precipitating cause in the

psychosocial environment.
4. Irritability and/or anger may occur in relationships when there is little apparent rea-

son for these feelings.
5. Women may have difficulty concentrating on intellectual and/or motor tasks for pro-

longed periods of time.
6. Changes in one’s normal sleep pattern may occur. Some women have a need for less

sleep, while others feel they need much more. Some women have insomnia and the
fatigue that usually accompanies it.

7. Changes in appetite. Although some women gain weight when they are going through
menopause, others experience a noticeable loss of appetite.

8. Previously regular menstrual cycles begin to become irregular in both duration and
amount of menstrual discharge. There may also be changes in the amount of discom-
fort accompanying menstrual cramps.

9. Diminished vaginal secretions. Lubrication accompanying sexual arousal is usually
both reduced and delayed in onset after erotic stimulation begins.

10. “Hot flashes” begin to occur and sometimes wake women during the night when ac-
companied by night sweats. A hot flash is a sudden feeling of warmth that may involve
excessive perspiration and itching of the skin.

Although this list does not describe all of the many symptoms that may accompany
menopause, these are the most common. Despite the decreases in ovarian estrogens at this
time, a woman can still become pregnant while going through these changes. The once small,
smooth, pink ovaries of a younger woman become tiny, shrunken, and gray. In the United
States, most women reach menopause in their early 50s, with some variability, but this
process can take many months or a few years. The term perimenopausal describes the months
that immediately precede and follow the cessation of menstruation, and the term post-
menopausal describes the years that follow this transition. We emphasize the fact that
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menopause takes place over a prolonged period of time because this
is an important developmental challenge for women at mid-life, and
while this is happening they are still wives, mothers, and workers with
a number of important roles to play.

Health Problems Associated With Menopause
Decreasing amounts of estrogen in a woman’s bloodstream predis-
pose her to a number of health problems. For example, medical and
social scientists have long known that estrogens offer women many
protective effects against coronary artery disease. The “bad choles-
terol,” low-density lipoprotein (LDL), in a woman’s bloodstream be-
gins to rise, and the “good cholesterol,” high-density lipoprotein
(HDL), begins to fall. Therefore, many of the protective effects of
good cholesterol are diminished (Fig. 13-14). The risk of developing
heart disease is magnified in women who smoke, drink, or are over-
weight. Many doctors encourage menopausal women to be cautious
in their dietary habits, to give up smoking, and to get moderate ex-
ercise regularly.

Another consequence of lowered levels of estrogen in a woman’s
bloodstream is an increased risk of osteoporosis, a condition in which
the loss of calcium from bones makes them more brittle and more
likely to break in a fall or other injury (Fig. 13-15). This condition
takes place gradually and may be affected by hereditary factors. Ac-
cording to Reinish (1990), women most likely to experience osteo-
porosis are: 

1. Women who have a mother or sister with severe osteoporosis
2. Caucasian or Asian women
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3. Slender women
4. Women who smoke cigarettes
5. Women who regularly consume alcohol
6. Those who do little or no weight-bearing exercise and are sedentary
7. Women who have consumed less than 1,000 milligrams daily of calcium when they

were younger (either as a part of their diets or in the form of supplements)
8. Women who have used cortisone over a number of years
9. Women with hormonal problems early in life that led to low levels of estrogen at that

time
—After Reinish, 1990, p. 213

The most effective way to avoid osteoporosis in later life is to build and keep as much
bone mass as possible during adolescence and early adulthood by eating a variety of foods
rich in calcium (but ideally low in fat). Low-fat dairy products and leafy green vegetables are
particularly rich in calcium and should be regularly incorporated in a woman’s diet. Hope-
fully, these good eating habits continue throughout a woman’s life.

Skin changes also result from declining amounts of estrogen in the bloodstream. One of
the basic building blocks of skin tissue is collagen, which acts like an adhesive to keep skin
smooth, soft, and taut. When estrogen levels fall, there is a breakdown in collagen in the skin,
as well as in other body tissues. This may accelerate the normal wrinkling that accompanies
the aging process. Smoking cigarettes further accelerates the breakdown of collagen in the
skin, and the combination of menopause, smoking, and long-term exposure to the sun can
cause some rather dramatic changes in the skin. Many women’s face creams, especially the
more expensive ones, contain synthetic estrogens because some think these agents keep skin
tissues moist, soft, and taut.

Hot flashes are feelings of being flushed, warm, or itchy due to a sudden dilation of blood
vessels in the skin. The physiological causes of hot flashes are not known. The head, face, and
neck are frequently affected, although hot flashes can affect the entire body. They are often
accompanied by heavy perspiration that, when occurring during sleep, is commonly called
“night sweats.” Neither heart rate nor blood pressure increases during these episodes, and
skin temperature does not increase. As of this writing, we know of no specific hormone re-
lated to the incidence or severity of hot flashes, and there are no effective, reliable treatments.
Hot flashes are often uncomfortable and highly distracting and may also cause embarrass-
ment. Women are frequently distressed by them and can be upset if the men in their lives are
not sympathetic or supportive about this normal aspect of menopause.

Breast changes are also common during the normal progression of menopause. Breast
tissue responds to changing levels of estrogen and progesterone in the bloodstream, affect-
ing the appearance of a woman’s breasts, along with a loss of the elasticity of the connec-
tive tissues that support the breasts. Whether a woman has had and/or nursed babies is also
thought to affect breast configuration. The impact of long-term use of oral contraceptives
on breast changes in later life is not well understood. Breast appearance changes can be im-
portant at this time in the lifespan because of the relationship of body image and self-
esteem.

Urinary system problems occur commonly with menopause but are seldom discussed. Be-
cause the tissues of the urinary system also require estrogen for proper health and function-
ing, the falling levels of estrogen at menopause often affect a variety of urinary behaviors and
may cause difficult or painful urination, feelings of needing to urinate frequently with little
resulting volume, the need to get up frequently at night to urinate, an urgent need to urinate,
and urinary incontinence. A variety of drug therapies are often effective for these uncom-
fortable and sometimes embarrassing problems.

Changes in the endometrium frequently accompany menopause, sometimes from its ear-
liest signs. Because the thickness of the lining of the uterus changes during a woman’s nor-
mal menstrual cycles due to the action of estrogen and progesterone, diminished secretions
of these hormones during menopause affect the amount and regularity of menstruation.
Some women begin to have extremely heavy and uncomfortable periods at this time but can
be helped by a variety of surgical and drug therapies.
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Hormone Replacement Therapy
One of the most controversial aspects of medical treatments for menopause involves taking
hormone pills to replace the hormones a woman’s ovaries are no longer producing. Hormone
replacement therapy (HRT) has stimulated an enormous amount of speculation, opinion, and
research. Although some physicians are quietly and firmly supportive of the benefits of HRT,
others have concerns and are more cautious. This is a very active area of research, and new
drugs and drug combinations are being developed even as this is being written. Doctors take
into account a number of factors when deciding whether HRT is appropriate for a patient,
such as the seriousness of her symptoms accompanying falling levels of female hormones, her
risks of developing coronary artery disease and osteoporosis, and her risks of breast cancer
or other cancers of her reproductive system. Every woman has a somewhat unique situation
to discuss with her doctor. As with any medical treatment, possible benefits must be weighed
against potential risks. Physicians must also consider the patient’s compliance or adherence,
since gynecologists today estimate that one-third to one-half of women for whom HRT is pre-
scribed either do not fill their prescription or stop taking the pills. Little is known about why
patients do not follow medical recommendations that are likely to be beneficial.

Although HRT effectively minimizes some of the health problems discussed in the previ-
ous section, some women should avoid hormone replacement under most circumstances, in-
cluding women who have a family history of ovarian, uterine, or breast cancer or who have
large benign uterine tumors, blood clotting abnormalities, or gallbladder or liver disease.
However, women who do not have these risks and who are likely to develop osteoporosis af-
ter menopause may be very good candidates for these drugs. The earliest HRT agents used in
the 1970s had rather large doses of estrogen and were implicated in a rise in the number of
cases of endometrial cancer. Lower doses of estrogen significantly lowered the risks of this
problem, and today many women use low-dose estrogen in combination with progestin or, in
some cases, testosterone. The combination of estrogen and progestin essentially eliminated
the suspected link between HRT and endometrial cancer. Even though the use of HRT is in-
creasing in this country, most menopausal women do not take these hormones. Women who
have had the uterus removed do not need HRT.

Synthetic hormones can be introduced into a woman’s body in a number of safe, reliable
ways. Hormone pills are the most common form of HRT. Oral hormones usually help raise a
woman’s level of HDL (the “good cholesterol” discussed earlier). Estrogen patches are an-
other good way to introduce hormones into the bloodstream (Fig. 13-16), but estrogen
patches do not raise good cholesterol levels. Another way to administer hormones is by in-
jection, but this method requires monthly visits to the doctor and may also require expensive
blood tests to assess hormone levels in the bloodstream. In addition, these injections do not
increase the amount of good cholesterol in the bloodstream. Although these alternatives in-
troduce hormones into a woman’s circulatory system, there are other forms of HRT as well.

With a topical application, hormone creams are applied
directly on a woman’s skin or vaginal tissues. Estrogen and
progestin skin creams can be applied over the abdomen or on
the arms or thighs. The same amount of cream should be ap-
plied each time, but this is not always easy to do, and many
women report that this method is sloppy. Women using skin
creams often have blood levels of these hormones much
higher than women taking hormone pills or using patches.
Vaginal creams are especially useful, however, for women
who are troubled only by vaginal changes during meno-
pause, such as dryness, painful intercourse, and itching. The
estrogen in vaginal creams does enter the woman’s blood-
stream, however, so care and consistency in applying them
are important.

Despite the benefits of HRT pills, there are a number of
annoying or troubling side effects. By some estimates, about
half of the women using these pills will continue to experi-
ence vaginal bleeding for a number of months. The method
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of HRT administration depends on the individual’s personal health situation and is generally
decided in consultation with her physician.

Benefits of Hormone Replacement Therapy When menopause is accompanied by
troubling, uncomfortable, or embarrassing symptoms, HRT is often highly effective in mini-
mizing or eliminating these in addition to reducing the risks of developing more serious
problems like osteoporosis. Of women experiencing hot flashes, one-fourth to one-half will
enjoy a significant relief when using HRT. This is especially important if a woman has been
suffering from loss of sleep due to hot flashes at night and night sweats.

When estrogen levels in the bloodstream fall during menopause, there is also a loss in the
elasticity, softness, and tone of vaginal tissues. This can cause burning, itching, and uncom-
fortable intercourse. Women using HRT are significantly helped with these problems, but a
woman may need to wait several months before these benefits of HRT become obvious. Uri-
nary incontinence can also be helped somewhat by HRT, but most physicians recommend
Kegel exercises as well (described in Chapter 3). The combination of both approaches is of-
ten very effective in eliminating this problem.

Finally, many women experience periods of anxiety and depression during menopause
and are often unprepared for the seriousness and persistence of these problems. These diffi-
culties can be more troubling if the woman is having a hard time reevaluating her identity re-
garding the end of her fertility. Fortunately, HRT can also help women regain a more calm,
optimistic outlook on life.

The Risks of Hormone Replacement Therapy As with other medicines and medical
treatments, there are some important risks women should be aware of before they and their
doctors decide on HRT. These problems do not happen to most women who begin HRT, but
again, the use of any medication must involve weighing the possible benefits against the po-
tential problems. Medical investigators have long been worried about a possible link between
HRT and reproductive system and breast cancers. The addition of progestin to estrogen re-
placement therapy seems to have significantly reduced the risks of these cancers, even though
the suspicion of some risk continues. As of this writing, doctors believe that among women
who have never had reproductive system or breast cancer, HRT for a period of 5 years or less
seems to be medically advisable for women with troubling menopausal symptoms and is ac-
companied by relatively small risks (Burger & Kenemans, 1998). However, among women
who have had these cancers, HRT should not be prescribed, even for women having a very
difficult time with their menopausal symptoms.

Uterine (endometrial) cancer is the reproductive system cancer most likely to be related
to HRT, especially when estrogen is used without progestin. The use of the latter agent, how-
ever, is thought to significantly reduce the risks of these cancers, but this is a complex issue
with few clear answers or recommendations for every woman. The relationship between HRT
and breast cancer has also been a concern for many years now, but the chances of developing
this disease are affected by a number of fairly well-known risk factors. As with uterine can-
cer, it is not known precisely just how much the addition of progestin to estrogen will reduce
the risk of developing breast cancer. Women with close relatives who have had breast cancer
may not be good candidates for HRT, however, nor are women who smoke cigarettes and/or
consume two to three alcoholic beverages each day (Zumoff, 1998). In fact, many doctors to-
day recommend limiting alcohol consumption at this time and increasing the number of serv-
ings of antioxidant-rich vegetables (such as broccoli and cabbage) in one’s diet. Still other sci-
entists have found no increase in the development of breast cancer in women using HRT who
have had a relative with breast cancer (Sellers, Mink, Cerhan, Zheng, Anderson, Kushi, &
Folsom, 1997).

Until the last few years, physicians believed that HRT offered postmenopausal women
some protection against the development of coronary artery disease.  We have noted above
the favorable effect of these synthetic hormones on HDL—“good” cholesterol.  However, our
understanding of the development of heart disease has changed somewhat, and cholesterol
levels alone may not explain fully how coronary arteries become damaged and/or closed in
later life. Today, investigators believe that HRT does not reduce the risk of developing coro-
nary artery disease (Vogel, 2003), and HRT may in fact be a negative factor in the develop-
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ment of cardiovascular problems (Davison & Davis, 2003).  This situation is complicated and
awaits further results from large medical studies.

The potentially harmful risks associated with HRT may or may not affect any particular
woman, and overall the chances of developing these diseases is relatively low. There are, how-
ever, a number of side effects that are far more common. Vaginal bleeding is probably the
most common, troubling aspect of HRT and is most likely to occur when progestin is no
longer a part of the treatment regimen. Vaginal bleeding will lessen in most women taken off
progestin, but some women will continue to bleed as long as they are taking HRT. This side
effect can be very difficult for some women to manage, and it is important to talk with one’s
doctor about different medications, different doses, and different timing of medication
throughout the course of the month. In addition to vaginal bleeding, breast pain may also ac-
company HRT, and this is especially likely to occur when progestin is part of the management
of menopausal symptoms.

Generally, most physicians are willing to prescribe HRT to assist women who may be hav-
ing troubling or uncomfortable symptoms associated with menopause, but do not favor its
long-term use after these problems end.

Managing Menopause Without Hormones Many women choose not to use estrogen
and/or progestin replacement after having discussed the matter thoroughly with their doctor,
and there are a number of well-documented reasons they choose this alternative with a clear
conscience (O’Leary Cobb, 1994). Here is a brief summary of some of these reasons.

1. Many women view menopause as a natural life transition. They feel that the discom-
forts and annoyances associated with the change of life are normal and can be tolerated
with a little patience, guidance, and reassurance from their doctor.

2. Not all women see osteoporosis as a threat. Women without a family history of this
disease and those who have built bone mass through diet during their adolescence and
young adult years do not feel that they are at risk for the development of osteoporosis.

3. The side effects of HRT can be very annoying. Earlier we noted that often women who
are prescribed estrogen or estrogen and progestin combination drugs do not fill their
prescriptions or do not continue to take them regularly if they do. Vaginal bleeding,
weight gain, breast discomfort, and headaches may play a role. If a woman knows
someone who is dealing with these problems, she may decide that HRT isn’t for her.

4. The distinction between prevention and treatment. Women who have been careful to
eat a good diet and get plenty of aerobic exercise do not feel that they need HRT as a
prevention against the development of health problems later in life. After all, they have
already been taking pretty good care of themselves and may not believe that medica-
tion can do what their lifestyles have already accomplished.

5. Many women do not think estrogen is safe. While a woman’s doctor might tell her that
HRT is safe, she is often skeptical when her blood pressure is checked, a cholesterol test
is ordered, a mammogram is carried out, and a thorough medical and family history are
taken. After all, if estrogen is supposed to be so safe, why do all these tests?

6. Many women are aware of the suspected link between breast cancer and HRT. De-
spite what her doctor may tell her, many women are very concerned about the devel-
opment of breast cancer and the role HRT might play in this process. This is especially
true of a woman who has had a friend who has or had breast cancer.

—After O’Leary Cobb, 1994, p. 526

These issues show there are several complex issues involved and that it is sometimes dif-
ficult to go against medical opinion for personal reasons. But there are a number of highly ef-
fective ways of managing menopause without using hormones.

Regular, moderate aerobic exercise will diminish the risks of developing both osteoporo-
sis and coronary artery disease, and if exercise has been a lifelong part of a woman’s lifestyle
she can expect to enjoy substantial benefits. If, in addition, she has eaten a diet rich in cal-
cium and low in both cholesterol and saturated fats, she can expect still additional protection
against the development of these disorders. Additionally, data point to a lower frequency of
hot flashes among women who are aerobically active, although more data are needed in or-
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der to learn more about this (Notelovitz, 1994). Finally, a number of herbal alternatives for
menopausal symptoms have become more popular in recent years, and there has been a long
tradition among Japanese women in using these remedies to lessen these symptoms. Some
plants contain compounds that function like estrogen; called phytoestrogens, these have been
clinically proven to diminish many of the more uncomfortable symptoms of menopause,
such as hot flashes. These are present in soy products and isoflavones  (Seidl & Stewart,
1998). Clearly, more research is needed in this area.

Psychosocial Aspects of Menopause
Women do not go through menopause alone. They live with husbands or partners, they in-
teract with co-workers, they may be mothers, and of course they often have extended fami-
lies as well. There is a relationship between the experience of menopausal symptoms and a
woman’s general adjustment in her entire psychosocial environment. Indeed, happiness and
emotional well-being have long been the focus of studies on menopause. About 25 years ago
physicians thought that depression was an almost inevitable accompaniment of menopause
and even had a special name for it: “involutional melancholia.” We know today that there is
no causative relationship between menopause and clinical depression, and this rather old-
fashioned term is no longer used. Although some investigations have pointed to an increase
in the prevalence of psychological symptoms during menopause, others have found no such
relationship. There has been very little research on feelings of well-being or happiness dur-
ing menopause (Dennerstein, 1994).

In a large study carried out in Australia during 1991, 2,000 women at mid-life were sur-
veyed. These subjects were between the ages of 45 and 55, a period that includes the time win-
dow during which menopause occurs in most women. These women participated in a tele-
phone interview that focused on feelings of well-being and happiness. Their names were drawn
at random from the Melbourne White Pages. Perhaps the most obvious and important finding
of this study is the fact that a very large percentage of these subjects used very positive adjec-
tives to describe how they felt “most of the time.” Here are some of the results of this study.

Positive Feelings Percentage of Respondents

Satisfied 61.4

Relaxed 45.0

Clear-headed 72.0

Useful 68.4

Loving 55.5

Optimistic 51.4

Enthusiastic 43.5

Good-natured 70.5

Confident 57.8

Understood 60.4

Interestingly, a very low percentage of these subjects used very negative adjectives to de-
scribe how they felt “most of the time.” Here are more results of this study.

Negative Feelings Percentage of Respondents

Lonely 4.0

Helpless 2.9

Impatient 8.4

Depressed 3.9

Hopeless 15.4
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Withdrawn 2.2

Discontented 4.6

Confused 3.6

Tense 11.4

Insignificant 4.2

—Data from Dennerstein, 1994

Clearly the women in this study did not generally describe their feelings in negative terms
in this large, random, representative urban sample. Overall, subjects who reported fewer wor-
ries about aging and menopause described more positive feelings, and those who reported
more worries about aging and menopause reported more negative feelings. Nonetheless, the
relatively large percentages of subjects using very positive terms and the decidedly lower per-
centages of women using very negative ones is striking.

The relationship between menopause and depression is not easy to unravel. Medical re-
searchers, sociologists, psychologists, and anthropologists often come to different conclu-
sions because they are all working from somewhat different theoretical perspectives and use
different techniques to study this problem. In two large studies carried out in Manitoba,
Canada and Massachusetts, very similar data were collected regarding the prevalence of de-
pression in women during menopause: somewhere between 9% and 11%. In both studies, a
woman’s menopausal status did not seem to be related to the presence or severity of depres-
sion. If lowered levels of estrogen are suspected of being implicated in depression, this asso-
ciation is seen in a very small number of women, and the depression does not seem to last
very long (Kaufert, 1994). Kaufert has found that depression at or around the time of
menopause seems to be more closely related to a woman’s general health status. Longstand-
ing health problems and overall poor health are the strongest predictors of depression among
women at this time in their lives. Yet this author correctly points out that a large number of
factors in a woman’s wider psychosocial environment may also affect whether she experi-
ences depression during menopause. Among these are:

. . . class, income or ethnicity, diet, whether a woman works, her type of work, whether
she is married, has children, when these children were born and their number. In this
model of menopause, a woman’s response to the end of menses will have as much to do
with social attitudes towards the menopausal woman as the impact of declining estrogens
on sexual function.

—Kaufert, 1994, p. 167

Although HRT is beneficial in lessening the seriousness or rate of development of osteo-
porosis, no similarly clear effect is yet evident with regard to depression. Although overall
well-being might be enhanced by taking estrogen during menopause, no cause-and-effect re-
lationship has yet been demonstrated that HRT lessens a woman’s chances of becoming de-
pressed at this time (Hunter, 1994).

Sexual Experience and Expression During Menopause
Despite the normal physical changes that accompany menopause, this life transition need not
mean the end of regular, enjoyable sexual interaction for women. Declining estrogens do in-
deed affect a woman’s body, her sex drive, the ease with which she can experience orgasm,
and the ease with which she can enjoy intercourse without discomfort. A woman’s body
changes during menopause, and sometimes these changes are marked. We have seen that de-
clining levels of estrogen in the bloodstream alter skin softness and elasticity, breasts usually
sag, there is a loss of muscular tone, and skeletal changes occur as well. For many women
body image becomes a troubling preoccupation at this time of life. Often women who don’t
feel very good about their bodies become much less interested in sharing sexual intimacy
(Bachmann, 1995). Therefore, lessened sexual desire is a result of both lower levels of estro-
gen and increased dissatisfaction with body image. When this scenario is coupled with the
prejudices of ageism and the widely held myth that older women don’t or shouldn’t have any
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interest in enjoying sexuality, there are often some real psychological obstacles among women
when it comes to fully enjoying sexuality in later life.

Surveys focusing on sexual activity among women at and after menopause all indicate
a lower frequency of sexual intercourse and other avenues of sexual expression, although
as we have already noted, the frequency of sexual expression in later life can be predicted
by the frequency of sexual expression in young and middle-adulthood. Another important
reason for this decline is the normal tissue changes in a woman’s genital and urinary sys-
tems. Because of these factors and the increasing lack of availability of sexual partners,
there are a number of unhappy sexual aspects about menopause for many women. One
analysis of surveys concerning menopause and women’s sexuality summarizes what is go-
ing on with most of the women studied at different times before, during, and after
menopause (McCoy, 1994). These data reveal that vaginal dryness and diminished lubri-
cation typically begin about two years before a woman’s last menstrual cycle, with declin-
ing sexual interest and decreasing intercourse frequency occurring within a year of this
point in time. Between one and two years after a woman’s last period painful intercourse
(dyspareunia) becomes more common, as do diminished sexual arousal and a lessened
ability to have orgasms, and some women even stop having intercourse (McCoy, 1994, 
p. 586). 

While studies of sexual functioning during menopause typically focus on a woman’s
menopausal status (i.e., premenopausal, perimenopausal [meaning “around the time of
menopause”], or postmenopausal), it is sometimes difficult to assess the impact of this vari-
able independent of a woman’s age. Decks and McCabe (2001) have found that a woman’s
sexual satisfaction with her relationship, her frequency of intercourse, and the possibility that
her male partner had experienced any sexual dysfunction were better predicted by her age
than by her menopausal status; that is, younger women reported higher levels of sexual sat-
isfaction, more frequent intercourse, and a lower probability of having a partner with a sex-
ual dysfunction than older women—irrespective of their menopausal status. Yet these inves-
tigators also found that a woman’s menopausal status did predict whether she herself was
likely to report having a sexual dysfunction, such as loss or lack of sexual interest or loss or
lack of capacity to have an orgasm—these being more common in perimenopausal and post-
menopausal women.

“Male Menopause’’

There is no clear equivalent in men to menopause in women. Scientists have explored this
question and have reported that male “andropause,” as it has been called, is very different
from menopause among women. Specifically, there is no clear end point to most men’s fertil-
ity, nor any sudden fall in the level of male hormones, the two most obvious features of
menopause in women (Fig. 13-17). At the same time, there is indeed diminished fertility

among aging men, as well as gradually falling levels of sex
hormones. Lowered androgen levels begin to become obvi-
ous in a number of ways. For example, there is a decrease in
pubic hair, lessened muscle mass and muscular strength, di-
minished bone mass, decreased sex drive, and lowered fre-
quency of sexual intercourse. These changes, however, may
not be related entirely to falling levels of androgen in a man’s
bloodstream (Vermeulen, 1994). For example, the build-up
of fatty substances in the body’s arteries may diminish the
blood supply to the penis, making erection difficult (Wespes,
2002). There are also the problems of unavailability of sex-
ual partners, boredom with one’s lifelong mate, long periods
of sexual abstinence, and the fear of failure with respect to
sexual performance. These psychosocial factors are also
likely to play an important role in diminished sexual interest
or performance among men in later life.
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FIGURE 13-17 Senator Strom
Thurmond of South Carolina
with his wife Nancy and their
children (clockwise): Paul, 20
months, Julia, 3, Strom Jr., 5,
and Nancy Moore, 6. This
picture was taken November
6, 1977. Senator Thurmond
was born in 1902. Senator
Thurmond died in 2003.



Between the ages of 20 and 80, most men undergo about a 35% decrease in the amount
of testosterone in their bloodstream (Vermeulen & Kaufman, 1995; Tserotas & Marino,
1998). It is unclear whether the testes are making less of this hormone or are not being ade-
quately stimulated by the pituitary gland. Very low levels of male sex hormones are seen in
only a minority of men between the ages of 40 and 80. When these hormonal changes are
coupled with fatigue and the common stresses of aging, lower levels of sexual interest and ac-
tivity may be expected.

Can men just be given androgen to minimize or reverse these problems? As of this writ-
ing, there has not yet been a carefully controlled clinical investigation of the effects of male
hormone supplementation on normal older men, so it would be premature to assume that
this treatment would have beneficial or sexually restorative effects (Burns-Cox & Gingell,
1997). In addition, by some estimates (Vermeulen, 1994), about half of all men 70 and older
have some cancerous cells in their prostate gland that are not causing any clinical, urinary, or
sexual problems. This small number of cells usually doesn’t cause any problems, and doctors
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Other Countries, Cultures, and Customs
Sex in Later Life in Other Cultures

I n 1982, Winn and Newton published a comparative study
about the ways in which sexual feelings and expression in

later life are viewed in 106 different cultures. Much of the in-
formation was based entirely on oral reports, with no written
record of the responses from these aging and elderly women
and men. Despite the diminished sexual activity reported
among American women, sexual behavior, inclination, and
discussion among older people elsewhere is somewhat dif-
ferent from that seen in our own society. As of this writing,
little is known about geriatric sexuality elsewhere in the
world. Winn and Newton collected their data from the Hu-
man Relations Area Files (HRAF), which is a collection of
data about different cultures, both “preindustrial” and “tradi-
tional.” Cultures in Asia, Africa, Micronesia, the Middle East,
and Native American Indians are included in this enormous
sample.

Information from 293 different cultures is stored in these
files, some of which include more developed cultures, but
only 106 of these were used in their study of sexual behavior
in later life. One interesting attribute of these data is that pre-
literate cultures do not normally assign a specific age or age
range to “older” or “very old” members of their societies.
However, oral reports from these people generally come from
individuals in their 60s, 70s, and beyond. A person’s appear-
ance, not their chronological age, is what classifies them as an
older member of society, according to local traditions.
Among these 106 cultures, 28 provided data about sexual be-
havior in older men, and in 20 of these sexual behavior well
into old age is normal and expected. Only at very advanced
ages is there less expectancy of sexual interest or behavior.
Because life expectancies among these preliterature cultures
do not match those in more developed cultures, it is hard to
say exactly what “advanced” means in this context. Data
were collected from 26 societies regarding continued sexual
interest and behavior among aging and elderly women, and
22 of these provide explicit accounts of sexual behavior in

the majority of these women well into later life. Preliterate
cultures referred to these subjects as “old women,” or as be-
ing “many years after menopause.” Indeed, in most places in
the world where anthropologists have explored continued
sexual interest and behavior in later life, they have found it.

Another consistent finding in this cross-cultural survey is
the fact that as women and men become older, they are less
inhibited about talking and joking around about sex. Indeed,
among the older women in this study, overt “shamelessness”
and sexual assertiveness were not uncommon. These older
women were also likely to engage in sexual humor and ban-
ter. The exact reasons for the lessening of conversational and
behavioral inhibitions about sex are unclear, but this is a
rather prominent finding in about one-fourth of the societies
surveyed in this research.

The final set of findings from these cultures concerns the
consistency with which sexual feeling and behavior among
the aging and elderly are viewed by younger members of
their society as something unwholesome. Although these ex-
amples of ageism were relatively uniform in this group of cul-
tures, only three (found in Taiwan, northern Greece, and the
Philippines) were overly disapproving and suggested that sex
among the aging and elderly openly violated cultural norms.
In this sample of 106 cultures, older men were seen as sexu-
ally undesirable marriage partners for young women, and the
attractiveness of older women as marriage partners was also
viewed pessimistically. However, these writers note that there
were “relatively few” reports that sexual expression in later
life was inappropriate.

Data such as these are important if we are to avoid the
ethnocentric biases mentioned earlier in this book. If your
parents or grandparents came to this country from a different
culture and customs, the traditions in which they were raised
probably influenced your own home life to some degree
whether or not you are aware of it.



often take a “watchful waiting” approach. However, male hormone supplements have the po-
tential to accelerate the development of more obvious prostate cancer signs and symptoms,
so their use is risky and many think unadvisable. Some research (de Lignieres, 1993) has
demonstrated a beneficial effect of skin patches containing dihydrotestosterone that do not
cause enlargement of the prostate in a sample of men between 55 and 70. It remains to be
seen whether this kind of treatment will become more common in the future.

One recent review of the use of testosterone therapy for andropause notes that such treat-
ment is thought to be relatively safe for short-term use, but the long-term effects are un-
known at this time (Tan & Culberson, 2003).  The use of this therapy is recommended on a
case-by-case basis after a man has been thoroughly screened for prostate cancer.

Physiological Changes in Sexual Responsiveness 
in Later Life

Now let’s examine biological aspects of sexual arousal and response among women and men
as they grow through mid-life and into their later years. Such changes have been called “phys-
iosexual.” Because we have already discussed the anatomical changes in the genitourinary
system in both sexes, the focus here is more on function than on the changing structure of
sexual anatomy. Although there are indeed notable changes in sexual arousal and response
among women and men, sexuality remains a high personal priority among many aging and
older people even though their bodies are responding differently from how they did when
they were much younger. Physical intimacy is still a richly rewarding experience and contin-
ues to help maintain good, loving relationships (Fig. 13-18).
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FIGURE 13-18 People remain
sexually active as long as
they have an interested and
interesting partner.



Physiosexual Changes in Aging Women
The Arousal Phase. The arousal phase involves feelings of growing sexual excitement and the
beginnings of vaginal lubrication. There is an increase in overall muscular tension. Although
these changes begin fairly soon after sexual stimulation in younger women, they are usually
delayed, sometimes significantly, as women age through mid-life and into their later years.
Some women are helped by vaginal suppositories that provide significant added lubrication
promptly. These can be purchased over-the-counter. There is also a smaller increase in breast
size during arousal as a woman ages.

The Plateau Phase. During the plateau phase sexual excitement continues to build, and
in later life this too takes longer. Most women enjoy the noticeable but leisurely increase in
sexual tension. In other words, the amount of time between initial sexual excitement and the
feeling that orgasm will soon occur increases as we grow older. This is a wonderful time for
sharing caresses and tender words while a woman becomes more and more excited.

Orgasm. While the first two stages of the sexual response cycle take longer as we get
older, the remaining two stages are somewhat shorter. Orgasm, in particular, does not last as
long and involves fewer vaginal and anal contractions. Additionally, if a woman has been
multi-orgasmic in her younger years, she may have a somewhat lessened capacity for this in
later life. Finally, many women report that their orgasms are not as intense as when they were
younger. This doesn’t mean they are unpleasant—only different.

The Resolution Phase. During the resolution phase, a person’s body returns to its pre-
arousal state, and in later life this takes place more rapidly than during youth and young
adulthood. This does not imply that a woman no longer appreciates tender, prolonged after-
play.

Physiosexual Changes in Aging Men
There is an important similarity in the physiosexual changes in women and men. Generally,
the first two stages of the sexual response cycle take more time, and the second two stages
take less time. If a man knows that these changes are normal, he will probably be less con-
cerned about them when they occur.

The Arousal Phase. Erection in men is the physiological equivalent to vaginal lubrication
in women. Just as it takes a woman longer to begin lubricating as she gets older, it takes a
man longer to attain an erection. He may also notice that his erection is not as hard or large
as it was in his younger years. While young men may attain erections in just a minute or two,
older men may require several minutes. Older men need to know this so that they will not
become impatient or frustrated. This phase of the sexual response cycle is adversely affected
by erectile dysfunction, in which there is the loss of a man’s capacity to attain and maintain
an erection altogether (see Chapter 14).

The Plateau Phase. Just as with women, sexual excitement or tension takes longer to
build during the plateau phase in men. Men often say that they like this feeling of growing
excitement, because it often offers more time to enjoy foreplay without quickly proceeding
to penetration. A man who was troubled by premature ejaculation in his younger years is
much less likely to be bothered by this as he gets older. Men often report that they require
more stimulation during the arousal and plateau phases to become erect and ready for or-
gasm.

Orgasm. During later life, a man’s orgasms are briefer and involve fewer muscular con-
tractions. The amount of semen leaving the penis is also diminished, and it leaves a man’s
body with less force as he ages. Also, most men report that their orgasms are not as intense
as they were when they were younger, although are still highly enjoyable.

The Resolution Phase. As men age, their refractory periods last longer. They will not be
able to attain another erection as soon as they could when younger. A man’s body returns to
its pre-arousal state much more quickly than at an earlier age. The penis softens more quickly
after orgasm. Again, this doesn’t mean that men are disinterested in holding their partners or
in being held after they have had intercourse.

Illness and Sexuality in Later Life
With increasing age comes a greater chance of becoming ill. Several ailments can diminish
sexual interest or impair sexual responsiveness. In addition, the treatments for a number of
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these problems may in themselves affect sexual functioning. While some illnesses are very se-
rious and life-threatening, others are less so but still may affect sexual arousal and response.
The following sections describe some of the more common health problems likely to affect
the aging and elderly. Remember, these diseases affect many aspects of human behavior, not
just sexual expression. Chapter 16 more thoroughly discusses sexuality and disability. The
following sections are some of the most common ailments of later life.

Cardiovascular Disease Diseases of the heart and blood vessels are among the most
common health problems of older Americans, including heart disease, heart attack, and stroke.
These common health problems may vary a great deal in their seriousness, and generally the
more significant the ailment, the more pronounced its effects on sexual arousal and response.
For people who have had strokes, sexual drive will generally decrease, but only somewhat and
usually temporarily (Kellett, 1991). However, if a stroke results in weakness, loss of speech, or
some degree of paralysis, sexual interest and activity are affected adversely. These effects may
not be permanent, and with the recovery of normal functioning sexual interest typically re-
turns. However, after a person has had a heart attack or other forms of impairment in the func-
tioning of the heart muscle, lessened sexual desire is likely to be more prolonged. In addition
to these problems, closure or constriction of the blood vessels supplying the pelvic area may
contribute to problems in sexual arousal in both women and men.

Sometimes, drugs commonly used to treat heart and blood vessel disorders also diminish
sexual interest and responsiveness. For example, many drugs used to treat high blood pres-
sure significantly impair a man’s ability to attain an erection and a woman’s capacity to lubri-
cate vaginally. Additionally, several of these agents also cause fatigue, which can make a per-
son much less interested in sexual sharing. In fact, many people stop taking prescribed blood
pressure lowering agents because of their adverse effects on sexual arousal and response.
However, there are many different drugs used to treat hypertension, and often finding one
with minimal or no effects on sexual functioning is just a matter of trial and error.

Finally, a person who has heart disease or has had a heart attack or stroke may be ex-
tremely anxious about having intercourse for fear of precipitating more problems. This hesi-
tancy alone can dramatically reduce a person’s interest in sharing physical intimacy, even if
his or her doctor is approving or encouraging. Many people resume sexual functioning after
heart attacks and strokes with little difficulty.

Diabetes The effects of uncontrolled diabetes on blood vessels and nerves throughout the
body can be devastating. Diabetes can lead to heart attacks, strokes, kidney failure, and blind-
ness, to name only a few of the terrible outcomes of this chronic, degenerative disease. How-
ever, its effects on sexual functioning are equally problematic. When uncontrolled, diabetes
often causes the destruction of the nerves responsible for erection in men, and as a conse-
quence, many who suffer from this disease are impotent. This can be especially frustrating
because feelings of sexual desire are unchanged while the capacity to respond with an erec-
tion is seriously impaired or eliminated. The effects of diabetes on women are not as severe,
even though the disease may cause some deterioration of the uterus and ovaries.

Cancer The effects of cancer on sexual functioning can be wide-ranging, powerfully af-
fecting a person’s body image, hormonal functioning, energy level, and overall sexual re-
sponsiveness. Depending on the site of the cancer, there may be a variety of different out-
comes. Testicular and prostate cancers in men, depending on how early they are diagnosed
and how they are treated, may or may not impair sexual functioning. Cervical, uterine, and
ovarian cancers are pretty much the same. Generally, early diagnosis and prompt, appropri-
ate treatment lead to less loss of arousal and responsiveness. When sexual responsiveness 
is impaired or eliminated after cancer treatment, there may be over time some recovery of
function.

In addition to the removal of various organs and diminished levels of the hormones they
produce, another aspect of cancer’s effects on sexual arousal and response involves feelings of
disfigurement after surgery that substantially changes a person’s body image. Women who have
mastectomies often report that they no longer feel as sexual or as appealing to their partner.
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Dementia The term dementia refers to substantial impairments in cognitive and emotional
functioning that result from degenerative brain changes. Very often, those affected by this ir-
reversible disorder become disinterested in sharing sexual intimacy, or in some cases they
may become very assertive sexually, making unbecoming, forward gestures and demands. Ex-
amples of dementia include such disorders as Alzheimer’s disease, Pick’s disease, some cases
of Parkinson’s disease, as well as some others. Deficits in personal hygiene often accompany
dementia, which may contribute substantially to a partner’s undesirability. Another aspect of
dementia affecting sexual feelings about one’s partner is his or her new role as a dependent,
helpless person. Sexual feelings are usually incompatible with these attitudes (Deacon,
Minichiello, & Plummer, 1995). Sometimes, hypersexuality accompanies chronic degenera-
tive changes of the central nervous system, and this often embarrasses the individual’s fam-
ily members although it may not be troubling to the person with dementia.

Arthritis Arthritis per se does not impair sexual functioning. But when stiffness and joint
pain impair mobility and flexibility, some sexual positions can become distracting and un-
comfortable, and vigorous intercourse might also present some problems. One’s physician
might recommend taking aspirin or a similar analgesic before intercourse, taking a long,
leisurely warm bath, or even having sex on a warm electric blanket. These measures might
diminish discomfort and make sexual sharing more enjoyable.

Sexual Dysfunctions in Later Life

Sexual dysfunctions involve physical and/or interpersonal problems that impair sexual
arousal and/or response. Some stem from psychological factors, whereas others are biological
in origin. Chapter 14 considers this subject in detail. In some dysfunctions, erection is sig-
nificantly delayed or diminished or doesn’t happen at all. Vaginal lubrication and other signs
of excitement in women might be similarly absent. In other dysfunctions, arousal may be
normal, but orgasm does not occur.

One study of several hundred respondents, most of whom were in their 50s, found that
sexual dysfunctions are not uncommon among older Americans (Adams, Dubbert, Chupur-
dia, Jones, Lofland, & Leermakers, 1996). In many cases, the attitudes, beliefs, and misin-
formation held by these individuals are a major contributory factor in the development of
these sexual problems. Not only might these factors contribute to the emergence of sexual
dysfunctions, but they might also make it less likely that older individuals will seek help for
these problems or be receptive to therapeutic strategies. When older people continue to think
that the only appropriate avenue of sexual expression is having sexual intercourse, impaired
erectile and arousal ability in men and women may discourage continued intimacy. Common
misconceptions might also make people less interested in trying to have intercourse simply
because of lack of knowledge or encouragement regarding other ways of sharing sexuality. It
is, therefore, difficult to separate normal arousal and response changes in later life from the
effects of inadequate level of sexual information so common in our culture, when examining
the reasons people do or do not remain sexually active.

The role of psychosocial factors in the origin of sexual problems in later life is strong.
Many older individuals have distinctly guilty or uncomfortable feelings about the “normal-
ity” of their continued sexual desires. Renshaw (1988), and Kaplan (1990) have suggested
that small, normal sexual changes are often magnified a great deal in the minds of those ex-
periencing them. The accompanying anxiety can further diminish sexual interest. Chapter
12 discussed a personality continuum with erotophilia and erotophobia as two extremes of
an underlying interest in, and comfort with, sexual issues. Erotophilia is most obviously as-
sociated with comfortable feelings about sexuality, while erotophobia is more clearly related
to negative, anxious, or fearful feelings. Erotophobia earlier in life is closely related to sex-
ual problems in later life (Fisher, Byrne, White, & Kelley, 1988). But there are still other rea-
sons for these difficulties. If a person believes that a partner’s lack of arousal or delayed
arousal is a reflection of his or her feelings of attraction, this can certainly decrease the like-
lihood of that person initiating sexual sharing. Similarly, boring, predictable, routine sexual
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Sexual dysfunctions
Physical, psychological, and/or
interpersonal problems that
might impair sexual desire,
arousal, or response.



activities can diminish the desire for a variety of types of sexual interaction. Although these
factors may be related to diminished sexual arousal, they would most certainly also lessen
sexual response.

Are delayed or diminished erection in men and vaginal lubrication in women sexual dys-
functions? Probably not, since they are normal aspects of getting older. The same is true re-
garding the need for prolonged and perhaps more vigorous stimulation during the plateau
stage in order to approach and enjoy orgasm. This is not dysfunctional. Although there are
changes in the quality of orgasms accompanying the aging process, the total lack of orgasmic
response in healthy older individuals need not happen. Drugs, diseases, and a longstanding
history of cigarette smoking may profoundly alter orgasmic responses. Generally, healthy older
adults with positive, flexible attitudes about sexual sharing usually find a variety of ways to
share physical intimacy in keeping with the various limitations with which they might be cop-
ing.

Sex therapists want it to be known that their professional services are not just for younger
individuals. These professionals help fulfill the same basic objectives as this book: education,
motivation, and reassurance. Very often, however, the services of a sex therapist aren’t
needed. Gynecologists, urologists, internists, and family practice doctors can help many pa-
tients with normal, age-related concerns, as can many social workers and nurses.

Continued Sexual Expression in Institutional Settings

As people live longer and longer, more people are spending some of their later years in
some type of institution, such as nursing homes and assisted care facilities. In most cases,
this has a powerful negative impact on shared sexuality. Although everyone in this coun-
try has legal rights to privacy and freedom of association, the myths about sex in later life
have adversely affected the ease with which the aging and elderly can enjoy shared inti-
macy without interference or interruption. In fact, frank prohibitions against sexual inter-
course or other forms of sexual interaction among the residents of these facilities are not
uncommon. Reprimands to “act your age” do nothing to enhance quality of life in a per-
son’s later years. When one member of a couple is living in one of these establishments and
the other is not, it can be very frustrating to try to create and maintain privacy to enjoy sex.
For those who are widowed and living in such a facility, staff often see sexual overtures
among the aged unmarried as annoyances and nuisances. When a person moves into a
nursing home, does he or she give up the right to be a sexual person? Absolutely not. In
fact, many forward-thinking institutions have created policies and protocols to ensure the
right to privacy when it is requested.

A study carried out in the early 1980s (White, 1982) reported that among a sample of
84 men (average age 81) and 185 women (average age 83) in 15 Texas nursing homes, 91%
reported that they had virtually no sexual activity. However, 17% of these people clearly in-
dicated that they had a clear desire to engage in sexual activity while living in one of these
facilities. This is a significant proportion of residents. In another study, Spector and
Fremeth (1996) found that in general, male residents reported much higher levels of sex-
ual desire than did females. The implications of findings like these are clear. If continued
participation in sexual sharing is important to older persons, they or their children should
explore policies regarding this issue before they move in. Remember, intimacy and sexual
sharing are life-long needs. Deacon, Minichiello, and Plummer (1995) have reported that
institutions often separate residents based on sex, and there is frequently little opportunity
for married couples to share a room, much less a bed. Although their research was carried
out in Australia, American institutions aren’t much different in these administrative poli-
cies. In addition to the problems older institutionalized individuals may have creating and
preserving privacy, staff members may interpret sexual interest as a behavioral problem and
may sedate these patients (Brown, 1989). Although some children support their parents’
rights to privacy and sexual expression, others may become quite angry at what they per-
ceive as a permissive attitude on the part of hospital staff members (Deacon, Minichiello,
& Plummer, 1995).
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As discussed earlier, in later life a man’s erectile functioning is somewhat diminished or
impaired altogether. Although these changes are normal, the drug Viagra has beneficial effects
for many men who have arousal problems. This puts doctors and nursing home administra-
tors in an interesting position. Are they obliged to give this drug to the institutionalized ag-
ing and elderly who request it? When this drug was first made available in 1998, many adult
children of nursing home residents were very uncomfortable about the prospect of their fa-
thers getting Viagra on demand (Stenson, 1998). Ms. Rosemary McDonald, MSN, RN, coor-
dinator of elderly care at a Veterans Affairs’ Medical Center in Brockton, Massachusetts was
chatting with a 101-year-old male patient who told her that, “If I had a sex partner, I’d be first
in line” for Viagra. This drug may either help or hinder the development of more open, in-
telligent policies about sexual activity in nursing homes.

The American Association of Homes and Services for the Aging has formulated a white
paper titled “Sexual Activity in an AAHSA Facility,” in which are included a number of state-
ments relevant to the interests of patients, staff, administrators, and corporate owners. Here
is a selection of these, which were written to “stimulate conversation,” as well as to facilitate
the consideration of ethics committees and other people who might be interested in this 
subject:

◆ As a general rule, all institutions bear some responsibility for the common good and for
the well-being of individuals. The institution should respect the privacy and consciences
of individuals.

◆ An individual’s sexual activities are primarily a matter of personal conscience. They take
on larger proportions in a long-term care or housing facility, however, when expressed in
a public fashion. Concerns about the sexual activities of persons with limited capacity also
arise in such facilities.

◆ There seem to be two main areas of administrative responsibility in this regard: monitor-
ing the behavior of staff and judging the moral capacity of residents to engage in consen-
sual sexual activity.

◆ Privacy and autonomy are important values and should generally be considered and ob-
served when formulating any policy. However, proximity and intimacy in congregate set-
tings may legitimately exclude some activities that could infringe either on the sensibili-
ties of others or on the common good.

This organization emphasizes that it is especially important that every facility make its
policies clear for residents, prospective residents, family members, staff, and administrators
and owners. While these policy statements might seem broad, they effectively define ques-
tions and concerns for residents and prospective residents and their families.
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Letter to Dr. Ruth Westheimer

Question:
I am a 70-year-old resident of a large nursing home. My wife
died a long time ago. But Dr. Ruth, I still have some red blood in
my veins! I want to make friends with some of the women here
and many seem really interested, but feel ashamed that I still
have such a strong sex drive at my age and don’t know how to
explore this possibility. On top of it all, this place is pretty careful
about being sure we don’t have too much privacy. I am in good
health and am still pretty sharp mentally, but there is something
very important missing from my life. Any suggestions?

Answer:
Any nursing home, and especially a large one, should have a
room set aside where the residents can lock the door and find

some privacy. Even at 90 years of age people are entitled to
have sexual feelings and act on them, and especially so at your
age, which these days seems almost young. So don’t be
ashamed of your sexual drive, and use that energy to find some
warmth and companionship.

Don’t be afraid to lead a campaign to urge the nursing home
director to create some private space. It might be better to do this
before you find someone, so that no one can accuse you of do-
ing this just for your own personal pleasure. If you speak up for
this cause, I’m sure it will lead several of the ladies to look up to
you, and who knows where that might lead.



Homosexuality Among the Aging and Elderly

While the impact of aging on the physiology of sexual arousal and response is the same for
both heterosexuals and homosexuals, the psychosocial context in which these occur is often
entirely different. The discussion here is limited to those women and men who came out dur-
ing young adulthood or middle adulthood and have lived openly as gays. Common percep-
tions of a lonely, isolated life of gays are simply wrong. An important study published by Kelly
(1977) essentially dismissed these beliefs. Prior to this investigation, many in the general
public and many professionals believed that gay males became despondent over the loss of
their youthful appearance, became reclusive and seldom went to bars any more, had few in-
timate friends, and were no longer sexually active (Pope & Schulz, 1990). Kelly’s data indi-
cated that, in general, older gay men enjoy good quality of life and are still sexually attracted
to men their own age and want to be physically intimate with them. However, after about the
age of 55, longstanding partnerships are more rare, for two reasons: the death of a long-term
partner and less appeal for a single life partner.

Another study by Kimmel (1977) indicated that most aging gay men are sexually active
and still make sexual enjoyment a high priority in their lives. Interestingly, this study noted
a number of benefits that might be enjoyed by the gay community that are less commonly
found among aging heterosexuals: a keener sense of feeling responsible for oneself, not be-
ing dependent on family members and/or children, and not having to adjust to children leav-
ing home (Pope & Schulz, 1990). Additionally, and very importantly, many gay males have
lived alone for extended periods of their lives and so do not reach their later years devastated
by the loss of a lifelong partner. These issues, coupled with the existence of a network of
friends, describe a reasonably good quality of life for older gay men.

Pope & Schulz (1990) published an analysis of about 100 gay men between the ages of
40 and 77. Among respondents between 50 and 59, 34% reported having sex more than once
a week. The comparable figure for subjects over 60, however, was only 5%. Collectively, al-
most 90% of the men over 50 reported that they were still sexually active to some degree.
Even among men 60 and older, a “moderate degree” of sexual interest was common. Finally,
among all the subjects in this study, 69% reported that there was “no change” in the amount
of enjoyment they took in sexual behavior over the course of their adult lives. These studies
offer strong support for the idea that sexual interest, feelings, and behavior continue to be an
important part of the lives of gay men as they age.

Quam and Whitford (1992) studied the concerns of gay and lesbian individuals related to
the aging process among 39 lesbians and 41 gay men over the age of 50 living in a large mid-
western urban area. Almost 40% of this sample was over the age of 60. Among these respon-
dents, 63% of the men and 41% of the women lived alone. About 48% of the men and 23%
of the women had gone to a gay bar at least once during the last two months. When asked if
they would consider living in a gay or lesbian retirement community, 62% of the men and
about 80% of the women found this an attractive idea. Subjects believed that such an envi-
ronment would be supportive and sensitive to the needs of aging gays and lesbians. In gen-
eral, most respondents enjoyed feelings of life satisfaction and the clear majority (77%) were
“somewhat” or “very accepting” of their own aging. When asked what special problems these
women and men anticipated as they aged, about one respondent in five reported concern
about being able to develop relationships in the future. Fewer subjects were concerned about
their health (17.1%), making new friends (17.1%), and loneliness (13.2%). Many of the
things that concern aging heterosexuals are also troubling for homosexuals, and strong in-
terpersonal and community ties are viewed by both groups as very important in adjusting to
the challenges of later life.

A questionnaire study of 50 lesbians between the ages of 65 and 85 found that most of
the women in this sample had well-integrated personalities, were adapting well to the chal-
lenges of the normal aging process, and had outlived much of the prejudice and stigma so of-
ten associated with a homosexual gender orientation (Kehoe, 1986). Kehoe (1988) summa-
rized many of the demographic characteristics of aging lesbians and found that they represent
a cross-section of American society. They reside in both rural and urban areas, represent vir-
tually all racial and religious groups, work in a wide diversity of occupations and professions,
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and have attained educational levels ranging from a high school diploma to doctoral degrees.
As these women age, they report that the sexual aspects of their relationships grow progres-
sively less important, but that feelings of companionship and connectedness grow more sig-
nificant. Their most pressing worries concern loneliness and economic insecurity. A support
group especially for gays and lesbians called “Gays and Lesbians Older and Wiser” (GLOW)
has been formed in the Midwest to serve the special social support requirements of gay
women and men in later life (Slusher, Mayer, & Dunkle, 1996).
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Conclusion

This chapter, along with the preceding chapter, shows that we are
sexual beings from birth to death, although the ways in which we
experience and express our eroticism change throughout the life
cycle. Once it was unbelievable to attribute sexual feelings to chil-
dren and equally unsavory to do so with aging and elderly adults,
but obviously sexual behavior and enjoyment aren’t just for
young, attractive people. While sexual arousal and response may
change as we age, most people still report that sexuality is an im-
portant priority for their quality of life of their later years. Under-
standing that sexual feelings, thoughts, and behaviors will change

as you age helps one avoid being overly disturbed or distressed
when they do. This peace of mind is very important for aging and
elderly people.

The focus here has been on normal or typical adult develop-
ment and aging, but there are terrible, troubling, and traumatic
events in some people’s lives that profoundly alter their progres-
sion through the stages and events discussed in this chapter. The
next chapter explores some of these difficulties and frustrations of
sexual functioning.

Learning Activities

1. Some researchers have shown that in recent years, females un-
der the age of 25 have shown markedly increased rates of infi-
delity, especially in comparison with women and men in other age
groups. Speculate on reasons for this trend and the motives or jus-
tifications that may be involved.

2. Imagine for a moment that you learned that the wife of a close
family friend was having an affair, and that you had unmistakable

evidence to this effect. What would you do, and what would be
your justification for your action?

3. Based on what you have learned about the risks and benefits of
hormone replacement therapy, what would be your personal deci-
sion regarding the use of these drugs for yourself or your spouse?
Explain your reasoning.

Key Concepts

• Intimacy versus isolation is the sixth stage of Erikson’s theory of
psychosocial development. At this time, individuals develop the
capacity for mutual, loving relationships or become more secluded
and separated from close, affectionate bonds with others.

• Generativity versus stagnation is the seventh stage of Erikson’s
theory of psychosocial development. At this time, individuals ex-
press an authentic concern for the generation that will follow and
enjoy a sense of generosity in their relationships with others. In
contrast, stagnation involves a progressively narrowed circle of
friendships, few love relationships, and a preoccupation with one’s
own comforts and possessions.

• The fact that people very often begin a behavior for one set of
reasons but continue it for an entirely different set of reasons is re-
ferred to as functional autonomy.

• Attitudes are learned ways of thinking about, feeling about, and
acting toward other people. Attitudes guide much human behav-
ior and are typically highly resistant to change.

• Integrity versus despair is the eighth and final stage in Erikson’s
theory of psychosocial development. Individuals with integrity ar-

rive at the end of their lives feeling that they have always “done
their best,” whether or not they were conspicuously successful. In
contrast, despair involves feelings of wasted and lost opportunities
or perhaps a feeling that the individual has given up at some point
in life.

• Among women, the climacteric is accompanied by menopause,
which involves irregularity and then cessation of menstruation.
Menopause is accompanied by lowered levels of female hormone
(estrogen) in the bloodstream. Certain health problems, such as
osteoporosis, heart disease, and hot flashes may occur at this time.

• Because of decreased levels of estrogen in a woman’s blood-
stream at and after menopause, some women elect hormone re-
placement therapy to minimize the health risks associated with
menopause.

• The male andropause is very different from menopause in
women. There is no clear end-point in most men’s fertility, nor any
sudden fall in their level of male hormones. Still, diminished fertil-
ity and gradually falling levels of male hormones do occur.
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Sexual DysfunctionsSexual Dysfunctions

OBJECTIVES

When you finish reading

and reviewing this chapter,

you should be able to:

� Define sexual dysfunction and discuss the impact of these
disorders on an interpersonal relationship.

� Explain how behaviorism has influenced theories about the
origins of sexual dysfunctions and treatment strategies.

� Analyze the usefulness of the Diagnostic and Statistical Manual
of Mental Disorders for categorizing sexual dysfunctions.

� Describe the characteristics of low sexual desire and the
distinguishing features of hypoactive sexual desire disorder
and sexual aversion disorder.

� Describe the distinguishing characteristics of female sexual
arousal disorder and male erectile disorder.

� Describe the distinguishing characteristics of female orgasmic
disorder, retarded ejaculation, and premature ejaculation.

� Differentiate between sexual dysfunctions caused by
psychosocial and organic factors, focusing on the specific
effects of prescription and recreational drugs on sexual
functioning.

� Review societal factors that play a role in sexual dysfunctions,
focusing on the importance of body image and myths that
surround what “good sex” is supposed to be like.

� Examine the role of religious orthodoxy in the development of
a sexual dysfunction.

� Comment on the influence of racial and ethnic traditions on
how people learn to think of sexual behavior.

� Discuss how interpersonal problems between two individuals
can contribute to a sexual dysfunction in their relationship.

� Discuss the role of prescription and recreational drugs in the
development of a sexual dysfunction, explaining the specific
inhibitory effects of each agent.
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T he last two chapters explored sexual development throughout the lifespan. We are all
sexual beings from birth to death, although the manifestations of sexual desire and re-

sponse change as we age; however, people frequently encounter problems at various times in
their lives having to do with sexual desire and response, and that is the subject of this chap-
ter. If you know something about the problems and challenges you might encounter in the
future, however, you will be better able to cope with them if and when they happen. It is in
this optimistic spirit that we present the material in this chapter.

Sexual Dysfunctions

Generally, sexual dysfunctions involve problems people experience in desiring sexual inter-
action, as well as physiological problems in the human sexual response cycle. Masters and
Johnson have suggested (Personal Communication, 1978) that perhaps half of all marriages
in the United States have a sexual dysfunction serious enough to lessen the quality of the re-
lationship. These problems are often, although not always, accompanied by interpersonal
conflicts between sexual partners. Sometimes, very strong feelings are associated with these
problems. Sexual dysfunctions involve problems in both sexual behaviors and the thoughts
and emotions that accompany those behaviors. Some women and men become extremely dis-
tressed, frustrated, and even hostile about these difficulties. Sometimes the problems are
caused by biological factors, whereas in other cases they result in psychological or psy-
chosocial adjustment problems. Social, interpersonal, and individual factors all can cause or
contribute to a sexual dysfunction.

People’s different perceptions about sexual problems have a lot to do with whether they
think they have a sexual dysfunction. For example, one woman might become quite frus-
trated with her partner’s pattern of premature ejaculation, whereas another may view the
same situation as proof that her partner finds her so sexually exciting that he just can’t con-
trol himself. In such a case is there actually any sexual dysfunction at all, if neither individ-
ual is distressed about it? Yet when less than fully rewarding sexual interactions persist over
prolonged periods of time, one or both partners are likely to feel that something’s missing and
may want to make changes in their pattern of physical intimacy to explore potentially more
fulfilling avenues of sexual sharing. When two individuals consistently feel that their love-
making is frustrating, uncomfortable, or in some way deficient over a prolonged period, then
perhaps they need to candidly acknowledge their problem and begin to take the first steps to-
ward better sexual communication and perhaps seek therapeutic assistance.

Sometimes sexual dysfunctions can make people doubt their feelings about their partner
or their partner’s feelings about them. A man might say to himself, “If I really love her as
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From Dr. Ruth Westheimer

P eople are always asking me questions about their sexual
dysfunctions, and that’s great. Not that they have a sexual

problem, but admitting the problem and asking for help, even 
if it is only an e-mail question to an advice web site like
drruth.com, is an important first step to fixing the problem. The
biggest difficulty most people with sexual dysfunctions have is
that they are unwilling to seek help. If these same people had a
toothache, they’d not hesitate to see a dentist. Or if their eye-
sight was fading, they’d see an ophthalmologist. But if they are
having some sexual difficulty, many people are ashamed of ad-
mitting to it themselves, much less to a family doctor, gynecolo-
gist, urologist, or sex therapist.

The other side of this issue is that many doctors too aren’t
very comfortable discussing sexual matters. They know that their
patients are hesitant to ask them questions, and they don’t try to

initiate such conversations themselves by asking questions
about their patients’ sexual functioning, and so sexual problems
remain under wraps.

Another piece of the blame has to go to the mass media. The
media only now are beginning to show that problems with sex-
uality are common and for the most part treatable.

As you read through this chapter, if you encounter a descrip-
tion of a sexual dysfunction that you feel might apply to you,
please don’t become squeamish and quickly turn the page. In-
stead, vow you will try to learn as much about this problem as
you can, and then seek help. I’m not trying to drum up business
for my fellow sex therapists. My wish is for everybody to have
the best sex possible, and that won’t happen if people with a sex-
ual dysfunction deny the importance of these difficulties.



much as I think I do, then why do I continue to have problems getting an erection when we
want to have sex?” Or an individual might say to him or herself, “If she or he is really in love
with me and claims to find me sexually exciting, why doesn’t he or she seem interested in
having intercourse more often?” Sexual dysfunctions can cause much doubt and inner ques-
tioning, often making people ask themselves, “What’s wrong with me?” Another troubling
question is “Whose fault is this, anyway?” Concepts like “fault,” “blame,” and “guilt” are of-
ten involved in a person’s thoughts and feelings about sexual problems. The terms used to re-
fer to sexual dysfunctions have connotations of inadequacy, vulnerability, or even psycholog-
ical difficulties. Terms such as “hang-ups,” “disorders,” or “problems” are commonly used to
refer to sexual difficulties.

This chapter discusses fairly standard categories of sexual dysfunctions. Disorders of sex-
ual desire, problems with sexual arousal, and difficulties in having orgasms are the most com-
mon dysfunctions, and these will receive much attention here. In addition, many individuals
also experience significant physical discomfort during intercourse that seems unrelated to
any underlying medical condition. Finally, we will explore ways in which prescription and
recreational drugs can impair sexual desire, arousal, or orgasmic capacity. In all, sexual dys-
functions exist in many forms. These disorders affect people of both sexes, all races, all lev-
els of educational attainment, all religions, and all socioeconomic groups.

Self-Concept, Self-Esteem, and Sexual Dysfunctions
How we think of ourselves, the opinion we hold of ourselves, and our feelings of self-worth
are described by terms such as self-concept and self-esteem in the social and behavioral sci-
ences. How we think about ourselves has a big impact on how we form a relationship and
how we behave in existing relationships. Because our sexuality is often a central part of our
personality, any sexual problems or doubts we experience can lead to lowered feelings of self-
esteem. It is difficult, therefore, to discuss sexual dysfunctions without acknowledging the re-
lationship between sexual behavior or “performance” and how we feel about ourselves as sex-
ual persons. In fact, people who are troubled by sexual dysfunctions often have lower feelings
of self-esteem and adequacy. They often believe that they have some terrible, hidden “flaw”
that makes them less desirable to others and, therefore, become hesitant to engage in intimate
behaviors that are likely to be frustrating and unrewarding. The next chapter’s discussion of
therapies for sexual dysfunctions focuses on this type of self-sustaining problem.

Sexual dysfunctions affect the quality and longevity of important interpersonal relation-
ships. A person who is dealing with a sexual dysfunction is often keenly aware of the mis-
match between his or her apparent physical attractiveness and his or her lack of sexual 
interest or impaired arousal or orgasmic capacity. Although sexual dysfunctions involve be-
havioral problems, they also involve the difficulties in the relationship between mind and
body. The anxiety (and sometimes depression) that often accompanies sexual dysfunctions
can affect a person’s whole outlook on life and members of the opposite sex.

Because everyone is unique, we are likely to handle our own or our partner’s sexual dys-
functions in different ways. Some of us may just ignore the problem so long as we can enjoy
sexual arousal and responsiveness through masturbation or some other avenue of non-
intercourse sexual pleasuring. Others may begin to have less frequent intercourse or might
even stop having intercourse altogether. Some of us may consult a clergyman, a family doc-
tor, or perhaps a sex therapist, psychologist, or psychiatrist. In some cases, a “do it yourself”
approach might be effective. But not everyone experiences pleasure, intimacy, or a capacity
for cooperation in the same way (Levay & Kagle, 1977), and some people actually have less
desire to experience these feelings than others. If so, the person may not want to do anything
to improve the conditions that caused his or her sexual dysfunction but may just leave things
as they are and hope that in time they will improve on their own.

Many of us grew up hearing that “Anything worth doing is worth doing well.” This way
of thinking often affects how a person approaches a sexual situation as something that has to
be “completed” to the highest possible standards of excellence. In fact, these perfectionist
thoughts have been implicated as psychological factors involved in sexual dysfunctions
(DiBartolo & Barlow, 1996). Apparently, many people have trouble relaxing any high expec-
tations of themselves about sexual performance, and this may lead to feelings of being an in-
adequate lover. Once a person begins to think in this way, she or he may become progres-
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sively less inclined to initiate intimacy when it is likely to lead to feelings of failure. Impos-
sibly high standards of sexual performance can be inhibiting, and the effects of these expec-
tations are sometimes related to erectile difficulties.

The Sexual Response Cycle
The sexual response cycle described by Masters and Johnson includes four stages: excite-
ment, plateau, orgasm, and resolution (see Chapter 7 for more detail). Kaplan’s model in-
cludes three stages: desire, excitement, and orgasm. Kaplan’s notion of desire emphasizes the
role of thinking, perception, and emotion in a person’s assessment of a sexual situation. Mas-
ters and Johnson’s model tends to focus instead on genital changes, with less emphasis on a
person’s wishes or needs regarding sexual enjoyment. Remember that sexual arousal and re-
sponse involve a sequence of changes. When responsiveness is absent or diminished in any
one of these stages, an individual is likely to feel that the sexual tension or excitement has
been stopped, diminished, or delayed. The discussion of the sexual response cycle in Chap-
ter 7 did not explore what happens when this occurs, but these stages do not always unfold
in a logical, inevitable pattern. When people encounter delays in sexual responsiveness or di-
minished physiological arousal, they often simply stop, even though they may have already
reached some level of excitement. At these moments frustration is keenly felt, along with feel-
ings of inadequacy and even guilt. These emotions can make continued sexual sharing even
more difficult. Many sex therapists say that when couples experience sexual problems, they
often find it especially difficult to be patient, caring, and supportive of one another. In fact,
they often become sullen and prefer to be alone.

Origins of Sexual Dysfunctions
A later section in this chapter explores diverse factors involved in the development of sexual
dysfunctions, but we’ll briefly introduce main causes here. Often, organic factors are instru-
mental in the emergence of problems in sexual desire, responsiveness, and orgasm. These are
typically biological, physiological, congenital, genetic, and hormonal issues and may result
from illness, injury, aging, or the situational or chronic use of drugs. Additionally, many pre-
scription drugs may contribute to the development of sexual dysfunctions. Even apparently
normal conditions, such as pregnancy, may be involved in lessened sexual interest and di-
minished arousal and responsiveness. Psychosocial or sociocultural factors may also play a
role, including a variety of issues: self-concept; faulty sexual learning; sexual assault, abuse,
or trauma; inadequate sex education; or aloof, dysfunctional parenting styles. Certain psy-
chological problems, such as anxiety, depression, fear, and guilt about sexual enjoyment, are
also commonly involved (Halvorsen & Metz, 1992). Coupled with these factors are societal
influences that may create expectations of sexual interest and performance with which a per-
son is uncomfortable. For example, restrictive religious beliefs often adversely affect a per-
son’s potential to enjoy sexual feelings without conflict. Cultural norms for “appropriate”
sexual behaviors by women and men may contribute to feelings of inadequacy as well. Be-
cause these etiological factors interact, the diagnosis and treatment of sexual dysfunctions
usually benefit from a multidisciplinary perspective. Nonbiological causes are often labeled
as psychogenic factors.

The Influence of Behaviorism in the Social and Behavioral
Sciences
In the early part of the 20th century, psychologists and other social scientists became un-
comfortable relying only on personal reports about a person’s thoughts and feelings and their
relationship to human behavior. Bias, forgetfulness, prejudices, expectations, or lack of ver-
bal or intellectual ability can distort an individual’s account of what was happening in his or
her mind. This lack of objectivity and rigor became a real and deeply felt concern among in-
vestigators, such as Wilhelm Wundt (1832-1920) and Edward Titchener (1867-1927). John
B. Watson (1878-1958) (Fig. 14-1) brought a passionate conviction to changing the agenda
and methods of modern psychology. Watson believed that psychology ought to deal only with
observable and measurable behaviors and should avoid phenomena that couldn’t be seen and
quantified. This approach became the central paradigm of American psychology for many
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decades and only recently has been modified (but not replaced) by a renewed conviction in
the importance of cognition and its many emotional facets.

When William Masters and Virginia Johnson published Human Sexual Inadequacy, their
ground-breaking approach to sexual dysfunctions, in 1970, their basic approach was power-
fully influenced by the behavioristic agenda of John B. Watson and the many like-minded
psychologists who adhered to the simple, basic tenets of this approach. Masters and Johnson
believed that if the behaviors involved in sexual dysfunctions could be lessened in severity or
eliminated altogether, it really didn’t matter much what was going on in the patient’s mind or
what had happened to her or him in the past. If you got rid of the behavior, you got rid of
the problem. While this basic philosophical perspective has been useful for understanding
the nature and cure of sexual dysfunctions, the issue isn’t really as simple as it might seem.
The distress that people with sexual dysfunctions experience is very real and persistent, and
while the dysfunction may be improved or eliminated, it is too simplistic to say that the
client’s thoughts and feelings are unrelated to the problem. Therefore, while the application
of the behavioristic approach to human sexual dysfunctions has some legitimate justifica-
tions, the “whole story” behind the dysfunction is important for a fuller understanding of the
problem and its solution. The individual’s thoughts and feelings are important when trying
to understand causes of sexual difficulties.

Masters and Johnson proclaimed that sexual dysfunctions are not symptomatic of any hid-
den or buried psychological problems. If they were, people could probably not be helped sub-
stantially or cured in their intensive two-week approach to sex therapy. We discuss this ther-
apeutic approach in greater length in the next chapter. Whether old, latent psychological
issues are behind the development of sexual dysfunctions depends on one’s theoretical per-
spective. For example, behaviorally based psychotherapists argue that dealing with symptoms
is more worthwhile than exploring causes of these problems. In contrast, a psychiatrist may
explore the historical development of sexual dysfunctions, as well as the reasons for their per-
sistence. In general, most professionals today believe that sexual dysfunctions may in part be
caused by a rather maladaptive learning process in which these behaviors endure because they
are in some way reinforced in the client’s psychosocial environment. For example, if a person
had fears of intimacy, she or he might develop a sexual dysfunction in order to avoid fully ex-
periencing the kind of closeness and affection that typically accompanies sexual intercourse.
Similarly, if intercourse is accompanied by pain or the spastic contraction of the musculature
at the opening to the vagina (vaginismus), a person would very likely avoid intimacy (and,
therefore, be reinforced) by refraining from having or attempting coitus. Analogously, the em-
barrassment or humiliation that might accompany impotence may be avoided altogether if the
person doesn’t attempt intercourse. In each of these instances, avoiding sexual interaction al-
lows a person to evade experiences that are unpleasant or that might be accompanied by feel-
ing of shame, and the dysfunction is likely to continue because of these “rewarding” experi-
ences. In fact, the term negative reinforcement is used to describe the good feelings we get when
bad feelings stop (negative reinforcement is not the same thing as punishment).

The Diagnostic and Statistical Manual of Mental Disorders
There is an interesting paradox in the way many professionals think about sexual dysfunctions.
On the one hand, these problems are not thought to represent latent, persistent problems in an
individual’s personality. On the other, sexual dysfunctions are described in the fourth edition of
The Diagnostic and Statistical Manual of Mental Disorders (DSM), which covers a variety of fairly
enduring psychological problems. Are sexual dysfunctions psychological disorders? We feel
that sexual dysfunctions are not necessarily mental disorders but believe that a variety of
thought patterns and mood states may contribute to the development and persistence of sexual
problems. In general, when people experience significant subjective inner turmoil that hurts
their ability to engage in rewarding interpersonal relationships or impairs their ability to work,
they can be said to have a psychological problem. The DSM refers to a mental disorder as a con-
dition that causes personal distress, impaired functioning in one or more areas of the individ-
ual’s life, or a markedly increased risk of suffering death, pain, or disability.

Many problems included in the DSM-IV are so common that often people are surprised
to hear them called psychological disorders. For example, people who have persistent, trou-
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bling problems in adapting to social or job-related challenges or whose productivity is fre-
quently impaired by high levels of stress are often diagnosed with adjustment disorders,
which are included in the DSM even though they are very common. Similarly, many of us will
experience periods of anxiety, mild depression, or problems sleeping, which also are included
in the DSM. Not all disorders described in the DSM are equally serious or have the same po-
tential to disrupt an individual’s life. The fact that sexual dysfunctions are described in this
volume does not necessarily mean they are mental disorders that profoundly impair an indi-
vidual’s day-to-day activities.

Here we will explore sexual dysfunctions from the perspective of both the individual and
the relationship. Sexual dysfunctions are both intrapersonal, as well as interpersonal. We will
consider both psychological and biological causes. Note also that an individual can have
more than one sexual dysfunction at the same time, such as diminished sexual interest and
problems in arousal and an inability to have orgasms reliably or at all. Although this chapter
uses a descriptive classification scheme, not all difficulties fall into neat, mutually exclusive
categories.

Classification of Sexual Dysfunctions

This section introduces the most common sexual dysfunctions. There are varying degrees of
seriousness in each, as well as in their impact on a relationship. Sometimes sexual dysfunc-
tions cause tremendous distress and disruption, whereas in other cases it is relatively easy for
a couple to adjust to their problem.

Problems With Low Sexual Desire
Not everyone wants to have sex as often as possible. There is much variability in a person’s
sex drive from one time to another and much variation among people. Some people have an
extremely low inclination to share physical intimacy, and this low sexual interest may be a
stable aspect of their personality. Others experience a frank dislike for or even repugnance at
the thought of having any kind of sexual interaction.

Hypoactive Sexual Desire Disorder Some individuals have a notable absence of de-
sire to have sexual intercourse or engage in other forms of sexual activity and rarely if ever
think or fantasize about sex. The word “frigid” is sometimes used to describe someone (un-
fortunately, typically a woman) who does not seem very interested in sharing physical inti-
macy. Professionals do not use the word frigidity but instead use more precise, less judg-
mental terminology. The circumstances of an individual’s life must be taken into account
when making a determination of hypoactive sexual desire disorder. This does not refer
simply to a person who isn’t in the mood for sex from time to time or to a loss of sexual in-
terest attributable to more serious psychological problems, such as depression. Similarly, this
is not a lack of sexual interest occurring as a side effect of a prescription or recreational drug
or as a result of illness. Hypoactive sexual desire disorder is a consistent trait of an individ-
ual. This lack of sexual interest is likely to cause a person some unhappiness and may cause
problems in their relationships.

Investigators believed that hypoactive sexual desire can be most meaningfully assessed by
learning about how frequently people desire or think about sex, rather than simply noting
how frequently they actually engage in sexual activity (Beck, 1995), since some people have
sex when they really don’t want to. A low level of sexual desire is the most frequently reported
problem among people who visit sex therapy clinics, and more men are now being diagnosed
with this difficulty. Many men experience low sexual desire, either briefly or for prolonged
periods of time. Diminished sexual interest may affect all of a person’s thoughts and fantasies
about sex, or just certain behaviors (e.g., fellatio). Someone with this disorder rarely initiates
sexual interaction with a partner, but he or she may comply with sexual requests in order to
be held and feel loved. Someone with this condition generally scores low on tests that meas-
ure erotophilia (see Chapter 12). Hypoactive sexual desire may develop over a period of time
for a number of reasons. Emotional problems, lack of sexual knowledge, low levels of sexual
motivation, and interpersonal problems in a relationship may be involved in this dysfunction.
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It is difficult to precisely measure “sexual desire,” and sex counselors and therapists might
use different definitions of this term.

Desire is the first stage in Kaplan’s model of sexual response. Anything that diminishes
sexual desire is likely to similarly lessen responsiveness in the two other stages in this model
(excitement and orgasm). A person who has problems experiencing and enjoying excitement
and orgasm probably develops diminished initial sexual desire as well. Sexual desire may be
hypoactive for one individual only or all possible partners. People with hypoactive sexual de-
sire typically encounter problems cultivating sexual relationships and frequently experience
a wide range of problems with their spouses when they are married. Hypoactive sexual de-
sire disorder usually develops during one’s adult years, rarely being present in adolescence or
young adulthood. Additionally, it may emerge during particularly difficult or stressful times
in a person’s life and diminish or disappear completely when one’s life circumstances im-
prove.

Not all couples get together because they love one another and enjoy shared sexual at-
traction. Many couples marry for practical reasons unrelated to enjoying one another sexu-
ally. Family traditions and expectations, financial considerations, and religious and socioeco-
nomic factors may all affect who gets together with whom. When such considerations impact
on marital decisions in the absence of sexual interest or attraction, sexual attraction may sim-
ply not occur. Two individuals may be bound together by a large number of shared interests,
but if they don’t have any desire for one another sexually, they usually cannot just make it
happen (Rosen & Leiblum, 1995).

Some investigators have reported that low sexual desire is often symptomatic of marital
adjustment problems and in these cases is frequently accompanied by moderate levels of anx-
iety and low levels of depression (Trudel, Landry, & Larose, 1997). Low sexual desire is per-
haps best assessed within the context of the overall quality of a relationship and may not nec-
essarily involve any significant incompatibilities. Therapists also explore the sexual behavior
and sexual repertoire of couples who are dealing with hypoactive sexual desire. Trudel,
Aubin, and Matte (1995) found that couples with a shared low level of sexual desire have a
more limited, routine repertoire of sexual activities and report less pleasure in these behav-
iors than couples who do not have low levels of sexual desire, although having little interest
in sexual experimentation is not the cause of low sexual desire. Couples with low sexual de-
sire are generally not as likely to engage in novel sexual activities or experiment with a more
diverse sexual repertoire.

Recently, much attention has been given to the nature of a couple’s relationship dy-
namics when one individual reports low sexual desire (Clement, 2002). The existence of a
sexual desire discrepancy between two people doesn’t always reveal the causes or conse-
quences of such a mismatch. Clement (2002) believes that such differences in sexual de-
sire emerge from a couple’s communication and cannot be attributed specifically to one or the
other person. This discrepancy in sexual desire is, at the same time, both the cause and the
result of the couple’s interpersonal interactions. Additionally, to assert that one person is a
“patient” and the other is symptom-free is a distinction that does little to resolve the con-
flict; in fact, such labeling may actually perpetuate differences in sexual desire. This lack of
interpersonal equality is made worse when the person who wants to have sex defines the
symptoms of the relationship’s problems and the person who doesn’t want to have sex con-
trols the other person’s behavior. As you can see, low sexual desire doesn’t happen in an in-
terpersonal vacuum.

Sexual desire and the lack of sexual desire have been further addressed by Levine (2003),
who points to what he calls five “dark paradoxes” of sexual desire.   

Sex Drive and Sexual Motivation Are Not Always in Sync. A person may feel highly mo-
tivated to have sex, but at the same time be disinterested in approaching his or her part-
ner. It is possible to be angry or disappointed with one’s partner and feel disinclined to
have intercourse with the partner for this reason.

Behavioral Fidelity May Not Reveal a Desire for Infidelity. A desire to be sexually monog-
amous often creates guilt when an individual feels attraction to others, flirts, or shares
non-genital physical contact with another. Thoughts of infidelity are common in highly
committed relationships.
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“Some nights he said that
he was tired, and some
nights she said that she
wanted to read, and other
nights no one said any-
thing.”

“Play It As It Lays,” Joan
Didion



Despite the Influence of Moral Codes, Feelings of Lust are Common. Both women and men
sometimes experience an intense desire to have sex. Eliminating entirely this common,
powerful feeling is difficult. When one no longer feels lust for one’s partner, guilt and con-
fusion commonly result.

Monotony and Boredom Diminish Sexual Desire. When a couple’s physical intimacy grows
routine, unadventurous, and predictable, both individuals often feel less motivated to ini-
tiate sex. The desire for sexual novelty is one common consequence of this situation.

Sexual Desire and Expression are Enhanced by Derogation. Levine asserts that men (es-
pecially) find a sexual partner more attractive if they are superior to her in some way—ed-
ucational attainment, economic status, intelligence, or perhaps physical attractiveness.
This implies that a man might not have sexual desire for a woman whom he perceives as
equal to or superior to himself in some way.  This author believes that this issue may also
be part of some women’s eroticism as well.

As you can see, sexual desire disorders are more complicated than simply wanting or not
wanting to have sex. Several interpersonal and social issues may all have an impact as well.

Sexual Aversion Disorder Another sexual desire disorder is called sexual aversion dis-
order. The word “aversion” carries with it some strong connotations of dislike and repug-
nance. Individuals with sexual aversion disorder experience a strong dislike of shared sexual
activity and avoid any physical contact or verbal interaction likely to lead to sexual interac-
tion. These individuals report having very low sex drive or no sex drive whatsoever and feel
very nervous about the prospect of becoming sexually aroused (Crenshaw, 1985). This sex-
ual aversion can be present along with other sexual dysfunctions or may exist by itself. Peo-
ple who experience sexual aversion may become extremely upset at the prospect of sexual in-
volvement and are likely to have a number of interpersonal problems with others because of
their scrupulous avoidance of any sexual discussion, comments, or overt behavior.

Some people with sexual aversions are particularly repulsed by specific sexual stimuli or
aspects of sexual interactions, whereas others experience a more generalized distaste for any
and all cues with explicit or even implicit sexual meanings. These individuals sometimes go
to great lengths to avoid encountering any stimuli with sexual connotations and are vigilant
for the unexpected appearance of erotic stimuli.

Noll, Trickett, and Putnam (2003) have recently demonstrated that sexual aversion in
adults often develops as a result of childhood sexual abuse. These early experiences interfere
with adult feelings of sexual pleasure and sometimes a variety of dysfunctions. These indi-
viduals report unpleasant memories and emotions connected with their abuse and these feel-
ings later become associated with sexual arousal. As children, these individuals engaged in
inappropriate, public displays of sexual behavior and have come to the attention of their par-
ents and others in positions of authority.

Sexual Arousal Disorders
Sexual arousal disorders are a very different kind of problem. In these disorders a person may
indeed very much desire to share sexual intimacy with another, but their bodies do not go
along with their inclinations. Both women and men experience arousal disorders.

Female Sexual Arousal Disorder As women become aroused, they experience vaginal
lubrication, as well as an internal swelling of the tissues at the opening to the vagina. While
these changes can take more or less time, with continued foreplay, these will occur in most
women, although they may be a little delayed and diminished in women in later life. In
women who experience female sexual arousal disorder, these physiological events are ab-
sent or significantly reduced, making penetration awkward and/or uncomfortable due to a
lack of adequate lubrication. Similarly, intercourse may be painful and is usually accompa-
nied by tension between partners and feelings of anguish or anxiety in the woman. This
woman may tell you that she feels sexually inadequate. Completing intercourse may be un-
reasonable and upsetting for the woman.
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“In sex one wants or one
does not want. And the
grief, the sorrow of life is
that one can not make or
coerce or persuade the
wanting, cannot command
it by mail order or finagle
it through bureaucratic
channels.”

“Sita,” Kate Millett, 1976

“All this fuss about sleep-
ing together. For physical
pleasure I’d sooner go to
my dentist any day.”

“Vile Bodies,” Evelyn
Waugh, 1930

Sexual aversion disorder
An extremely strong and perva-
sive dislike of the prospect of
shared sexual activity and the
avoidance of any physical con-
tact or verbal interaction that 
is likely to lead to sexual inter-
action.

Female sexual arousal
disorder Reduced or absent
vaginal lubrication and swelling
of the tissues surrounding the
opening to the vagina making
penetration awkward and/or
uncomfortable. This may be
due to organic and/or psy-
chosocial factors.



These diminished genital responses can occur if a woman feels she has had too little fore-
play, doesn’t particularly like, trust, or enjoy her partner, has a vaginal infection, or is affected
by a medical condition or the side effects of a medication. Sexual arousal in women involves
vasocongestion in her genital and lower pelvic area. These factors all can reduce this re-
sponse, which is usually accompanied by significantly lower levels of vaginal lubrication as
well. If a man tries to penetrate his partner before she has had time to experience sufficient
arousal, she may have all the symptoms of female sexual arousal disorder when in fact all she
needs is more time for her arousal response to occur.

Regardless of the causes or circumstances of diminished vasocongestion and lubrication,
communication by the couple can help them make some adjustments in their lovemaking.
Use of sterile, non-petroleum based lubricants or lubricating suppositories can also be help-
ful. But if a woman is experiencing problems becoming sexually aroused, the problem may
lie in one of the desire phase dysfunctions already discussed.

Male Erectile Disorder The inability or diminished ability of a man to attain and main-
tain an erection of sufficient firmness for a long enough period of time to enjoy sexual inter-
course is the sexual dysfunction that has received the most attention in the popular press. It
has also received significant scientific attention, with a journal devoted to the subject: the In-
ternational Journal of Impotence Research. This condition was previously called impotence but
is today usually called erectile dysfunction or male erectile disorder. Men with erectile dys-
function long term or situationally usually have normal fertility; erectile dysfunction and fer-
tility are different things. While women with a sexual arousal disorder can use lubricants to
facilitate comfortable intercourse, without an erection a man has no simple alternative. When
men cannot attain and maintain erections on a repeated basis, or consistently lose their erec-
tion before they ejaculate and/or they and their partner have enjoyed some sense of sexual
satisfaction, this situation is considered dysfunctional. The term dysfunction is used in cir-
cumstances in which men experience dismay and unhappiness about their situation. Biolog-
ical, pathological, and drug-related factors may all play a role in the occurrence of impotence,
as well as psychological causes. For example, longstanding, rigid religiosity may contribute
to feelings of ambivalence about the pleasures of sexual intercourse, especially when con-
ception is not being planned. Generally, men who feel anxious about sexuality in general, and
sexual intercourse in particular, are more likely to experience erectile difficulties. Similarly,
men who worry a lot about how well they perform sexually and fear not satisfying their part-
ners also commonly experience bouts of impotence.

This sexual problem can create a vicious cycle in which the factors that contribute to the
problem (such as marital distress and tension) are likely to make the condition worse, and
the couple continues to find themselves experiencing more stress and anxiety that are even
more likely to discourage regular, enjoyable intimate interactions (Fig. 14-2). Erectile diffi-
culties often impair the quality of a sexual relationship over long periods of time. The DSM-
IV describes them as playing a central role in unconsum-
mated marriages.

Although some men may experience a lifelong pattern of
erectile dysfunction, most men will experience situational
bouts of this problem from time to time through their adult
years. Various risk factors have been described that are
thought to play a role in the development of erectile dys-
function (Bortolotti, Parazzini, Colli, & Landoni, 1997). For
example, men who smoke cigarettes, abuse alcohol regu-
larly, and have high blood cholesterol seem to have dispro-
portionately more erectile problems than those without
these conditions. Additionally, Masters and Johnson (Per-
sonal Communication, 1978) noted that when adolescents
or young men have embarrassing or humiliating early sex-
ual experiences in which they cannot attain an erection, or
if they can, are unable to complete intercourse, or if they
“get caught” having intercourse at this time in life, it can
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Male erectile disorder
The inability or diminished abil-
ity of a man to attain and
maintain an erection of suffi-
cient hardness for a long
enough period of time to enjoy
sexual intercourse. It is fre-
quently referred to as impo-
tence.

“All it means, if you wilt
that way with a lady, is
that you haven’t yet really
met her. You’re not trying
to make love to a woman,
you’re trying not to miss an
opportunity.”

“Falling Towards Eng-
land,” Clive James, 1985

FIGURE 14-2 Male erectile
disorder can create feelings of
failure and frustration for
men, as well as disappoint-
ment and distress in their
partners.



contribute to the occurrence of erectile dysfunction later. Sexual dysfunctions in general,
and erectile dysfunction in particular, are also positively correlated with highly perfection-
ist personalities (Dibartolo & Barlow, 1996). Apparently, wanting to have “perfect” sex can
create some significant pressures that adversely affect sexual responsiveness in men, as well
as diminish their overall relationship satisfaction. Anything that increases pressures to per-
form well sexually can in fact have a very counterproductive effect.

Erectile dysfunction can result from various causes. Both biological and psychosocial fac-
tors can be involved. In about four out of five cases, erectile dysfunction has a biological, or
organic, cause. A physician or counselor can discriminate between these two categories of
causes. For example, nocturnal penile tumescence (NPT) can be determined in a sleep labo-
ratory. Healthy men have an erection every 80 to 90 minutes in their sleep. When recording
devices are applied to the base of the penis, sleep researchers can monitor the presence or ab-
sence of erections. If a man cannot attain an erection when attempting to have intercourse
but does have erections in his sleep, this is a strong indicator that his erectile dysfunction has
a primarily psychological cause. Very often, low blood levels of testosterone are found in men
with erectile dysfunction, and administering doses of testosterone might have highly benefi-
cial effects on sexual response. Finally, ultrasound studies of the pattern of blood flow in a
man’s penis also help reveal if his erectile dysfunction is due to a physical problem.

Nonetheless, it is often too simplistic to think that erectile dysfunction is exclusively ei-
ther organic or psychological. It is often a combination of the two. For example, a man may
experience problems attaining and maintaining an erection due to illness or a side effect of a
medication. But even after he discontinues the medicine, he might still have a lot of self-
doubt and nervousness, which are likely to continue to impair his erectile ability even though
he is no longer ill or using medication.

Orgasmic Disorders
Some people with sexual dysfunctions have a particularly frustrating situation. They have no
problems experiencing sexual desire nor any difficulties in responding physically to erotic
stimuli. They experience desire and arousal. But they just can’t have orgasms. And if they do,
their orgasms do not occur regularly and reliably under conditions that would foster a stable
pattern of orgasmic response. While all sexual dysfunctions involve significant frustration,
orgasmic disorders are particularly disheartening to those afflicted. People with orgasmic dis-
orders often feel that something important is missing. Orgasm can be delayed, diminished, or
absent altogether, and usually the person does not know what to do to improve the situation.
Many people incorrectly assume that if a man enters a woman with an erect penis and the
woman is also sexually aroused, all they have to do is engage in vigorous pelvic thrusting in
order for both to have an orgasm. Sometimes this doesn’t happen.

Female Orgasmic Disorder Most adolescent boys masturbate, sometimes quite often.
By doing so they learn a lot about their bodies, their feelings of arousal, and the way those
feelings grow in intensity, usually culminating in orgasm. Young males get a lot of “training,”
one might say, in their sexual response cycle. Society generally implicitly assumes that these
masturbatory behaviors are a normal if not necessary aspect of their sexual development and
socialization. For young women, however, a very different scenario often emerges. Fewer
adolescent females masturbate, and thus fewer learn about their bodies and how they respond
to erotic stimuli and genital stimulation. The subtle but significant message to many young
women in our society has been to not touch themselves. Some even are told that sexual be-
havior is a “responsibility” of marriage and that it is a woman’s obligation to meet the needs
of her husband. While almost all boys have had orgasms and have ejaculated by the time they
turn 13, only about a third of young women have had orgasms. Unless a young women learns
to think differently about sexuality, lack of orgasmic response in early adulthood and later is
not at all uncommon.

A female orgasmic disorder is usually referred to as anorgasmia. In the past many pro-
fessionals in the medical, social, and behavioral sciences did not think that it was normal for
women to have orgasms during sexual intercourse. As recently as 1957, a major gynecology
textbook stated that women do not generally have any sexual feelings, sexual needs, or sex-
ual desires, except in a few “unusual cases.” In our contemporary perspective, this seems
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“This is the monstruosity
in love, lady—that the will
is infinite and the execu-
tion confined; that the de-
sire is boundless and the
act a slave to limit.”

“Troilus and Cressida”
Act 3, Scene 2William
Shakespeare

Female orgasmic disor-
der The inability of a woman
to have orgasms regularly, reli-
ably, and consistently. This con-
dition is also known as anor-
gasmia; there are several types
of this sexual dysfunction.

“Sex as I said, can be
summed up in three P’s:
procreation, pleasure, and
pride. From the long-range
point of view, which we
must always consider, pro-
creation is by far the most
important, since without
procreation there could be
no continuation of the race
. . . So female orgasm is
simply a nervous climax to
sex relations . . . and as
such it is a comparative
luxury from nature’s point
of view. It may be thought
of as a sort of pleasure-
prize that comes with a box
of cereal. It is all to the
good if the prize is there,
but the cereal is valuable
and nourishing if it is not.”

“The Normal Woman,”
Madeline Gray, 1967



truly odd. Most segments of our society today are very comfortable with the idea that women
are just as entitled to the enjoyments of sexual responsiveness as are men. However, when
men think that women have to have orgasms to feel truly fulfilled sexually, this may cause
some expectations that are unreasonable or even obstructions to relaxed lovemaking. Indeed,
as we have noted earlier, trying to have an orgasm can make it actually more difficult to hap-
pen. Note also that orgasmic experiences vary much within a woman and may also vary much
between different women. When women have the occasion to discuss their orgasms in struc-
tured interview settings, they say many different things about anticipating orgasms, as well
as the intensity and duration of those orgasms. Coupled with this is the fact that some women
believe that the only “appropriate” way to have an orgasm is during sexual intercourse (and
in some cases, only when they are planning conception). For some women, orgasms experi-
enced during masturbation or fantasizing are “second best” or don’t really “count.”

Different types of anorgasmia have been described. Primary anorgasmia is a lack of or-
gasmic response in women who have never had an orgasm by any means, including mastur-
bation, fantasizing, oral stimulation, or anal or vaginal penetration. As discussed in the next
chapter in reference to sex therapies, semantic problems often make it difficult to determine
whether a woman has in fact ever had an orgasm. While some women might think that they
have not had an orgasm unless they could describe it as cosmic fireworks, they indeed may
have had physiological orgasms but just didn’t describe them as such. Situational anorgas-
mia is a condition in which women can have orgasms only by means of limited (and often
highly stereotyped) patterns of stimulation. Unless everything is “just so” in terms of person,
place, time, and method of stimulation, these women simply do not have orgasms. Feelings
of safety and privacy and knowing that your partner knows how you like to be touched or
caressed are very important, indeed necessary for some women to be orgasmic. A perplexing
and frustrating problem of female sexual response is called random anorgasmia, in which
orgasms do not occur regularly and dependably even when a woman feels sexual desire and
arousal. Sometimes it happens and sometimes it doesn’t, and it’s hard to determine just ex-
actly why. Random anorgasmia is not related to illness, prescription drugs, or the use of recre-
ational drugs. Finally, some women have lost a previously reliable pattern of sexual respon-
siveness, a condition usually called secondary anorgasmia. Although these women enter the
plateau phase of the sexual response cycle, they don’t reach the next stage of orgasm. Some-
times when women first begin taking birth control pills they experience secondary anorgas-
mia, at least for a little while. Additionally, many women who have been the victims of sex-
ual assault experience painful intercourse, which can occur for a number of different reasons,
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Letter to Dr. Ruth Westheimer

Question:
My husband and I have been married for 2 years and everything
seems to be going really nicely. We love each other, communi-
cate very well, and have decided to put off starting a family for a
few more years. But there is something that has been bothering
me, and I’m not quite sure how to talk about it with my husband.
Whenever we have sex, he is really concerned about me having
an orgasm. It seems as if he doesn’t feel he’s been a good lover
unless I’ve climaxed. And the problem is I never climax during in-
tercourse. I can always climax when I masturbate and usually
when my husband stimulates me orally. I am feeling that there is
something wrong with me and the “pressure” to respond makes
it even harder for me to relax. If I tell my husband this I am afraid
he will feel terrible. Can you make any suggestions?

Answer:
While it is possible that your husband will “feel terrible” when
you tell him, though that is probably too strong a reaction, when

you do tell him (and please note how I am putting this) the re-
sult will be that you are both going to have a much better sex
life.

Many women share your sexual response and can have an
orgasm only with direct clitoral stimulation that they cannot get
during intercourse alone; however, that does not mean that they
can’t climax during intercourse, if they want to. By changing po-
sitions to one that allows the male to stimulate her clitoris dur-
ing intercourse, such as the female on top or side by side posi-
tions, it is possible for many of those women to climax during
intercourse.

Having said that, let me right away point out that this does
not work for all women. These women need to enjoy their or-
gasms either before or after intercourse. There’s nothing wrong
with not being able to have an orgasm during intercourse, as
long as you derive sexual satisfaction some other way. So ex-
plain all this to your husband and I’m sure he’ll be very under-
standing.

Primary anorgasmia A
condition in which a woman
has never had an orgasm by
any means, including mastur-
bation, fantasizing, or oral,
anal, or vaginal penetration.

Situational anorgasmia
A condition in which a woman
can only have orgasms by
means of a limited (and often
highly stereotyped) pattern of
stimulation.

Random anorgasmia A
condition in which orgasms do
not occur regularly and de-
pendably even when a woman
feels sexual desire and arousal.

Secondary anorgasmia A
condition in which a woman
has lost a previously reliable
pattern of orgasmic responsive-
ness.



and can interfere with orgasm. Other women who are involved in unrewarding relationships
may also lose their previously predictable pattern of orgasmic response.

Anorgasmia may also involve a pattern of delayed orgasmic response, although this delay
can be difficult to define specifically. It could happen because of a change in foreplay behav-
iors, tension in a relationship, or boredom and monotony in a couple’s style of lovemaking.
When delayed orgasm seems unusual for a woman’s age, life circumstances, and the effec-
tiveness of foreplay stimulation, then her condition is similar to a lack of orgasmic response
and is likely to cause the same kind of distress and interpersonal problems.

An interesting study compared questionnaire data collected from small groups of orgas-
mic and nonorgasmic women (Kelly, Strassberg, & Kircher, 1990). These focused on a
woman’s knowledge base about human sexuality, her susceptibility to sexual myths, and her
overall sexual attitudes. Despite the fact that a relatively small number of women (10 women
between the ages of 21 and 40) were studied, provocative data emerged that described atti-
tudes and experiences correlated with anorgasmia. Anorgasmic women had more difficulty
and awkwardness talking with their partners about their enjoyment of direct clitoral stimu-
lation. These women held negative attitudes about masturbation, were more likely to believe
sexual myths, and experienced more guilt associated with sexual behavior.

Male Orgasmic Disorder Many men have no problems enjoying sexual desire and
arousal, have no difficulty in attaining and maintaining an erection, find it easy to penetrate
their partner and engage in pelvic thrusting, but do not ejaculate or, if they do, their ejacula-
tion is long delayed and requires exceptionally vigorous, prolonged stimulation. Such stimu-
lation may involve prolonged intercourse or manual or oral stimulation. If this condition oc-
curs after a normal period of sexual excitement, it is called male orgasmic disorder, retarded
ejaculation, or ejaculatory incompetence. When the vigorousness and duration of sexual
stimulation seem adequate to precipitate orgasmic response, given the individual’s age and
health, a diagnosis of male orgasmic disorder is usually made. Like other conditions, this is
not technically a sexual dysfunction unless the individual experiencing it and his partner are
upset.

Sex therapists are often persuaded of the predominantly psychological origins of male or-
gasmic disorder because while these men do not generally ejaculate during sexual inter-
course, they do ejaculate regularly during masturbation, when their partners masturbate
them, or when their partners orally stimulate their penises. Something about intercourse and
its associated intimacies is extremely inhibiting for these men. Men who have this orgasmic
disorder can have orgasms during wet dreams, so their physiological mechanism of orgasm
is functional. Male orgasmic disorder is very rare. When Masters and Johnson published Hu-
man Sexual Inadequacy in 1970, with data based on 11 years of clinical experience, of 448
men who sought treatment for a variety of sexual difficulties, only 17 had this particular sex-
ual dysfunction. In addition to the fact that these men require a great deal of penile stimula-
tion in order to ejaculate, other factors may play a role in this dysfunction. Psychological fac-
tors, such as guilt, fear, resentment, and passivity, may also be involved (Munjack & Kanno,
1979). For example, if a man or his partner is very apprehensive about the possibility of a
pregnancy and both are ambivalent or resistant to using contraceptives, these issues may con-
tribute to the development of retarded ejaculation. A case study describing this situation has
been published (Newell, 1978). When lack of ejaculation during intercourse occurs only oc-
casionally, there is usually nothing to worry about, but when the pattern becomes persistent
and distressing, consulting a sex therapist is a good idea. Interestingly, it has been reported
that among men with retarded ejaculation, their consistent female sexual partner is not their
main sexual interest, which instead is often another man (Munjack & Kanno, 1979).

Premature Ejaculation Earlier chapters discussed how the sexual response cycle varies
in terms of how much time it takes men and women to progress through the stages of sexual
arousal and response. Generally men (especially younger men) become aroused more quickly
than women and spend less time in the plateau stage than their female partners. Similarly, of-
ten a man’s orgasms do not last as long as a woman’s. While many couples learn about these
differences and find ways to negotiate them satisfactorily, others frequently have problems.
The most common problem, premature ejaculation, involves a man’s inability to withhold
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“Men always fall for frigid
women because they put on
the best show.”

Fanny Brice

Retarded ejaculation A
condition in which a man can
attain and maintain an erec-
tion, penetrate his partner, and
engage in prolonged pelvic
thrusting but not ejaculate
readily or at all.

Premature ejaculation A
condition in which a man ejac-
ulates before his partner has
experienced some significant
sense of sexual satisfaction.
Very often he will ejaculate as
soon as he penetrates his part-
ner or only after brief pelvic
thrusting.



his ejaculation long enough for his partner to enjoy some significant sense of sexual satisfac-
tion, which may or may not involve her having an orgasm. An earlier chapter has emphasized
that sexual satisfaction does not require a couple to share simultaneous orgasms, and in fact,
they often do not. Yet when a man enters his partner, engages in vigorous pelvic thrusting,
and promptly ejaculates, he may leave her somewhat aroused when he is unable to continue
pelvic stroking with an erection. This often leaves her unsatisfied. Premature ejaculation is
the most common sexual dysfunction among men. One group of investigators estimated the
prevalence of premature ejaculation to be about 29% (Laumann, Gagnon, Michael, &
Michaels, 1994). Masters and Johnson (1970) arbitrarily defined premature ejaculation as a
man’s inability to withhold ejaculation about half the time he and his partner have inter-
course. Other investigators have tried to define premature ejaculation more specifically.
Grenier and Byers (1997) examined questionnaire responses from 112 undergraduate het-
erosexual males and found that four different ways of defining premature ejaculation were
fairly similar in the ways these men described rapid ejaculation. These included the amount
of control the man felt he had over the timing of his ejaculation, the amount of time that
elapsed between vaginal penetration and ejaculation, perceived feelings of satisfaction and
self-control over the timing of ejaculation, and the degree of concern or worry these men had
about premature ejaculation. In essence, all of these ways of defining premature ejaculation
were comparable, and none seemed to have better explanatory value than the others. Ac-
cording to the DSM, when a man is distressed over his lack of ejaculatory control and this
problem contributes to interpersonal difficulties with his partner, premature ejaculation is a
sexual dysfunction. But remember, if neither person is particularly bothered by it, this situa-
tion is not a dysfunction.

Nonetheless, this is a difficult subject. Knowing how long the “average” couple has in-
tercourse may not tell us very much, since every couple is unique and has their own sexual
style and preferences. What is important is whether both individuals feel satisfied after they
share sexual intercourse, and this does not often happen with those who ejaculate prema-
turely.

The two broad categories of premature ejaculation are primary and secondary. In primary
premature ejaculation, a man has always been a rapid ejaculator, often for a good reason.
Many adolescents masturbate frequently, often once a day or more. Masturbation is a very pri-
vate and often furtive behavior and is sometimes accompanied by guilt feelings. When
teenagers masturbate alone, they obviously are not paying attention to a partner’s sexual sat-
isfaction. Adolescent masturbation among boys is often a very quick activity, sometimes tak-
ing only a few minutes. But unfortunately, rapid ejaculation can become habitual and hard to
unlearn; this is the problem that men with primary premature ejaculation confront. When
these young men establish a relationship with a partner, this old, firmly established pattern
of rapid ejaculation is still deeply set in their sexual thinking and responding. Because this
behavior pattern was learned in the first place, however, it can be unlearned as well, as de-
scribed in a later section. In secondary premature ejaculation, the man has typically enjoyed
many years of intercourse in which he was able to control his orgasm so that his partner could
also enjoy more prolonged sexual arousal and orgasm. But now he finds that he cannot with-
hold his orgasm as effectively as he had been able to.

Premature ejaculation can be caused by both psychological and biological factors. When
rapid ejaculation results from the type of learning described above, it has an obvious psy-
chological cause. Another common cause of premature ejaculation is performance anxiety. If
a man is highly preoccupied with his skill as a lover, the tension and stress of his expecta-
tions often make it difficult for him to monitor his level of sexual arousal, and he is often un-
able to withhold his ejaculation. One of the most important things to teach men experienc-
ing premature ejaculation is to pay attention to their growing sexual excitement and the rate
at which they are approaching ejaculation. The point in time when a man is certain that he
can no longer withhold ejaculation is called ejaculatory inevitability. 

One recent Canadian study (Grenier & Byers, 2001) evaluated the ejaculatory behaviors
of 260 men. Approximately 25% identified themselves as having a problem with rapid ejacu-
lation. Importantly, those subjects in this study who reported having more frequent inter-
course reported longer latencies between vaginal penetration and ejaculation. Those also hav-
ing intercourse frequently also reported better control over the timing of their ejaculation, less
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to the use of alcohol 
among men who want 
to treat themselves for
premature ejaculation.

FOR DISCUSSION . . . 



worry about possibly ejaculating too early, greater feelings of control over selecting the timing
of ejaculation, and few intercourse episodes in which they felt they ejaculated too soon.  Ap-
parently, if “practice makes perfect,” practice can also improve things measurably in connec-
tion with this common and very frustrating sexual dysfunction.

Finally, recent analyses of premature ejaculation (Waldinger, 2002) have attributed new
emphasis to the neurobiological foundations of this sexual dysfunction, instead of the psy-
chological factors that have received so much emphasis since the early 1970s.  Small but sig-
nificant imbalances of a brain neurotransmitter called serotonin have long been implicated in
premature ejaculation, and Waldinger’s analysis supports this view. Importantly, when men
use drugs that alter the action of serotonin in the brain (such as antidepressants like Prozac,
Zoloft, or Paxil), they consistently report longer ejaculation latencies. In fact, these drugs are
sometimes used to treat premature ejaculation when men report no symptoms of depression.
We will comment further on this issue in the next chapter.

Are There Dysfunctions of the Resolution Phase of the Sexual
Response Cycle?
We have described sexual dysfunctions affecting sexual desire, arousal, and orgasm, corre-
sponding to the three stages of the sexual response cycle. One might also wonder whether
any sexual dysfunctions affect the last phase of the sexual response cycle, resolution. During
resolution our bodies return to their pre-excitement level of arousal; we generally feel peace-
ful and calm and very close to the person with whom we just made love. But these serene and
tranquil feelings don’t happen to everyone. Some women and men treat one another indif-
ferently rather than nurturantly after sexual intercourse. Is this a “sexual dysfunction”? Al-
though sex researchers have not explored dysfunctions during the resolution phase, clearly
bad feelings might become associated with this lack of warmth and affection, leaving one or
both partners feeling isolated and alone.

Sexual Pain Disorders
Sometimes intercourse is uncomfortable. The woman may not have lubricated enough, or the
man may attempt to insert a less-than-erect penis into an unlubricated vagina. Pelvic thrust-
ing may also be so vigorous that the ligaments that support a woman’s uterus can be suddenly
stretched. Whatever the cause, when sexual intercourse is persistently and recurrently un-
comfortable and a woman or man habitually experiences genital discomfort, this is a sexual
dysfunction, especially if either party is distressed or their relationship suffers. Yet sexual
pain disorders are not fully explained by lack of lubrication. The discomfort need not be as-
sociated only with vaginal penetration; it can occur even with the anticipation of vaginal pen-
etration. These disorders can be caused by psychological factors or a combination of psy-
chological and biological factors.

Dyspareunia Technically, the term dyspareunia refers to pain that recurs during sexual
intercourse in either women or men. This discomfort may be associated with vaginal pene-
tration or the expectation of intercourse. It can be apparent after a couple has finished hav-
ing sex. Women who complain of dyspareunia report that discomfort may accompany inser-
tion and/or deep pelvic thrusting. Some people have experienced dyspareunia as long as they
have been having intercourse, whereas others developed this disorder later in life, often in as-
sociation with a particular situation or relationship. Different people use different language
to describe their discomfort. Some speak of “sharp pains” while others report “twinges of
hurting,” and still others talk of “aching sensations” (Abarbanel, 1978).

Various factors may cause dyspareunia. Unusual anatomical variations may play a role. A
small introitus, as well as a smaller-than-normal vagina, can contribute to this condition. Var-
ious health problems also can contribute to painful intercourse. In men, Peyronie’s disease (in
which there are irregularities in the curvature of the penis) can cause significant pain before,
during, and after intercourse. In women, endometriosis (see Chapter 5) is related to sub-
stantial discomfort during penile penetration and especially during pelvic thrusting. Bacterial
infections of the genitourinary systems of both women and men can cause serious pain dur-
ing sexual intercourse. When the urethra and fallopian tubes are involved in women, or when
the urethra, epididymis, or prostate is locally infected in men, the infection may cause or con-
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Sexual pain disorder
Sexual dysfunction associated
with significant discomfort dur-
ing sexual intercourse.

Dyspareunia Discomfort as-
sociated with vaginal penetra-
tion, apparent during penetra-
tion or after intercourse. It can
result from organic and/or psy-
chosocial factors.



tribute to dyspareunia. Even benign growths of the lower colon and rectum may cause seri-
ous pain when a couple is having sex, regardless of the position they are using. Several bone
and joint problems in the lower back and hips have been related to painful intercourse.

Sometimes the most perplexing causes of dyspareunia are psychological and/or psy-
chosocial. If a person anticipates pain during intercourse because of a previous distressing ex-
perience, he or she may again anticipate this discomfort. In some people, this is such an aver-
sive experience that they forego intercourse altogether. In others, however, the anticipated
suffering occurs because the individual imagines that he or she may actually be injured in the
act of sexual intercourse. If an individual is feeling guilty or shameful about being in a sex-
ual situation in the first place, he or she may avoid coitus. Finally, some people just don’t
know very much about the sexual response cycle and may proceed to vaginal penetration
long before adequate lubrication has occurred. This factor, especially together with a clumsy,
hurried partner, can create more than enough discomfort for a person to develop a severe
aversion to the prospect of intercourse and the expectation of pain that may accompany it.

A woman may also experience dyspareunia as a result of a surgical procedure. When scar
tissue accumulates in the lower abdomen, after a hysterectomy for example, intercourse may
be very uncomfortable, especially if a woman’s partner is vigorous in his pelvic thrusting.
When a painful scar remains after an episiotomy, this too may cause pain during sexual activ-
ity. In all, there are a number of causes of painful intercourse. But regardless of the cause of
this often persistent, distressing discomfort, one thing is certain: people who have this kind of
pain are much less likely to want to have intercourse, to enjoy it, or to feel like real partners
when they are sharing intimacy. They often feel that a major aspect of their lives is missing.

One recent study (Danielsson, Sjoberg, Stenlund, & Wikman, 2003) evaluated over 3,000
Swedish women between the ages of 20 and 60 who were being screened for cervical cancer.
These subjects also filled out a questionnaire regarding painful intercourse.  Almost 10% of
the entire sample, with 13% of those between the ages of 20 and 29, reported having dys-
pareunia.  These authors could not explain the high prevalence of this disorder in younger
women, nor could they clarify the reasons that very few women in this sample (28%) con-
sulted a doctor about their persistent discomfort during intercourse.

Vaginismus Since the writings of the French philosopher René Descartes (see Chapter 2)
in the mid-1600s, thinkers have been very interested in the nature of the connection between
the mind and the body. Descartes was among the first to wonder how something invisible and
spiritual like the mind could exert such a powerful influence on the physical reality of the
human body. Since his day, social and behavioral scientists, as well as neuroscientists, have
been preoccupied with this basic issue. Vaginismus is a condition in which a woman expe-
riences a spastic (highly uncoordinated) contraction of the musculature at the opening to her
vagina and the outer one-third of the vagina. This usually makes penile penetration difficult
if not impossible. These muscle contractions are completely involuntary: the woman can’t
control them, at least not until she learns special relaxation techniques, discussed in the next
chapter. These involuntary muscle contractions occur in response to real attempts at pene-
tration, as well as the expectation of intercourse. Vaginismus is one of the most common rea-
sons for unconsummated marriages, and the feelings of frustration among women and men
in this situation can be very troubling. Resistance to vaginal entry is so strong that not only
is penile penetration impossible, but the attempted insertion of tampons or even a physician’s
finger or a speculum is often prevented. Interestingly, vaginismus occurs in all cultures in
which sexual behavior and responsiveness have been studied.

In some cases, the muscular spasms in vaginismus are somewhat weak, whereas in oth-
ers they are extremely strong. The DSM considers vaginismus a sexual dysfunction when its
causes are primarily psychological or psychosocial, even though a number of biological con-
ditions can contribute to it. For example, scarring caused by an episiotomy can make vaginal
penetration very uncomfortable; the same is true of endometriosis, prolapsed uterus, or even
low levels of female hormones that can cause chronic vaginal dryness. All of these can cause
pain during intercourse, which in turn could lead to muscle spasms. Sometimes a history of
sexual assault or abuse plays a powerful role in the etiology of vaginismus. In some cases,
traumatic early experiences with a tampon can be involved in the development of this dys-
function. When many young girls begin menstruation, they are often told by their mothers
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to use pads and to avoid tampons. But because of peer influence or just plain old curiosity, a
girl may decide for herself to try a tampon. She may insert it too far, or in some cases forget
it altogether. Often she and her mother have to make a rather embarrassing trip to the gyne-
cologist. The feelings of shame, guilt, disobedience, embarrassment, and discomfort from this
situation are often enough to cause vaginismus, even in a girl who may not be sexually active.

One study of vaginismus explored the marital dynamics of couples living with this prob-
lem (Tugrul & Kabakci, 1997). These investigators studied 40 married couples in Turkey; the
women were between the ages of 19 and 35 and their husbands were between 19 and 42. The
average length of their marriages was about 21⁄2 years. A number of questionnaires were used
to assess sexual satisfaction, family difficulties, anxiety, body image, sex roles, and personal
information. In general, the women and men in this study reported low levels of sexual sat-
isfaction in their marriages. While the men found intercourse manageable, the women re-
ported that they did not enjoy having sex very often and did not feel especially sensual dur-

ing sexual interactions. In fact, these women were quite
candid about trying to avoid intercourse. They reported spe-
cific fears about pain, harm, and even physical injury during
intercourse. While they were not averse to the idea of having
sex, they were certainly concerned about the discomfort they
often felt. The women in this study reported that they found
their husbands highly authoritarian and oppressive, as well
as somewhat undependable, and these factors seemed to be
highly correlated with vaginismus. Even though these data
are from a small sample of subjects, there is reason to explore
further the role of marital factors on the development of
vaginismus. Treatments of this dysfunction are described in
the next chapter.

Prevalence of Sexual Dysfunctions
Heiman (2002a) presented a summary of the prevalence of
various sexual dysfunctions. She strongly emphasized that
these disorders are under-researched and under-reported,
and that exact prevalence statistics are therefore difficult to
determine. She also noted that it is often difficult to present
an overview of the prevalence of sexual dysfunctions without
acknowledging that these disorders are powerfully associated
with a variety of other health problems, such as heart disease,
diabetes, and psychological disorders. Further, lifestyle is-
sues such as alcohol abuse, drug abuse, obesity, and inactiv-
ity also predispose individuals to a variety of sexual prob-
lems. Table 14-1 summarizes some of these data.
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Letter to Dr. Ruth Westheimer

Question:
When I was a little girl I was sexually abused by the father of one
of my girlfriends. Over the years I’ve come to terms with what
happened to me and understand that I did not cause this, I did
not ask for this, and there is nothing wrong or bad about me.
Now I have a lot of trouble having intercourse. It’s not that I don’t
want to, it’s just that I tighten up so much that my partner can-
not get his penis inside of me, at least not very far. It’s very un-
comfortable for me and frustrating for him and I just don’t know
what to do about it. Is there some medicine that can help me re-
lax? Would a few glasses of wine help? Whom should I talk to
and what do you think they can do for me?

Answer:
You have self-diagnosed your problem, and you might be right,
but it’s also possible that something else is causing you to
tighten up. Since your history might lead to a psychological prob-
lem, such as vaginismus, which is the involuntary contraction of
the vaginal muscles, I would urge you to consult with a sex ther-
apist or counselor. It’s a good thing that you know the potential
source of your problem, but at this point, you need a profes-
sional’s help to overcome the difficulties you are encountering.

TABLE 14-1

Prevalence of Sexual Dysfunctions Among
American Research Samplesa

Female sexual desire 33.4%
disorder

Male sexual desire 15.8%
disorder

Sexual aversion No prevalence statistics 
available

Female sexual arousal No prevalence statistics 
disorder available

Male erectile disorder 10.4% of men between 
18 and 59

Female orgasmic 24.1%
disorder

Retarded ejaculation 8.3%
Premature ejaculation 28.5%
Male dyspareunia 3%
Female dyspareunia 14.4%
Vaginismus Relatively rare without 

concurrent dyspareunia

aAfter Heiman, 2002a.



Causes of Sexual Dysfunctions

Problems in desire, arousal, or orgasm may be caused by a number of factors in the wider psy-
chosocial environment, in interpersonal relationships, or in connection with personal prob-
lems that stem from inadequate information, inappropriate learning, or a history of sexual
abuse and/or assault. Often multiple factors are involved in the emergence of sexual dys-
functions, and in many cases it is difficult, if not impossible, to point with certainty to any
single cause.

Bookstores stock dozens of titles about how to have “better sex,” but few focus on sexual
problems and solving them. In fact, sexual dysfunctions are relatively invisible in our society.
Popular books and movies present images and stories of beautiful eroticism, uninhibited sex-
ual expression, and attractive people enjoying wonderful, compatible, intimate relationships.
It wasn’t until the drug Viagra hit the market in the late 1990s that sexual dysfunctions be-
came a part of the cultural discourse on quality of life in the United States. 

Societal Factors in the Development of Sexual Dysfunctions
Television, movies, and magazines are full of images of attractive people. Society’s notions of
sexiness, masculinity, and femininity are explicit or implicit in these depictions. Younger, im-
pressionable adolescents often create a myth in their minds about all the wonderful (and sex-
ual) things that will happen to them if they are physically attractive. But while they focus on
external appearances, they are often beset by profound uncertainties and insecurities within.
It might be easy to buy clothing that looks sexy, but being comfortable with your own sexual
needs and knowing how to please your partner are entirely different matters.

Society’s Myths About Sex
Common sexual myths and cultural beliefs may contribute to high, and sometimes unattain-
able, expectations about sexual behavior. These assumptions govern many people’s expecta-
tions and self-perceptions. To the degree that one is aware of these, a person may be better
able to understand variations in sexual interest or sex drive and to accept different sexual ap-
petites. Consider these myths with respect to your own development and experience.

Myth Number 1: Everybody enjoys having sexual intercourse every chance they get.
This is simply incorrect. There are wide variations from time to time in a person’s desire

to have intercourse and wide variations among different people. Although some are very cu-
rious about many sexual matters, others prefer to refrain from sexual interactions. They are
simply uncomfortable sharing physical intimacy, and that preference should be respected.

Myth Number 2: The frequency of sexual interaction is a good indication of the strength
of a relationship.

Again, this is plainly false. Good relationships usually stem from two people sharing dif-
ferent activities together. In fact, an obsessive preoccupation with the sexual aspects of a re-
lationship may leave a couple with a bond lacking vitality and diversity. In addition, when
the couple wants to have sexual intercourse when they are well rested, free of stress, and free
of interruption, they may find that there aren’t too many times during the week when all
these criteria are met.

Myth Number 3: Sexual intercourse isn’t good unless both parties have an orgasm.
One can enjoy feelings of safety, intimacy, mutuality, love, and affection while sharing

physical intimacy and not have an orgasm. While orgasm is often thought of as the goal of
sexual intercourse, some very enjoyable, erotic experiences can be shared without any pres-
sure to “perform” and have an orgasm or “make” one’s partner have an orgasm.

Myth Number 4: Men are sexual leaders and teachers and women are supposed to be sex-
ual learners and take a more passive attitude during sexual sharing.

Unfortunately, this myth has been slow to die. In reality, women and men today enter
marriages with similar sexual backgrounds in terms of number of partners and diversity of
sexual behaviors. Much performance anxiety can be eliminated when couples communicate
more clearly and completely about their level of sexual knowledge and their expectations for
their partner. With the decline in the sexual double standard previously discussed, there is
little reason to assume that men are more knowledgeable about sex or more experienced than
their female counterparts.
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“Outside every thin woman
is a fat man trying to get
in.”

Katherine Whitehorn



Myth Number 5: After sexual intercourse, people are always satisfied, happy, and peace-
ful.

We wish this were the case. In fact, many people feel unsatisfied, detached from their
partners, neglected, or even exploited after intercourse. Because these feelings are often not
openly discussed, further sexual interactions are not likely to be any more satisfactory. Soci-
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Research Highlight
Society, Obesity, and Sexuality

B ecause of the powerful relationship between thinness, 
attractiveness, and sex appeal in our culture, research

has examined the impact of obesity on sexual self-esteem and
feelings of adequacy in interpersonal contexts. People often
make inferences about the moods, impulse control, and
erotic inclinations and behavior of overweight individuals.
Many people are averse to imagining obese individuals shar-
ing physical intimacy. This is a good example of the ways in
which societal perceptions can influence feelings of sexual
attractiveness and perhaps even sexual responsiveness.

Regan (1996) studied 96 undergraduates (48 females and
48 males) between the ages of 17 and 23. These subjects were
presented with information about male or female obese and
normal-weight individuals; they were given reports of age,
height, and weight and told that they were participating in a
study on “person perception.” These respondents reported
that they felt an obese man’s sexual experiences would be
similar to those of a normal-weight man. In contrast, they felt
that obese women were less attractive sexually and less sex-
ually responsive and had less sexual experience and mastery
than their normal-weight counterparts. Further, obese
women were thought to have diminished sexual desire and a
more limited sexual repertoire than normal-weight women
or obese men. Obese women in this study were a stigmatized
minority viewed as less sexually inclined and responsive.
There were no significant differences in the way male and fe-
male respondents replied to this questionnaire. Of course,
these are reported beliefs that are more closely related to so-
cial perceptions of overweight individuals than to the re-
ported behaviors of obese individuals themselves. Buss
(1997) suggested that because obese people are often per-
ceived to be unattractive according to social conventions of
beauty, they may be “sexually maladjusted.” Buss empha-
sized that any sexual problems obese individuals might have
are more a function of a hostile social environment than any
particular anatomical, physiological, or endocrine problems
associated with being overweight. In the past, some social
and behavioral scientists have suggested that people become
obese as a defense against intimacy and their dislike of sex-
ual behavior. As of this writing, however, there are no sub-
stantive, systematic data to support this suggestion.

Data have been reported that indicate that obese males
may be somewhat less sexually inclined than their normal-
weight counterparts. Jagstaidt, Golay, and Pasini (1997)
studied sexual behavior and sexual dysfunctions in a group
of 30 male obese individuals and compared them with 30

normal-weight individuals. These investigators found signif-
icantly diminished sexual desire, fewer sexual fantasies, and
less inclination to pursue sexual experiences in the obese
group than in the control group. It is unclear, however,
whether obesity somehow causes diminished sexual interest
or whether obesity and lowered sexual interest are only cor-
related. Importantly, these writers emphasize the importance
of sexual counseling as a part of a multifaceted weight re-
duction program. In fact, other investigations have reported
that weight loss may lead to increased sexual interest and ac-
tivity. Werlinger, King, Clark, Pera, et al., (1997) studied sex-
ual behavior in a sample of 32 middle-aged women who had
lost significant amounts of weight in a medically supervised
program and found notable improvements in body image, as
well as increases in sexual behavior. Finally, Marshall and
Neill (1977) noted that after intestinal bypass surgery (which
removes a large portion of small intestine so that less food is
absorbed in the digestive tract), most of their patients re-
ported an increased level of interest in sex and frequency of
sexual activity. Apparently, when people lose weight and
more closely resemble social conventions of attractiveness,
they are more likely to experience sexual desire and in-
creased levels of sexual behavior as well. But someone who is
obese should not be presumed to necessarily have less sexual
interest or responsiveness.



ety’s perspective, however, is often at odds with the realities of this unrewarding situation.
Many people assume that shared intimacy will always be enjoyable and satisfying and are of-
ten quite distressed, although often quietly so, to discover that sexual intercourse may reveal
more serious, pervasive problems in a relationship.
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Other Countries, Cultures, and Customs
Sexual Dysfunctions in China

I t is often instructive to examine sexual dysfunctions
within their psychosocial context. The cultural and his-

torical traditions of the Chinese, of course, influence the man-
ifestations, diagnosis, and treatment of sexual dysfunctions in
this enormous nation. For example, Liu and Ng (1995) have
reported that Chinese beliefs in the essential significance of
semen and various relatively ineffective folk remedies for sex-
ual problems commonly lead to long delays in seeking assis-
tance for sexual dysfunctions. Additionally, because of its pa-
triarchal, male-dominant culture, women often feel very
hesitant to ask for help when they feel they are not fully en-
joying physical intimacy with their partners. In the mid-
1980s, there were virtually no clinics for the treatment of sex-
ual dysfunctions in the entire country, although by the
mid-1990s there were 34. As in the United States, there is lit-
tle uniformity in the credentials of those who staff these es-
tablishments, and their therapies ranged from Chinese herbal
agents to cognitive-behavioral techniques. This number of
clinics is very small relative to the number of people who live
in China but at least is an important acknowledgment of the
problem facing many Chinese women and men.

Cultural traditions affect the commonness of sexual dys-
functions in China and the enormous differential in the gen-
der of those who seek treatment. For example, retarded ejac-
ulation is the most common problem in Chinese clinics, and
the reasons for this may be difficult for people in other coun-
tries to understand. For centuries in China, mystical proper-
ties have been attributed to semen; in fact, many Chinese
men are socialized to believe that “one drop of semen is as
valuable as ten drops of blood” (Liu & Ng, 1995, p. 729) and,
therefore, they make every reasonable effort to avoid wasting
it. Semen is a fundamental part of the yang element, which
represents an amalgam of heaven and earth. Throughout his-
tory, books about sex in China have offered lessons on how
to withhold semen to avoid its inappropriate dissipation.
Careful instruction is offered on how to have intercourse
without ejaculation because each dispensing of semen causes
a loss of spiritual energy for the man. This is still a powerful
idea for many men in China, and many Chinese youth prac-
tice masturbating and having intercourse without ejaculat-
ing. In the same vein, women who want to have intercourse
“too frequently” are seen as a threat to preserving this pre-
cious fluid; therefore, retarded ejaculation is not a surprising
consequence of this tradition. The discussion of sex therapies
in the next chapter describes how it is hard to unlearn a mes-
sage that has been a big part of a person’s sexual value system
for a long time.

Another interesting aspect of sexual dysfunctions in
China is the extremely small percentage of female patients

who seek the services of sex clinics. During the 1970s in the
United States, 43.3% of those seeking sex therapy were
women. The comparable figure during the 1980s in the So-
viet Union was 39.4%. In Liu and Ng’s study, the percentage
of women seeking sex therapy in China ranged from 2.7% in
Harbin to 6.9% in Beijing. For many women in China, sexual
intercourse is a wife’s duty, and whether she enjoys it or re-
sponds to her husband physically is often a matter of little
concern to men. In fact, Liu and Ng point out that if a woman
seems absorbed in sexual issues, “she would be accused of
indecency and breaching her female role, or even considered
to be obscene” (p. 729). For these reasons, many Chinese
women are embarrassed about sexual intercourse, are hesi-
tant to initiate intimacy with their husbands, and are fre-
quently coerced into having sex. Not surprisingly, many Chi-
nese women report highly unsatisfactory feelings about
sexual activity within the context of their marriages. Most
Chinese women behave as if they have few marital rights re-
garding sex.

These authors point out that lack of authoritative sexual
information also contributes to the prevalence of sexual dys-
functions in China, although this fact is by no means specific
to that country. In particular, couples seem unaware of the
importance of foreplay in facilitating comfortable inter-
course, often spending less than one minute in intimate shar-
ing before penetration. Because of this, many women report
significant discomfort, nervousness, and disappointment in
connection with coitus.

More so than in most other countries, in China there are
rather explicit prohibitions against intercourse among the ag-
ing and elderly, contributing to the prevalence of sexual dys-
functions among those at mid-life and later. Physical inti-
macy may cease long before later life. In a study of 20,000
Chinese women and men, Liu, Ng, and Chou (1992) re-
ported that about 35% of the women had already stopped
having intercourse between the ages of 41 and 50, and 38%
of women over the age of 50. Among men, almost 20% had
stopped having intercourse between 41 and 50, with the
number rising to 60% among men over the age of 50. This
disparity between women and men may be accounted for by
differences in how willing the two sexes are to report that
they have stopped having sex, when in fact they may con-
tinue to do so. Because of these powerful cultural beliefs, it is
not surprising that sexual difficulties are different in both na-
ture and scope in China from in North America and other
countries. The point is not, of course, that the Chinese
should change their traditions, but that traditions have pow-
erful influences on people.



Interpretation of Religious Traditions and Sexual Dysfunctions
Chapter 2 discussed how our sexual thoughts, feelings, and behaviors have been powerfully
influenced by many of the religious traditions of Judeo-Christian cultures. For example, the
heritage of male dominance and the inappropriateness of sexual intercourse before marriage
has its roots in the doctrines of ancient Jews and Christians. Similarly, the idea that sexual in-
tercourse is appropriate only if a couple is planning to conceive is another very powerful no-
tion with old religious roots. Many of our culture’s more somber and serious attitudes about
human sexual expression have their origins in old spiritual texts, teachings, and customs.
How people interpret the religious traditions in which they have been raised often has a clear,
and often inhibiting, influence on the ways they think, feel, and act sexually.

Historically, and still to some extent true today, religious groups have enforced conform-
ity with belief systems by creating guilt among those who do not comply with the behavioral
requirements of the faith. Not all religions do this, of course, but some certainly do. The guilt
many people feel because of their thoughts or actions that diverge from religious expectations
often fosters anxiety, and anxiety frequently impairs sexual interest, arousal, and response, as
we have already seen. In fact, sexual pleasure itself is often considered bad or wicked in many
Christian religions (Runkel, 1998). Generally this is not the view of Judaism or several East-
ern religions, such as Buddhism, Shinto, or Hindu. Even at the beginning of the new millen-
nium little has changed in some religions.

When people feel guilty about masturbation, oral sex, or intercourse without planning
conception, remorse and shame often come to be associated with one of the most basic and
important aspects of our humanity. We encourage everyone to learn as much as they can
about sex so that myths and misinformation cannot diminish the healthy expression of sex-
uality. People do not all experience guilt for the same reasons, and anxiety often manifests it-
self differently. Masters and Johnson (1970) noted that sexuality is the only human drive that
can be molded and manipulated by culture in such a way that it can be delayed or denied out-
right or its onset postponed almost indefinitely, and religious values are often involved in this
teaching. For delay of sexual gratification to take place, an individual must see the religious
teaching as valid and valued codes of human conduct and must be willing to endure sexual
feelings without acting on them for prolonged periods of time. This is not always practical or
easy. While a person’s perspectives on religious teachings might involve sexual abstinence
outside marriage, desire and arousal may occur when there is no intention of participating in
intercourse. This situation commonly causes the type of guilt and anxiety noted above. In
fact, sex therapists have long recognized the fact that religious factors may interfere with all
stages of the sexual response cycle.

One last point: in cultures dominated by males, especially in the domestic arena, female
desire, arousal, and response may be seen as secondary to the pleasures her husband derives
from the act of intercourse. This is certainly the case in China (see Other Countries, Cultures,
and Customs sidebar). To the degree that women are not accepted as full partners in a mari-
tal relationship, whether due to religious or other reasons, they are more likely to experience
ambivalence and guilt about their sexual feelings, which would further complicate their sex-
ual value system and the recognition of themselves as healthy sexual beings.

Sexual Dysfunctions in Later Life
Because many in our society are hesitant to accept the normality of sexual expression
throughout the life span, acknowledging sexual dysfunctions among aging and elderly peo-
ple is even more uncommon. A society that doesn’t want to accept the fact that old people
have sex is not very interested in why older adults may be having trouble with sex. There is
a basic difference between the sexual dysfunctions discussed thus far and the inability to
adapt to normal age-related changes in sexual functioning discussed in the previous chapter.
If one’s psychosocial environment does not accept or encourage lifelong sexual expression,
adapting to normal biological changes becomes more complicated. For example, if an indi-
vidual experiences diminished sexual desire or delayed arousal, does this necessarily mean
that he or she has a dysfunction of desire or arousal? We don’t think so. Most of the prob-
lems that in later life are associated with dysfunctions of desire, arousal, or orgasm are more
clearly related to the health status of the individual and/or any medications he or she may be
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“Marital intercourse is cer-
tainly holy, lawful and
praiseworthy in itself and
profitable to society, yet in
certain circumstances it
can prove dangerous, as
when through excess the
soul is made sick with ve-
nial sin, or through the vio-
lation and perversion of its
primary end, killed by mor-
tal sin; such perversion, de-
testable in proportion to its
departure from the true or-
der, being always mortal
sin, for it is never lawful to
exclude the primary end of
marriage which is the pro-
creation of children.”

“Introduction to the
Devout Life,” St. Francis
DeSales, 1609



taking than to a sexual dysfunction per se (Sbrocco, Weisberg, & Barlow, 1995). Sbrocco,
Weisberg, and Barlow (1995) suggested that sexual dysfunctions in later life are more a func-
tion of an individual having problems attentively focusing on erotic stimuli in the immediate
environment. Some might call this “increased distractibility.”

Some social and behavioral scientists think that aging and elderly adults might feel a lit-
tle guilty about their interest in remaining sexually active, as if these feelings were somehow
“abnormal.” Even though this isn’t true, if people think it’s true they will be just as uncom-
fortable about their continued erotic interests. When this happens, small changes in sexual
desire, arousal, and orgasm may be magnified out of proportion in a person’s mind, and this
in turn fosters the development of anxiety in connection with the prospect of having sexual
intercourse. People who were somewhat erotophobic earlier in life become progressively
more erotophobic as they age, and this then plays an important role in the development of a
sexual dysfunction. Older people’s self-concept may not include the prominent sexual com-
ponent it once did when they were younger.

Race and Ethnicity
Just as ageism as a prejudice distorts our thoughts and perceptions about older adults, other
prejudices often affect how one thinks about the sexual behaviors and “abilities” of various
racial and ethnic groups. Almost every culture has some preconceptions that some other cul-
ture has sexual customs and traditions that include very high levels of sexual desire and re-
sponsiveness and an unlimited capacity for orgasms. These beliefs often include notions
about the size of the male genitalia of these peoples, as well as the phenomenal beauty and
sexual readiness of the women. While there indeed are interesting and important sexual dif-
ferences among many of the world’s cultures, the ideas described above are mostly mythical
and involve very little substantive truth. Sexual dysfunctions occur in virtually every society
cultural anthropologists have studied.

The meaning of sexuality itself, ideas of “normal” sexual relationships, and the nature of
sexual dysfunctions are all affected by cultural norms and traditions (Lavee, 1991). Although
there are genuine culture-specific anxieties about sexual behavior, no culture is characterized
by sexual “supermen” and “superwomen,” and no racial or ethnic group has “incredible sex”
all the time. The dysfunctions that trouble one group of people most assuredly trouble others.

Interpersonal Problems and Sexual Dysfunctions
Problems two people have between themselves are no less important than cultural and soci-
etal factors in the development of sexual dysfunctions. Openly and clearly expressing one’s
feelings and desires is not always easy, but the better you know your partner and the more
complete your knowledge about sex in general, the better the chances of mutually enjoyable
physical sharing. Masters and Johnson wrote about the importance of something called “I”
language. This is a type of communication in which people can comfortably convey what
they desire sexually without feeling guilty about it. Their statements begin with “I,” as in “I
would like you to fondle my breasts more tenderly,” or “I would enjoy it if you would stim-
ulate my penis more vigorously,” or “I would like to take a long time to enjoy you tonight.”
Many of us have been taught that it is never right to put yourself first, yet to fully enjoy sex-
ual intimacy it’s a good idea for two people to know exactly what the other enjoys. 

Just as sexual dysfunctions frequently develop without people talking about the emer-
gence of these problems, these difficulties often continue for long periods of time without the
couple ever talking seriously and candidly about how to solve them. Sexual problems can de-
velop a momentum of their own, and after a while each partner doesn’t quite know what to
say or do about them. The frustration leads to silence, and silence doesn’t lead to any solu-
tion, and the initial frustration gets worse, and before they know it, virtually all meaningful
communication in the relationship suffers. Because sexual dysfunctions do not usually get
better on their own, someone has to take the first step to initiate a dialogue, and this is rarely
an easy thing to do. For these reasons, a counselor or sex therapist is often very helpful in
opening up the issues that may have led to the dysfunction and in helping a couple explore
alternatives to improve things. The next chapter discusses a variety of approaches used by sex
therapists.
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“Older women are best be-
cause they always think
they may be doing it for the
last time.”

Ian Fleming



Longstanding, Unsettled Relationship Problems As a couple lives together over
time, inevitable incompatibilities become obvious. While some of these are trivial, others
are more important and distracting and have the potential to diminish the quality of the
bond. One of the more persistent conflicts couples have is about power. The power to do
what one wants. The power to make your partner do what you want. The power to plan
problem-solving strategies and work to carry them out. Even the power not to engage in
productive problem solving. Perhaps you have heard about how a couple has power strug-
gles as they try to decide how to use their time, money, or space, or how to participate in
raising children. These aren’t arguments with clear, unambiguous solutions; they are gen-
erally longstanding battles for the upper hand in a relationship. These conflicts often
emerge for a number of reasons: differences in the maturity levels of the partners, problems
discarding problematic influences of one’s family of origin, or perhaps even a lack of mu-
tual respect. When a couple frequently has disputes over autonomy or authority, sooner or
later this affects their sex life too. If you spend a lot of time battling for control and respect
and influence during most of the waking day, things don’t change a lot when you go to bed
at night.

Learning to live with interpersonal problems and learning to solve them together are two
very different things. Living with someone almost inevitably involves disputes and disagree-
ments. Some inescapable aspects of all relationships have the potential to hurt the quality of
that relationship, including its sexual aspects. Couples often argue about the conflicting de-
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Other Countries, Cultures, and Customs
Sexual Dysfunctions and Arab Men

S exual dysfunctions occur in every culture. But think for 
a moment of the stereotype of the romantic, adventur-

ous men of the Middle East. For decades, movies have de-
picted proud, assertive male Arabs with harems, horses, and
power. Yet this is another example of how things are never
perfect in paradise. Osman and Al-Sawaf (1995) reported the
results of some serious exploratory research concerning anx-
ieties about sexuality and sexual dysfunctions in the Middle
East. Over the course of one year, 38 men and 5 women were
studied. Although this is not a very large sample, early in-
vestigative research is often limited in scope. All of these sub-
jects consulted professionals in a hospital specializing in the
treatment of psychiatric disorders.

These investigators found that among these patients from
Saudi Arabia, Yemen, the Sudan, and other neighboring Arab
countries, guilt and anxiety were commonly associated with
an inability to conform to common social conceptions of po-
tent, fertile men and submissive, willing women. Indeed, in
these countries the “success” of a marriage is judged on two
straightforward characteristics: frequent sexual intercourse
and having many children. If anything interferes with these
two simple objectives, both women and men feel serious dis-
tress and apprehension. Osman and Al-Sawaf believe that
Arab men are powerfully motivated to create and maintain
their dominant roles sexually in their marriages (and many
of their male subjects had more than one wife) and become
extremely troubled and fearful when they feel that there are
problems or inadequacies in their sexual performance. In
fact, many young Arab men have grown up believing that it
is normal to have intercourse with their wives three to five

times each day. With such high expectations, it is no wonder
that some men have very persistent and distracting sexual
anxieties that affect their erectile ability and sexual behavior.

Many of the men in this sample believed that they had
been “bewitched” by an ex-wife, co-wife, ex-fiancé, or an en-
vious neighbor and had initially sought advice and assistance
from a traditional Arab advisor before seeking professional
assistance. Twenty-one of these men experienced erectile dif-
ficulties after having already had normal intercourse that
same day, while another 18 reported a complete inability to
attain and maintain an erection sufficient to allow comfort-
able intercourse. Of these subjects, three men were impotent
with their wives but not with other women. These re-
searchers described these men as “extremely anxious, agi-
tated, and depressed.” In addition, 10 men developed prema-
ture ejaculation after having had a normal pattern of
controlled ejaculation, and three others had been men who
prematurely ejaculated as long as they had been having in-
tercourse. The five women in this study reported difficulties
associated with the physical act of intercourse itself, specifi-
cally, vaginismus and dyspareunia.

Osman and Al-Sawaf noted the large discrepancy between
the number of women in Arab countries and the number of
women in Western countries who seek assistance from sex
therapy clinics. Of course, in the West, more women than
men explore these therapeutic opportunities, the opposite of
these Arab cultures.

A culture’s traditions concerning sex roles and the behav-
iors associated with them play a major role in the etiology
and manifestations of some sexual dysfunctions.

“Sex is a conversation car-
ried out by other means. If
you get on well out of bed,
half the problems of bed
are solved.”

Peter Ustinov



mands of their careers and families. Women are frequently distressed about the inequitable
distribution of housekeeping tasks and often complain that the person in a relationship who
earns the most money “buys” their way out of cleaning and other home maintenance chores
(this is usually the man). Couples must also contend with their feelings about changing sex
roles. If a man has been raised to believe that his wife is his obedient servant, conflict is in-
evitable when he discovers that she is an independent, assertive person in her own right. In
fact, many men still think of their spouses in the same way they think about their children:
dependent, unskilled, passive, and obedient. While these stereotypes are dying slowly, they
are still prevalent in our society. Distressing interactions are likely in households like these.
In addition, the emotional and time demands of raising children can diminish quality com-
munication, especially when children are very young. Again, a couple’s sexual relationship is
a microcosm of the characteristics of the marriage in general. If tensions and stresses dimin-
ish the quality of a couple’s communication and interaction, their sexual intimacy will likely
be similarly affected.

These issues and others often contribute to conflicts in a relationship. But the sexual
arena seems especially vulnerable to the negative effects of these problems. In many cases, a
couple simply has less sexual desire, interest, or energy and therefore has intercourse much
less frequently. As we get older, however, there is also a general decline in sexual frequency
that may be wholly unrelated to problems in a relationship. These changes can begin when
individuals are in their 30s and 40s. Beck (1988) has emphasized that couples often have dif-
ferent preferences for when it is appropriate to have sex, where, how often, and the behav-
iors involved. These differences sometimes create anxieties, resentment, or even guilt 
(p. 358). Often these emotions substantially diminish sexual desire. Strong feelings can cause
some very distracting, intrusive thoughts, and these can lessen sexual pleasure and make or-
gasms unlikely. Beck believes that these “negative automatic thoughts” can reduce sexual in-
terest and responsiveness. Here are some examples of these distracting ideas:

� I’m not good at this.
� I won’t reach a climax.
� I won’t satisfy my partner.
� You’re too mechanical.
� I’m bothered that you’re not turned on.
� That doesn’t feel good but I’m afraid to tell you.
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S ince women began entering the workplace in greater
numbers, a new phrase has entered the lexicon: “too tired

for sex.” In the not-so-distant past, some women might have
faked a headache when they did not feel like having sex, but
these days either partner might simply be too exhausted. Not
only are people working longer hours, but with both fathers and
mothers sharing in child care (even though, I realize, many
moms still bear more of the brunt of this burden), sometimes one
or both partners just don’t have enough energy to maintain an
active sex life.

Notice my use of the word “active.” My first advice is to be
careful that your relationship doesn’t become platonic just
because you have children. That can be a recipe for lost intimacy
in a marriage. Yes, you have to make allowances for fatigue, but
it’s still important to acknowledge your sexuality and maybe
take steps to ensure that you make the time and save the energy
to keep your sexual relationship alive. A marriage in which the
sexual fires have dimmed is not as likely to be fulfilling to both

partners and may not last very long. This isn’t to say those fires
can’t be rekindled!

Even though you may go for certain periods with minimal
sex, if a conflict develops because one partner desires sex more
than the other, you need to work out a solution together.
Remember: a low frequency of sexual intercourse does not
automatically mean either of you has less desire for the other or
has a sexual problem—it may be plain old fatigue. There are
things you can do to avoid fatigue and renew your relationship.
Go for a mini-vacation together, or hire a babysitter and rent a
motel room for the evening. Take the time to plan for such
occasions, so that both of you can become as aroused as
possible, and let yourselves go. Not only are sexual energies
released on such occasions, but you and your partner can work
this way to achieve a balance between your “regular” fatigue-
filled lives and these special moments that help keep your
relationship strong.

It Might Just Be FatiguePerspective

Apply what you learned in
Chapter 6 about effective

communication skills to the
way a couple might work
through these “negative

automatic thoughts.”

FOR DISCUSSION . . . 



� I feel I have to do whatever you want.
� I feel obliged to give you an orgasm.
� I might as well give up.
� I’m going through the motions but it means nothing to me.
� I’ll be damned if I’ll give in to your desire.

—Beck, 1988, pp. 360–361

These are just some of the thoughts people may have during sex when other aspects of
their relationship are not rewarding. As long as a couple is having interpersonal problems, it’s
not likely that these negative, inhibiting thoughts will go away. Many people who have rela-
tionship difficulties and fight frequently, however, often use sex as a way of making-up. In
this case, having intercourse can actually distract a person from the problems that caused the
fight in the first place. 

Lack of Sexual Information Another interpersonal problem that frequently contributes
to sexual dysfunctions is a lack of sexual information about anatomy and the sexual response
cycle. As described in this book, certain parts of our bodies are sensitive to erotic stimulation
and some are extremely sensitive. Women and men progress through four stages of the sex-
ual response cycle, and generally women take longer to do so than men. When women and
men do not understand these basic realities and do not know how and where and how long
their partner likes to be stimulated, they are likely to have two entirely different sexual ex-
periences. For example, men need to remember that it is often best to begin foreplay by fo-
cusing on the less sensitive areas of a woman’s body and gradually proceed to the more sen-
sitive areas, perhaps eventually involving prolonged manual stimulation of the clitoris.
Similarly, women need to remember that the glans and frenulum of the penis are especially
sensitive and that directly stimulating these areas vigorously early during foreplay may pre-
cipitate premature ejaculation. It is especially important for men to remember that arousal
takes much longer in a woman than in themselves and that a sensitive, caring lover will spend
enough time tenderly touching, kissing, and perhaps orally stimulating his partner before he
penetrates her vaginally.

When sexual interactions are unskilled, tactless, and selfish, one person likely feels
short-changed, and it is usually the woman. If a man is only paying attention to his own
feelings, his self-centered attitude gives his partner a very clear message: My feeling good
is more important than your feeling good. In such circumstances, a woman is still in the
arousal or plateau stage when her partner ejaculates, essentially ending intercourse. A
man in such a hurry isn’t likely to be interested in continuing to stimulate his partner 
afterwards. He leaves her feeling somewhat aroused and perhaps experiencing some 
pelvic vasocongestion but not having had an orgasm, which would relieve these feelings.
In such a case one could ask which partner has the sexual dysfunction. Does the problem
lie in the hurried, egocentric behaviors of the man or in the woman’s failure to have an 
orgasm?

Changing Sex Roles When Masters and Johnson published Human Sexual Inadequacy in
1970, they reported that for the previous two decades there was a subtle but very important
change in male/female relationships that seemed to affect the prevalence of sexual dysfunc-
tions. Those changes have grown even more dramatic since the publication of their book.
Since the late 1940s and early 1950s, men gradually began to understand that sexually, a
woman is not someone you do something to, but instead a partner you do something with or
for. A sense of defensiveness and anxiety began to emerge among many men, leading to”per-
formance anxiety” or “spectator anxiety.” The term “spectator anxiety” refers to the aware-
ness that one is being observed by one’s partner during sexual interactions. For the first time,
men began to feel that they were being evaluated or “graded” by their female partners, and
this made many men very nervous. A common consequence of this nervousness was in-
creased reports of premature ejaculation and erectile dysfunctions, which in turn played a
role in more reports of female difficulties in arousal and response as well. Even college and
university counseling centers noticed an increased number of young men reporting problems
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“Good lovers have known
for centuries that the hand
is probably the primary sex
organ.”

Eleanor Hamilton

“Skill makes love unend-
ing.”

Ovid, Roman Poet, 
43 BC—17 AD



in attaining and maintaining an erection. For men in their late teens and early 20s, this was
very unusual. What was behind it?

For one thing, some men have problems with assertive women, and even more problems
with sexually assertive women. Historically, women were more passive and subservient in
their relationships with men. As “women’s liberation” and other feminist agendas entered the
American social terrain, how women and men began to interact with each other changed in
marked ways. For example, women began to ask men out on dates. Some women became
more comfortable in initiating sex with their partners instead of waiting for the man to make
the first move. Once foreplay began, women were no longer so shy about being more direc-
tive in bed, making their likes and dislikes known. These changes in the ways women and
men communicate with each other are threatening for some men, and the development of
sexual dysfunctions is one common consequence. (Other men report that they especially en-
joy making love to sexually assertive women.) Even in contemporary times many men have
been socialized to be sexual teachers and assume that their wives are untutored, naive, and
in need of directive erotic instructions. Such men are therefore extremely distressed to find
out that their partners are indeed sexually skilled and might even have a more diversified
erotic repertoire than they. This is another example of the results of the sexual double stan-
dard and the ways in which people have tried to cope with it.

Lack of Domestic Privacy Most people believe that sexual behaviors are very private
and appropriate when they are alone in a quiet place free of potential interruptions. Yet for
many, the presence of small children, roommates, or family members makes it hard to have
privacy and ensure that sexual enjoyment won’t be overheard by the whole household. These
concerns can have a very inhibiting impact on sexual desire and arousal. With the growing
number of multigenerational households in this country, many couples are living in the same
house with their parents and their children. When a couple is anxious about their lovemak-
ing being overheard, much of the spontaneity and freedom associated with sexual arousal and
response are suppressed. The anxiety of this situation can impair sexual arousal in both
women and men, and the perceived need for haste may encourage premature ejaculation.

Personal Problems and the Development of Sexual Dysfunctions
In addition to societal and interpersonal issues involved in the development of sexual dys-
functions, other factors exist within the individual. Such factors are difficult to isolate and
study apart from the wider psychosocial network; a number of personal psychological issues
may impair any individual’s sexual functioning. These involve a person’s own developmental
experiences, learning, and possibly subtle or obvious psychological disorders. We intend not
to attempt a complete outline of psychological problems and their impact on sexual func-
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“When modern woman dis-
covered the orgasm it was
(combined with birth con-
trol) perhaps the biggest
single nail in the coffin of
male dominance.”

Eva Figes

“Personally I know nothing
about sex because I have
always been married.”

Zsa Zsa Gabor

Letter to Dr. Ruth Westheimer

Question:
Before my wife and I had our two children, we enjoyed a very
spontaneous sex life. We had sex everywhere in the house at all
times of day and night. She and I both were very comfortable ini-
tiating intercourse. Well! Now that the kids have arrived there’s
been a big chill on our sexuality. My wife won’t even consider
having sex unless it’s late at night and our bedroom door is
tightly locked. Even then, she shushes me for being too loud or
vigorous. I feel my own sex drive is beginning to decline be-
cause of this. Do you have any ideas that might be helpful for
us?

Answer:
When the kids are asleep, do you ever watch television or listen
to music or talk on the telephone? I’m sure you do, and you

never think twice that it might wake the children. As long as you
are not screaming at the top of your lungs, and as long as the
door is locked, you really shouldn’t have to worry about the chil-
dren. Even if they wake up with a nightmare, they’re not going
to be concerned about what you were doing but only with their
own fears.

Now it’s true that once you have children, spontaneous sex
does become more difficult. To compensate, make your planned
sex life as exciting as possible. By building up your anticipation
of a planned sexual evening you can make it just as or even
more satisfying than a spontaneous one. When you lock the
door after the kids are asleep, don’t rush into it, but take some
time to slowly get more and more aroused. Maybe you could
give each other massages. Those don’t make a lot of noise.



tioning but to point out some of the more common individual factors related to problems in
sexual functioning.

Problems in Psychological and Psychosocial Functioning One of the most com-
mon psychological problems is anxiety. This mood state is associated with a diffuse, perva-
sive feeling of apprehension or dread. It is not always associated consistently with any spe-
cific stimulus or stimuli or person. Its onset can be very unpredictable and its physiological
and psychological effects devastating. Anxiety is experienced on a continuum ranging from
very mild to debilitating and severe. Experiencing anxiety while taking a test is one thing,
but a panic attack is something entirely different. Anxiety can be an adaptive emotion, a sort
of “watch out” mechanism to keep us aware of potential threats in our environment. But
some people have disturbing amounts of anxiety almost daily, and this can get in the way of
productivity and personal relationships. Because anxiety is commonly experienced in situa-
tions in which we don’t know what is going to happen or how we’re going to deal with it,
many people experience anxiety when they think about or find themselves in sexual situa-
tions. People are sometimes apprehensive about being clumsy or doing the wrong thing, or
even doing something we were taught as children is wrong or sinful. Anxiety can affect the
balance in the functioning of the two parts of the autonomic nervous system: the parasym-
pathetic and sympathetic branches, which are involved in sexual arousal and orgasm. If a
person is experiencing a lot of anxiety, these feelings will affect the autonomic nervous
system in such a way that arousal or orgasm may be significantly diminished or absent
altogether.

In addition to anxiety, anger is another emotion that can affect sexual arousal and re-
sponse. Hostility and indignation not only diminish the affection and love we feel for our
partner, but they also may directly suppress sexual arousal. In an interesting experimental in-
vestigation, Bozman and Beck (1991) presented 24 male undergraduates with tape recordings
that included sexual content and statements that were supposed to elicit anger or anxiety; the
control group instead heard statements of feelings one would expect in a sexual situation.
Subjects were asked to report their feelings of sexual arousal, and their penile tumescence
was monitored with electrical recording devices while they were listening to these tapes.
Measures of sexual arousal were highest in the control group, with less sexual arousal re-
ported in connection with the tapes that elicited anxiety. Tapes that evoked angry responses
were associated with the lowest reported levels of sexual arousal. When these investigators
reviewed the physiological data on penile enlargement, they found that angry feelings have
the most powerful effect in decreasing tumescence, with the control and anxiety groups
showing somewhat lessened effects. Apparently, anger and anxiety both diminish sexual
arousal, and anger had the stronger impact. This makes intuitive sense, since people seldom
fight and share sexual intimacy at the same time.

Depression is another common psychological problem. Depression can adversely affect
sexual functioning, as can the medications used to treat it (Baldwin, 1996). Depression has
been associated with reduced sexual desire and diminished arousal. Additionally, depressed
individuals have reported delayed orgasm and lessened enjoyment associated with orgasm.
Investigators have reported rates of sexual dysfunction associated with depression that range
from 35% to 47% of the individuals affected by this psychological disorder. Several drugs are
effective in the treatment of depression, but sexual dysfunction is a common side effect of
these agents in a sizable number of the people who use them; however, not all antidepres-
sants have these effects. When these side effects become troubling, reducing the dose or
changing the medication often lessens these sexual problems.

When people are anxious, angry, or depressed, they often don’t feel very good, and this
can have a negative impact on their interpersonal relationships. Even more problematic are a
family of psychological problems called personality disorders. These are long-lasting patterns
of thinking, feeling, and behaving that are at odds with common social expectations. In ad-
dition to these people being unhappy, their personal and professional relationships are fre-
quently disturbed; they aren’t much fun to be with or work with. While some personality dis-
orders are extremely serious and are likely to get a person in trouble with the law, others are
less socially disturbing. Following are personality disorders likely to be associated with seri-
ous relationship difficulties that may also involve sexual problems.
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ing the mons veneris as
though it were Mount Ever-
est. Too silly!”

Aldous Huxley



Paranoid Personality Disorder. These individuals are deeply mistrustful of others and
worry constantly about whether others are trying to hurt, use, or lie to them. They con-
stantly question the motives of other people.

Schizoid Personality Disorder. This personality disorder is characterized by an aloof, de-
tached attitude toward relationships with other people. These individuals enjoy being
alone and don’t want much part of close, intimate relationships.

Borderline Personality Disorder. Someone with a borderline personality disorder may have
many unstable, intimate relationships with others, and these tend to swing from intense
feelings of idealization to similarly intense hatred. These are often very impulsive individ-
uals who may engage in behaviors that are potentially very self-destructive.

Narcissistic Personality Disorder. These individuals have a magnified, unrealistic sense of
their own importance and find it very difficult to empathize with others. They believe that
they are truly unique and special and are entitled to special privileges and allowances.
They commonly exploit others for their own ends and are arrogant and condescending. 

Finally, panic disorder and social phobia have recently been studied as being frequently
related to sexual dysfunctions (Figueira, Possidente, Marques, & Hayes, 2001). Recently,
there has been a wide recognition that these are relatively common problems. Panic disorder
is a variety of the many different anxiety disorders in which individuals suddenly and inex-
plicably feel a profound sense of apprehension and dread.  Social phobia involves a serious
fear of situations in which one might encounter strangers or be exposed to the scrutiny of
other individuals.  People suffering from a social phobia are very careful about avoiding such
situations.  Figueira et al. found that people with panic disorders reported significantly more
sexual problems than those with a social phobia, with sexual aversion being the most com-
mon for both females and males. Males with social phobia were highly likely to report prob-
lems with premature ejaculation.

This is not a complete list of personality disorders described in the DSM-IV, but these ex-
amples show how it would be difficult to initiate and maintain a long-term, rewarding sexual
relationship with people having these problems. Unfortunately, psychological counseling is
not always effective in substantially improving these personality disorders.

Sexual Assault and/or Abuse Sexual assault and abuse are horrible experiences and
may affect the way a person responds to sexual stimuli or circumstances afterwards, but the
victims of these incidents often get over them and go on to have a normal sex life. Adjust-
ment might be difficult, but it can be done. There is no simple cause-and-effect relation-
ship between being a victim of such a crime and later sexual interest or responsiveness. In
a study of 202 female university students, Kinzl, Traweger, and Biebl (1995) found that
childhood sexual abuse was related to sexual dysfunctions in adulthood. Approximately
22% of these respondents reported at least one incident of childhood sexual assault. Sub-
jects’ responses on questionnaires revealed that when children experienced many episodes
of childhood sexual abuse, they were more likely to report disorders of sexual desire and
orgasm than respondents who had only a single abusive experience. The data reported in
this study revealed that orgasmic dysfunctions were especially likely to occur in later life
among women who had been abused sexually as children. Since this was a relatively small
sample of subjects, further large-scale studies are needed to validate these results. Another
study (Bartoi & Kinder, 1998) involved the questionnaire responses of over 200 university
students and found that when women were sexually abused during childhood or adult-
hood, they were far less likely to feel fulfilled in their current or most recent sexual rela-
tionship and had unsafe sex with more partners than subjects who did not report incidents
of sexual abuse.

The impact of childhood sexual abuse on the development of sexual dysfunctions in a
sample of 301 men was studied by Kinzl, Mangweth, Traweger, and Biebl (1996). About 10%
of these subjects reported at least one incident of childhood sexual abuse, with 4% having es-
pecially harsh and prolonged incidents. This investigation revealed that male subjects were
more likely to develop sexual dysfunctions as a consequence of prolonged negative family ex-
periences with their parents than as a result of isolated episodes of childhood sexual abuse.
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But in this sample of subjects it was not possible to establish a cause-and-effect relationship
between childhood sexual abuse and adult sexual dysfunctions in males.

Some individuals seem to be especially vulnerable to the long-term impact of childhood
sexual abuse, whereas others seem to find it easier to put the experience behind them. It can
be very difficult to feel close and trusting in a sexual relationship after having been victim-
ized and exploited in one’s past. As more people become comfortable about acknowledging
sexual abuse in their past, research concerning this troubling issue will grow progressively
more complete.

Prescription and Recreational Drugs in the Etiology 
of Sexual Dysfunctions

Many prescription and recreational drugs can impair sexual functioning, even if sometimes a
person continues to enjoy highly erotic feelings. Following is a brief list of the drugs most
likely to have some adverse effects on sexual desire, arousal, or orgasm. This list is not com-
plete but demonstrates the number and diversity of chemical agents that can be implicated
in sexual dysfunctions. Some of these agents are legal while others are not.

1. Alcohol and other addictive central nervous system-depressing drugs, especially opiates
2. Amphetamines (“speed”)
3. Amyl nitrate (“poppers”)
4. Antianxiety agents (“tranquilizers”)
5. Antidepressants
6. Antihypertensives (drugs that lower high blood pressure)
7. Barbiturates (“downers”)
8. Cocaine
9. Hallucinogens (e.g., LSD)

10. Marijuana

Alcohol
In small or moderate amounts, alcohol has been considered an aphrodisiac. It can lessen inhi-
bitions and enhance relaxation, which can prolong intercourse and lessen the incidence of pre-
mature ejaculation. One study has reported that two-thirds of alcoholics say they have en-
hanced sexual feeling while they are “under the influence” (Smith, Wesson, & Apter-Marsh,
1984), although “enhanced sexual feeling” may not always be reflected in enhanced sexual per-
formance. In fact, alcohol, even in moderate amounts, may be associated with problems in sex-
ual arousal. When alcohol is consumed in large amounts on a regular basis, sexual responsive-
ness may be significantly impaired, as is the individual’s general awareness of his or her
immediate circumstances. Additionally, alcohol dependency is often accompanied by a lack of
sexual interest. Female alcoholics often report lessened pleasure during orgasm, and male al-
coholics report frequent episodes of erectile dysfunction. Masters and Johnson have noted that
heavy drinking is the most common cause of secondary impotence in men at mid-life (1970).

Lemere and Smith (1973) reported that long-standing heavy drinking may play a role in
the development of permanent erectile dysfunction. Interestingly, the men in this study were
unable to regain erectile ability even after years of abstaining from alcohol. In another study
of 20 alcoholic men who were not drinking at the time of the investigation, with a duration
of sobriety between 2 months and 3 years, there were no differences in sexual functioning
compared with a control group of men who had never been alcohol-dependent; however, the
spouses of these recovering alcoholics reported serious marital dissatisfaction despite the fact
that their sexual relationship was normal (Schiavi, Stimmel, Mandeli, & White, 1995). The
relationship between alcohol consumption and sexual and marital functioning is complex
and requires further investigation.

Opiates
Opium comes from the opium poppy, which is found throughout the world. Opium is a resin
derived from this flower. Examples of opiates include morphine, codeine, and heroin.
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Heroin’s impact on sexual functioning has been studied extensively. Because of its powerful
sedative effects, users often become disinterested in sex and infrequently masturbate, fanta-
size, or have intercourse. This is just one aspect of their diminished interest in human inter-
actions in general. Delayed orgasm is common when heroin users do have intercourse, and
they frequently report that orgasms lose much of their enjoyability (Winick, 1992). As a
heroin user’s tolerance to the drug increases, sexual interest and activity decline sharply. The
euphoric effects of opiates seem far more pleasurable and rewarding than sex. Opiates signif-
icantly impair desire, arousal, and orgasmic response in those addicted to them. Until the
1990s, heroin was used mostly by “back alley” addicts who injected themselves in isolated,
secretive circumstances; however, today heroin is inhaled and smoked, as well as injected,
and is used by individuals of all socioeconomic and occupational levels. Unfortunately, this
terrible drug is more widely and commonly used now. While only a generation ago prosti-
tutes sold sex to buy heroin, today high school students in affluent suburbs are using the
same drug to get high in a variety of social settings.

Amphetamines
Prescription use of amphetamines, especially to reduce a person’s appetite and help him or
her lose weight, has been dramatically reduced in recent years. A problem with this group of
drugs, which includes benzedrine and Dexedrine, is that a person needs to take progressively
larger doses for the same appetite suppressant effect. After only a few weeks, a person’s sys-
tem has difficulty metabolizing the drug and its effects become extremely toxic. People also
use illicit forms of this drug, including methedrine and methamphetamine, recreationally as
a stimulant for the euphoria they experience. Its effects on sexual functioning can be some-
what unpredictable. For example, when men are injected with amphetamines, spontaneous
erection sometimes occurs (Winick, 1992). People who use amphetamines may experience
acute episodes of sexual desire, often accompanied by vivid fantasies and feelings of sexual
urgency. Many report feeling sexually adventurous and assertive. Those who use ampheta-
mines habitually and excessively may become totally disinterested in sexual behavior, how-
ever. Long-standing use of this family of drugs may significantly reduce a person’s sex drive
and may play a role in impaired ejaculation in men.

Many people use amphetamines because they believe they have aphrodisiac qualities,
making them more sexually inclined and adventurous. These are agents of abuse, however,
and can cause profound dependency and impairment in everyday functioning. Many am-
phetamines on the street are not made to known standards of potency and purity, a common
problem with many illicit drugs, and dangerous side effects may occur.

Amyl Nitrate
A number of substances, when inhaled, intensify the pleasure associated with orgasm and in-
crease the amount of blood flowing to the brain, as well as to the genitalia. Amyl nitrate is an
inhalant most commonly used for the intensification of sexual pleasure. In everyday lan-
guage, the term “poppers” is used to describe the use of this agent because it is distributed in
glass vials that “pop” when they are broken for the drug within to be inhaled. This agent is
used most frequently by men who find that their ejaculations can be delayed and intercourse
and orgasm prolonged if they are inhaled just before orgasm (Winick, 1992). There have been
reported cases of heart attacks with use of this agent. Although amyl nitrate often enhances
sexual pleasure, it does nothing to enhance sexual communication and intimate sharing, and
some individuals eventually come to believe that they cannot have a satisfactory, enjoyable
sexual experience without using it. In that respect, habitual use of amyl nitrate may con-
tribute to dysfunctional patterns of sexual desire, arousal, and response.

Antianxiety Drugs
Here we’ll discuss only those antianxiety drugs that are commonly called minor tranquiliz-
ers. Some tranquilizers cause profound sedation (such as Thorazine). Many people daily take
more common minor tranquilizers to manage fears and apprehensions, such as Valium, Lib-
rium, Ativan, Xanax, and BuSpar. New drugs are developed often. The good news is that
these agents rarely if ever cause diminished sex drive or problems with ejaculation or orgasm.
In fact, improved feelings of relaxation frequently contribute to sexual reassurance and in-
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terest. On the other hand, some people who use these agents (especially at higher doses)
seem to lose emotional “highs” along with the “lows” and may become disinterested in shar-
ing sexual intimacy.

Age and health factors must be taken into account in assessing the impact of these drugs
on sexual functioning. Whereas a young adult might not have any impairments in sexual
functioning attributable to minor tranquilizers, older individuals might develop some prob-
lems. For example, men in later life who use these agents sometimes develop retarded ejac-
ulation, which is reversible if they discontinue taking the drug for a day or two.

Antidepressants
Depression is a very common problem in the United States. Some psychologists believe that
as much as 20% of the population in North America and Europe may be affected by this psy-
chological disorder, and 5% may be severely affected. Although changing lifestyle, reducing
stress, and counseling frequently help, antidepressant medications are prescribed for many
people and are frequently very effective. But as with any medication, the benefits have to be
weighed against the side effects. Different types of drugs have been used to treat depression,
and all have been implicated in lowered sexual desire and arousal. One family of antidepres-
sants prescribed less often by doctors because of sometimes unpredictable side effects are the
monoamine oxidase (MAO) inhibitors, such as Parnate. These are known to be related to di-
minished orgasmic capacity (Jacobson, 1987). Another family of antidepressants, the tricyclic
antidepressants, also are associated with lowered sex drive and erectile ability in men (Wein
& Van Arsdalen, 1988).

Another group of antidepressants, which are perhaps the most popular and effective of all,
act more promptly and have fewer side effects than the others. These are selective serotonin
reuptake inhibitors (SSRI agents), which include drugs like Prozac, Zoloft, and Paxil. In both
women and men using these drugs, delayed orgasm and lowered enjoyability of orgasm have
both been reported with some consistency in the literature (Rothschild, 1995; Hsu & Shen,
1995; Labbate, Grimes, & Arana, 1998). Sometimes these difficulties become less obvious the
longer a person takes the drug, but if they continue, another antidepressant agent may be pre-
scribed that has fewer sexual side effects. Briefly discontinuing the medication often allows a
return to normal sexual functioning without a recurrence of serious depression.

Antihypertensives
An estimated 54 million Americans have high blood pressure. As American lifestyles become
progressively more stressful (and sedentary), high blood pressure is apparently a conse-
quence. Fortunately, a number of drugs are often effective in treating this serious health prob-
lem. Unfortunately, many of them significantly diminish sexual arousal, although not all an-
tihypertensives have this side effect. A patient’s not taking a medicine as prescribed by his or
her doctor is called nonadherence. Americans are more likely to be nonadherent with antihy-
pertensives than with any other category of prescription medication. The reason is simple:
they experience delayed or absent sexual arousal. Nonadherence may also stem from the fact
that there is typically no discomfort associated with high blood pressure, so patients do not
feel much different whether or not they are taking their medication. So, they usually just stop
taking their medication (and tend to go back to their doctors less often for blood pressure
checks). But dozens of drugs are available that can lower high blood pressure, and very often
changing medications restores normal sexual arousal.

Barbiturates
This family of drugs is often called “downers” because they are powerful sedatives, although
they are also used for other medical indications, such as the management of epilepsy. A com-
monly used barbiturate is phenobarbital. Used recreationally, it has a powerful sedative effect
that people use to diminish bad feelings associated with being in difficult or intolerable situ-
ations. These drugs often cause a significant decline in sexual interest, powerfully impairing
desire and arousal. This is especially true when large quantities are used. On the other hand,
for some individuals, the relaxation and lack of anxiety associated with moderate barbiturate
use sometimes helps them more comfortably explore sexual intimacy and therefore enhances
feelings of sexual enjoyment. The impact of this drug depends on how much a person uses
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and the reason for using it. Barbiturates and alcohol potentiate each other; that is, they mag-
nify one another’s effects. When consumed together, their combined sedative effects can be
extremely pronounced and even dangerous, sometimes causing a person to stop breathing.

Cocaine
Derived from the leaves of the coca plant, cocaine can be snorted, smoked in crystalline form,
or injected intravenously. It is powerfully addictive and may profoundly affect an individual’s
lifestyle and productivity. Addiction involves powerful cravings for the drug and compulsive
use of it, whereas abuse refers more generally to the compulsive use of agents that are not so-
cially or culturally sanctioned.

People who use cocaine commonly report that the “rush” they get from it is very much
like a sexual orgasm and that it can prolong sexual sharing and enhance the strength of an
orgasm. For these reasons, many use this agent regularly in conjunction with sexual activity.
Women using cocaine may report that they experience multiple orgasms under its influence.
Cocaine is also a topical anesthetic, and men who apply cocaine to the glans of their penis
lose a little sensitivity and find that they can engage in more prolonged sexual intercourse.
Similarly, women who apply it to their vaginal tissues or douche with it also report signifi-
cantly magnified orgasmic response (Winick, 1992). While these “aphrodisiac” properties of
this substance are well known, the overall picture is much less rosy.

Heavy and habitual cocaine use has an unfortunate and unpredictable impact on sexual
behavior. For example, low sperm count, menstrual problems, low sex drive, and temporary
infertility have all been reported with prolonged cocaine abuse. Additionally, the use of large
quantities of cocaine for long periods of time can foster an indiscriminate, promiscuous ap-
proach to sexual interactions, sometimes associated with a compelling desire to masturbate
frequently or engage in group sex. Sexual inhibitions are further compromised when cocaine
and alcohol are used together. As with opiates, cocaine users find drug-related euphoria a
more compelling experience than the safety, intimacy, and pleasure of sexual intercourse. De-
spite its aphrodisiac qualities, disturbances in sexual desire and response as well as confusion
about the role and meaning of sexuality in a person’s life may accompany its use.

Lysergic Acid Diethylamide (LSD)
LSD is an hallucinogen, meaning that its use causes hallucinations, or altered perceptions.
While under its influence, people see, hear, and feel things that are not there. Hallucinations
can be interesting, entertaining, or terrifying. Using LSD is often referred to as taking a “trip.”
The effects of LSD on sexual functioning depend on the interpersonal and social context in
which it is used. If an individual is with someone known and trusted, a rewarding, interest-
ing sexual interaction might happen. But if a person has a negative or frightening reaction,
enjoyable sexual desire, arousal, and orgasm are not all likely to occur. Frequent users are of-
ten not as interested in having sex.

Marijuana
Marijuana is the most commonly used illegal recreational drug. (Alcohol is the most com-
monly used drug.) For decades professionals have known that marijuana use is frequently as-
sociated with increased sexual desire, magnified perceptions of sexual arousal, and pro-
longed, intense orgasms. While these are the perceptions of some using this drug, there are
no correlative physiological data to support these reports. The person’s perceptions and bod-
ily responses may not be completely in line with each other. Marijuana on the street varies
considerably in its concentration of the active ingredient tetrahydrocannabinol (THC), and it
is difficult for a person to be sure about the potency of the marijuana he or she consumes. It
is usually smoked, although it can also be put into various foods, such as brownies or
spaghetti sauce. As with any street drug, there is no easy way to determine its purity.

Despite its effects in enhancing sexual desire, arousal, and orgasm, one important inves-
tigation revealed that habitual, heavy use of marijuana may have temporary effects on a per-
son’s arousability and fertility. Cohen (1976) studied a group of men who smoked five mari-
juana cigarettes every day for a period of 9 weeks. At the end of this period, the testosterone
level of these subjects had fallen by about one-third. Decreases in testosterone of this magni-
tude are often related to temporary erectile difficulties and lowered sperm count. Still, young
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adults are more likely to report that marijuana enhances sexual pleasure than any other agent.
Because marijuana tends to promote feelings of time expansion (things seem to take longer),
as well as enhanced sensory acuity, many incorporate it in their sexual interactions.

Yet problems may occur with the habitual use of marijuana for sexual activity. People may
come to the conclusion that the “best” sex happens only when they are using marijuana, and
that intimacy without this agent is somehow “second best.” This may create a psychological
dependency on marijuana that could limit a person’s perspectives on sexual sharing.

Drugs and Sex in Perspective
In all, some prescription and recreational drugs can enhance or stimulate sexual pleasure
while others impair sexual desire, arousal, or orgasm, but both types can contribute to sex-
ual dysfunctions. Feelings of dependency on stimulants can cause problems, especially if a
person gradually comes to think that he or she cannot enjoy satisfactory sexual sharing with-
out them. We may be considered old-fashioned for thinking that relaxed, clear-headed peo-
ple can communicate best and enjoy sexual mutuality when they are unimpaired by con-
trolled substances, even those supposed to enhance sexual pleasure. Even though alcohol is
not a controlled substance, its use in conjunction with sexual sharing has similar results.
Chapter 17 will further discuss how people under the influence of various substances are
more likely to engage in behaviors that put them at a higher risk for AIDS and other sexually
transmitted diseases.
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Conclusion

This chapter has discussed the nature of sexual dysfunctions and
the societal, interpersonal, and individual factors that may work
together to cause them. A sexual problem isn’t necessarily a deep
psychological problem, as the person experiencing the problem
has likely instead learned a number of emotional and physical re-
sponses that inhibit or diminish sexual desire, arousal, and or-

gasm. Just as these bad habits can be learned, they can be un-
learned too. The next chapter will discuss approaches commonly
used in sex therapy for sexual dysfunctions. There is a real cause
for optimism when two people are fully informed as to the nature
of their problem and are motivated to do something about it.

Learning Activities

1. It sometimes happens that couples who separate or divorce en-
joy fulfilling sexual intimacy right up until the time their relation-
ship dissolves. Speculate on how people can continue to have
good sex when their relationship seems to have serious problems.

2. When a couple has intercourse and the woman becomes sexu-
ally aroused but does not have an orgasm, she may feel unsatisfied.
How might she approach her partner about manual-clitoral or

oral-clitoral stimulation after intercourse so that she too can enjoy
an orgasm? Would this be conveyed most clearly verbally or with
nonverbal gestures?

3. Because the roots of a sexual dysfunction sometimes come
from childhood experiences, what can a parent do to foster
healthy, open, and wholesome attitudes about a child’s genitals
and the good feelings elicited by touching them?

Key Concepts

• Sexual dysfunctions involve problems people experience in de-
siring sexual interaction, as well as in the physiological aspects of
sexual arousal and orgasm. They also include pain associated with
sexual intercourse.

• Among the various causes of sexual dysfunctions, organic fac-
tors involve biological, physiological, or hormonal causes and may
result from illness, injury, normal aging, or the situational or
chronic use of prescription or recreational drugs.

• Psychosocial factors may also contribute to the development of
a sexual dysfunction. These involve issues such as self-concept,

faulty sexual learning, sexual assault, sexual abuse, or inadequate
sex education. Even a distant, cold parenting style may contribute
to sexual difficulties.

• Behaviorism is a perspective in the social and behavioral sci-
ences that emphasizes studying only observable, measurable be-
haviors and de-emphasizes what cannot be seen or quantified. Be-
havioristic thinkers minimize the significance of thoughts and
emotions because they are unobservable. Behavioral approaches to
sexual problems focus on the current manifestations of the issue,
rather than on its history or the feelings associated with it.
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Sex TherapySex Therapy

OBJECTIVES

When you finish reading

and reviewing this chapter,

you should be able to:

◆ Discriminate between problems in a relationship and
difficulties specific to the sexual aspects of that relationship.

◆ List issues people need to consider when they seek the services
of a professional for a sexual problem, and describe the types
of professionals who assist with sexual problems.

◆ Weigh the pros and cons of the co-therapist approach
pioneered by Masters and Johnson and summarize the
effectiveness of this strategy compared with individual therapy
or group therapy.

◆ Summarize the theoretical foundations of the cognitive-
behavioral approach to the treatment of sexual dysfunctions.

◆ Describe sensate focus techniques and explain why they are
often extremely effective in sex therapy for many different
problems.

◆ Define the elements of the PLISSIT approach to the treatment
of sexual dysfunctions, and give an example of each.

◆ Explain the importance of positive reinforcement, negative
reinforcement, and successive approximation in the treatment
of each of the sexual dysfunctions described in this chapter.

◆ Explain why masturbation and mutual masturbation can help
a couple learn more about each other’s sexual difficulties.

◆ Explain what “vasodilators” are and why they are used in the
treatment of impotence. Give three examples and describe the
different ways in which they are introduced into the body.

◆ Summarize reasons people with sexual problems approach
their family doctor, gynecologist, or clergyman first.

◆ Discuss reasons gays and lesbians might have problems
finding a sex therapist willing to work with them in the
treatment of a sexual problem.539
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T he previous chapter described various sexual dysfunctions and the societal, interper-
sonal, and intrapersonal factors that often play a role in them. This chapter looks at

what can be done about these disorders. The effectiveness of various treatments for sexual
dysfunctions presents an optimistic picture. The “right” treatment, however, is rarely a mat-
ter of simply applying therapeutic techniques to known disorders. Personal characteristics,
gender, developmental events, and the background and training of the therapist must all be
taken into account when deciding upon a strategy to treat a sexual problem. Sex therapy is
very much an art, even though it involves effective counseling techniques and a variety of ex-
ercises by the couple.

When people have a less than satisfactory sex life, they often wonder how bad it has to
get before they seek treatment. This is a personal decision, of course, but the person or cou-
ple should consider questions like these:

1. Has the role of sexual expression as an aspect of your relationship diminished signifi-
cantly?

2. Do you find that you no longer look forward to making love?
3. Do you experience notably delayed or diminished sexual arousal, even with what you

feel is ample foreplay?
4. If you used to have orgasms regularly and reliably, do you no longer do so?
5. After having sex, do you frequently feel frustrated, angry, or perplexed by your lack of

responsiveness?
6. Have changes in your relationship with your partner diminished the enjoyment of your

shared sexual expression?
7. Does sexual intercourse cause you significant physical discomfort?
8. Has the use of prescription or recreational drugs lessened your capacity to become sex-

ually aroused and to have orgasms?

These questions might help one focus on changes in one’s sex life that are distressing. If these
or other sexual difficulties seem to hurt one’s self-esteem or diminish the quality of a rela-
tionship with a significant other, then the person might benefit by talking things over with a
sex counselor or sex therapist.

The media frequently present images and information that give the impression that “real
men” and “real women” are always ready to have sex, become wildly aroused in moments,
and have great orgasms. In fact, sex drive varies considerably among people and in any one
person from time to time. Many people don’t put sex at the top of the list of their favorite
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From Dr. Ruth Westheimer

I t surprises people that I maintain a private practice in sex ther-
apy in Manhattan. I do it for many reasons, the most important

being that I enjoy helping people to become terrific lovers. As
you will learn in this chapter, sex therapy is usually a short-term
treatment. You may have heard of people who see their “shrink”
for years and years, but either I can help somebody in a matter
of weeks or their problems require a different therapeutic ap-
proach. With this type of treatment, my clients quickly get what
they are seeking, and I get the satisfaction of those results too.

My advice is not to choose a sex therapist blindly. Everyone
has his or her own style, and while a therapist may be very good
at what he or she does, one style or personality may not be right
for you. If you ever feel the need to see a sex therapist, make
your first visit a trial, and if you don’t feel comfortable, don’t hes-
itate to look around some more.

If you ever think about seeing a sex therapist, you may won-
der how the therapist is affected by hearing the most intimate

details of your sexual habits. Though certainly I’ve heard it all,
it’s impossible to be completely detached. I have to picture in my
mind’s eye what my clients are doing in their bedroom, and
that’s why I won’t treat people with certain problems, like bes-
tiality. I don’t want to picture such goings on because I would be
affected by it. On the other hand, the fact that I do have feelings
for my clients makes me a better therapist. I remember the joy I
felt when I helped a man in his 80s, who had given up on ever
having sex again, to resume sexual relations with his wife. It’s for
moments like those that I continue my private practice, and I be-
lieve it is my enthusiasm that makes me a good sex therapist.
And I believe that if you go to a sex therapist, you should bring
your enthusiasm also. If you go in with the attitude that you can’t
be helped, it’s going to be a lot harder and maybe impossible.
But if you take a positive outlook, then I’ll almost guarantee you
that you can make the necessary improvements in your sex life.



things to do, and this doesn’t mean that they have a serious psychological problem. Instead
of asking ourselves how rewarding our sexual expression is, we instead wonder how reward-
ing it should be, based on these idealized and often inaccurate media messages. Data from the
Kinsey Institute collected between 1938 and 1963 (Gebhard & Johnson, 1979) revealed some
interesting facts about the role of orgasm in female sexual behavior.

◆ Among unmarried women not living with a man, 40.3% of their sample had never had an
orgasm during sexual intercourse, and 54.6% had orgasms less than half the time they had
intercourse.

◆ Among married women, 13% had never had an orgasm during sexual intercourse, with
47.3% having orgasms less than half the time they had intercourse.

◆ Among married women, about one-third reported having orgasms every time they had sex-
ual intercourse.

Men, on the other hand, have orgasms most of the time, if not every time they have in-
tercourse. Therefore, women are more likely to seek the services of a sex therapist, although
men too have their difficulties, such as inhibited sexual desire, retarded ejaculation, and pre-
mature ejaculation. The Kinsey data suggest that as women age through early adulthood,
their capacity to have orgasms on a regular basis increases.

When a couple is experiencing a sexual problem, the first thing they should do is talk
about it. “Talk” is a healthy four-letter word. Yet because many people are hesitant to discuss
sexual subjects (especially those related to one’s own sexual behavior), individuals with sex-
ual dysfunctions often say little or nothing about them, sometimes for quite a while. But if
the relationship is important and the place of sexuality in the relationship is important, then
sooner or later the couple is going to have to talk about the problem. If one person in a rela-
tionship has a sexual dysfunction, often the other does too. For example, if a man has re-
tarded ejaculation and requires vigorous, prolonged thrusting to ejaculate, his partner may
experience dyspareunia as a result of this extended lovemaking. The couple needs to discuss
any incompatibilities that contribute to sexual dysfunctions as a first step.

Sex Therapy

How Common Are Sexual Dysfunctions?
It is not precisely known how many people have sexual dysfunctions. Remember that the
term “prevalence” describes the number of people at any specific point in time who have a
problem or characteristic. A key issue regarding the prevalence of sexual dysfunctions is the
need for clear descriptions and an unambiguous classification scheme (O’Donohue & Geer,
1993). The DSM offers a useful scheme for categorizing and analyzing data on sexual dys-
functions. These data vary depending on the techniques used to sample respondents, the size
of the sample studied, the process used in the selection of subjects, and the degree to which
those subjects are representative of the general population.

Relationship Problems Versus Sex Problems
Because the sexual aspect of a relationship can reveal problems that occur outside the bed-
room, counselors and therapists cannot always clearly distinguish between the need for cou-
ple therapy and the need for sex therapy. Borrelli-Kerner and Bernell (1997) made some sug-
gestions about this issue. They recommend that a couple having a sexual problem is probably
best treated with couple therapy when they seem to need more than short-term treatment to
deal with a number of nonsexual marital issues. In this approach, a male and female client
are counseled by a male and female therapist, sometimes together as a group and sometimes
individually with one therapist working with one client. In particular, couple therapy seems
the best alternative when:

◆ One or both members have significant psychopathology but are still able to work on their
relationship

◆ The commitment to the relationship is a significant and immediate issue
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◆ Resentment, distance, mistrust, and inability to communicate indicate that brief sexual
therapy would be impossible or unsuccessful

◆ The sexual issues or disorders are mild or peripheral to the immediate conflicts facing the
couple

◆ The couple has tried and failed a course of focused sex therapy (Borelli-Kerner & Bernell,
1997, p. 169)

These authors recommend sex therapy instead for a specific sexual disorder when the
couple is willing to try a brief, focused therapeutic approach. These couples typically have:

◆ A committed relationship
◆ Motivation to work specifically on the sexual problems
◆ A willingness to interact sexually
◆ A lack of significant individual psychopathology
◆ A level of nonsexual conflict that is not disruptive to sexual interaction (Borelli-Kerner &

Bernell, 1997, p. 168)

In other words, the issue is whether to work on the relationship or the sexual problem
first. Every couple is unique, however, and these recommendations may not apply to every-
one.

It is sometimes difficult to determine whether problems in a relationship cause sexual
dysfunctions or whether sexual dysfunctions cause problems in a relationship. Both can oc-
cur. It can be difficult to describe the impact of a sexual dysfunction on a relationship, which
depends on how distressed one or both individuals are by their intimate problems. Many peo-
ple have sexual dysfunctions and don’t think very much about whether the situation can be
improved. Others may have a sense of real urgency about trying to improve their situation.
Sex therapists don’t know as much as they would like about factors that eventually motivate
an individual or a couple to seek clinical assistance. Additionally, not very much is known
about how long a couple grapples with a sexual problem before they finally do something
about it. Finally, social and behavioral scientists would like to know more about the role of
sexual dysfunctions in the dissolution of marriages. Recall that the DSM defines a sexual
problem as a “dysfunction” only when it causes personal or interpersonal distress for an in-
dividual or a couple.

Recent quantitative evidence (Byers, 2001) indicates that, at least for women, any evalu-
ation of a couple’s sexual problems should include an evaluation of their overall relationship.
Therapy in which both of these factors are addressed enjoys a higher success rate than ther-
apy that focuses exclusively on sexual matters. Byers has developed the Interpersonal Ex-
change Model of Sexual Satisfaction which shows that sexual satisfaction is likely to be high-
est when overall relationship satisfaction is high, when sexual rewards seem commensurate
to the overall “work” of both partners in the relationship, and when two individuals both
perceive that their sexual enjoyment derives fairly from an equal investment in their rela-
tionship. This model is useful to sex counselors and therapists as they try to understand sex-
ual problems within the overall context of a relationship.

Unmarried Couples and Sexual Dysfunctions
As discussed in Chapter 7, there are many kinds of loving relationships that do not involve
marriage. Cohabitation is an arrangement in which unmarried individuals live together. Be-
cause regular sexual activity is often a characteristic of these relationships, sexual problems
are likely to occur as in marriage. Interestingly, a reason people commonly give for deciding
to live together is that they want to find out if they are compatible, with respect to sexual mat-
ters as well as other aspects of the relationship. We are aware of no data, however, that indi-
cate that couples who have lived together before getting married are any more or less likely
to experience a sexual dysfunction at some point in their lives. We are also unaware of any
evidence that suggests that couples who are virgins when they marry are any more or less
likely to develop a sexual dysfunction at some later time.

The causes of sexual dysfunctions discussed in Chapter 14 apply just as much to unmar-
ried people living together as to married couples. What might be most important for cohab-
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iting couples in terms of their sexual compatibility are their sexual value systems. To the de-
gree that these are congruent or complementary they might experience sexual accord, yet to
the extent that they differ the couple might experience problems in their shared sexual inti-
macy. Getting to know someone sexually takes time, good communication, and trust. If these
are present in an unmarried couple, they will likely develop their own, mutually rewarding
sexual style; however, if these elements are absent, even in a marriage, then there will be a
risk of sexual incompatibility.

Who Does Sex Therapy?

Professionals who become sex therapists and counselors generally have a keen curiosity
about human nature, interpersonal relationships, and the role of human sexuality in the qual-
ity of life. Psychiatrists, psychologists, sociologists, endocrinologists, nurses, clergy, and li-
censed clinical social workers all become sex therapists. Some practice sex therapy within a
highly diversified clinical practice (group therapy, individual therapy, marriage counseling,
personal growth issues, etc.), whereas others focus exclusively on sexual concerns.

The settings in which sex therapy takes place are similarly diverse. Because sex therapists
generally never observe their clients being intimate, most sex therapy takes place in an office.
This allows comfort and privacy for talking, examining illustrations and anatomical models,
and perhaps viewing sexually related instructional materials and perhaps erotic videos. Any
needed medical tests are usually done in a medical facility with which the sex therapist is af-
filiated. Sex therapy is not a part of the standard curriculum of psychologists, psychiatrists
and other physicians, or social workers, however, and those who specialize in this area must
have additional, specialized training.

One recent study explored the sexual values of over 300 counselors, therapists, and li-
censed clinical social workers with respect to some common sexual issues and problems
(Ford & Hendrick, 2003). These included such subjects as premarital sex, casual sex, extra-
marital sex, open marriages, and sexual orientation. These clinicians revealed that they often
had strong personal feelings about clients whose sexual values differed from their own. As a
result, value conflicts led to the client being referred to another professional in 40% of these
cases, an open discussion with the client about the value differences in 25% of these cases,
and consultation with a supervisor, peer, or colleague in 18% of these cases. We include this
information here because it is important for clients to be fully aware of their therapists’ per-
sonal opinions and biases before progressing too far in approaching sexual problems. Those
who specialize in the treatment of sexual dysfunctions have been trained to be as accepting
and nonjudgmental as possible in dealing with individuals who present with a variety of in-
timate problems.

The American Association of Sex Educators, Counselors, 
and Therapists (AASECT)
The American Association of Sex Educators, Counselors and Therapists (AASECT), with
headquarters in Richmond, Virginia, ensures that those who work in this area meet uniform
standards of training and performance. AASECT has a simple but important mission: to cer-
tify professionals who meet their standards for academic training, ethical conduct, and clin-
ical ability; to promote sexual health; and to set the highest standards for work in this com-
plex discipline. This mission helps create personal accountability among sex counselors and
therapists; current levels of competence and integrity; clear moral, ethical, and legal stan-
dards; and the welfare of consumers, students, trainees, and research subjects.

AASECT certifies professionals in three areas: Sex Educator, Sex Counselor, and Sex Ther-
apist. For each of these certifications, specific academic and sex education is required, along
with work experience, supervised clinical experience, and the documentation of all of these.
Supervised training as a sex counselor or sex therapist is also required. Requirements for Sex
Therapist are more extensive than those for Sex Counselor. Still, it is extremely important to
remember that there are many highly competent sex counselors and therapists who are not
AASECT certified. An individual’s background and training may make such certification more
or less necessary.
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Many states have few or no legal requirements for a person to designate or advertise him-
or herself as a sex counselor or sex therapist. In fact, some unqualified people have done just
that. Therefore, it is always appropriate when contacting a potential therapist to ask specific
questions about his or her educational background, training, supervised clinical experience,
certification, and licensure.

If a couple would benefit from seeing a sex therapist or counselor, the best place to begin
the search is often their primary care physician. Many women and their insurance companies
consider their gynecologist their primary care physician. One’s physician is in a good posi-
tion to know the resources available locally and may be trained to ask preliminary questions
and to make some suggestions before proceeding further. One study (Read, King, & Watson,
1997) based on the prevalence of sexual dysfunctions among 170 patients visiting their gen-
eral practitioners in England revealed that 35% of the men reported some type of sexual dys-
function. Premature ejaculation was reported by 31% of these subjects, and 17% reported
erectile dysfunctions, in most cases related to the medications they were taking and advanced
age. Among the women in this sample, 42% reported some form of sexual dysfunction, with
30% reporting vaginismus and 23% anorgasmia. A study in the United States (Bachmann,
Leiblum, & Grill, 1989) reported the results of almost 900 visits women made to their gyne-
cologists. Only 3% of this sample reported sexual problems without being asked directly, yet
when questioned more specifically, 29% said that they had experienced sexual dysfunctions
of one type or another. Dyspareunia was the most common complaint (48% of the sample),
with diminished sexual desire (21%) the next most common. Among this group of respon-
dents, vaginismus and anorgasmia were relatively uncommon, each accounting for less than
10%. Importantly, most of the complaints raised by these women could be helped by their gy-
necologist.

Physicians who teach in medical schools are generally aware of trained, trusted sex ther-
apists in the area and often will make referrals. However, the professional most likely to be
consulted first when it comes to marital and/or sexual problems is one’s clergyman. Although
many members of the clergy engage in marriage and family counseling, little is known about
their preparation for sex therapy. One study (Conklin, 1997) emphasizes the need for a more
comprehensive, systematic sex education and counseling component in the training of clergy
in many different faiths. Additionally, very little discussion has been given to the ways in
which members of the clergy and sex and marriage counselors can work together to help
those who seek their counsel (Weaver, Koenic, & Larson, 1997). Individuals at mid-life and
older are somewhat more likely to seek the counseling services of their clergyman than are
younger members of a church or synagogue.

Basic Issues in Sex Therapy

Before we discuss a variety of specific techniques that are employed in the treatment of sex-
ual dysfunctions, it is important to examine a number of basic issues that lie behind therapy

and the different approaches to sexual disorders.
Lack of Attentiveness to One’s Partner’s Desires and Prefer-

ences. Knowing about the sexual response cycle can be ex-
tremely important for avoiding poor sexual communication
and understanding the basic differences between women and
men in sexual arousal and response. Often, however, there are
fundamental incompatibilities between sexual partners. For
example, many men seem unconcerned that their female part-
ners take much longer to become aroused and don’t attend
closely to their partner’s needs and desires during foreplay and
intercourse. Many women have been socialized to believe that
they are supposed to subordinate their own sexual inclina-
tions and pleasures to their male partners and often do not as-
sert themselves or make their preferences known. These dif-
ferences of perspective are not always easy to discuss, even
though they involve simple information (Fig. 15-1).
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FIGURE 15-1 Women have be-
come more sexually assertive
in their relationships during
the last generation. Some-
times a person becomes too
preoccupied with his or her
job to fully enjoy sharing sex-
ual intimacy.



The Distinction Between Organic and Psychosocial Causes of Sexual Dysfunctions. How
different sexual dysfunctions are treated depends on whether they have a primarily organic
or psychosocial cause. Possible physiological and medical problems are often ruled out be-
fore cognitive-behavioral counseling can begin. Physical examinations and blood tests or so-
phisticated diagnostic procedures may be necessary to be sure that there isn’t a medical prob-
lem to address before more psychosocial avenues are explored.

Treating Sexual Dysfunctions

Various theoretical approaches have been useful in treating sexual dysfunctions, although
psychosocial and biological considerations are fundamental in all. The specific approach used
by any one sex counselor or therapist depends on his or her educational background, train-
ing, and clinical experience and the unique characteristics of the couple.

Cognitive-Behavioral Therapies
The term “cognitive-behavioral” involves the relationship between behavior and how we
think and feel. This model focuses on how our feelings and thoughts about sexuality and sex-
ual issues directly affect how we will experience (or not experience) sexual arousal and re-
sponse. This approach de-emphasizes developmental events in our lives and most but not
necessarily all past experiences. This theoretical perspective focuses on what is going on in
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Using the Internet to Learn about Sexual Issues

W ith so much information available on the Internet, it is
risky to assume that it is all correct, useful, and helpful.

Much on the web can provide information, help, and reassur-
ance, but unfortunately there is much that is wrong or even
harmful. A number of organizations deal with a wide variety of
sexually related issues, however, and virtually all of them have
websites. Some of the better ones are listed below, but we’ll not
provide telephone numbers, addresses, and website addresses
since these change frequently. Call the directory of toll-free num-
bers at 1-800-555-1212 to obtain the telephone number of a
group listed here, or use an Internet search engine to find their
website address. There are many other reputable organizations
in addition to those listed here.

American College of Obstetricians and Gynecologists
National Abortion Rights Action League
National Right to Life Committee
Planned Parenthood Federation of America
Alan Guttmacher Institute (a research organization for

women’s sexual health and reproductive concerns)
American Association of Sex Educators, Counselors, and

Therapists (AASECT)
Sex Information and Education Counsel of the United States

(SIECUS)
STD National Hotline
National AIDS Hotline
National Gay and Lesbian Task Force
Resolve (a support organization for couples having problems

with infertility)
National Center on Child Abuse and Neglect
National Directory: Rape Prevention and Treatment
U.S. Department of Health and Human Services
National Center for the Prevention and Control of Rape

Think critically about anything you read on the Internet. The
Internet offers anonymity and immediate information that in
many cases is current and authoritative. Following are a few tips
when using the Internet to learn about sexual issues.

1. Avoid websites that include photographs of nude women
and/or men.

2. Avoid websites that use inappropriate language.
3. Avoid websites where you are asked for identification and

credit card information. Good information is always free on
the Internet.

4. Seek websites affiliated with medical schools, reputable re-
search institutions, colleges and universities, and government
agencies. These typically have “.org,” “.edu,” or “.gov” in their
addresses.

5. Be skeptical of websites that offer self-help therapies without
encouraging you to speak to your family physician, gynecol-
ogist, or urologist.

6. Avoid websites that discourage parental involvement in sex-
ual issues.

7. Use wire service and newspaper websites for current infor-
mation about sexual and reproductive issues in the news.

Remember you shouldn’t believe everything you read, no
matter where you read it. If you don’t fully understand every-
thing you read on the Internet, check your public library for a
medical dictionary or resource handbooks in the social and be-
havioral sciences. It is important to be a critical consumer of in-
formation, and sometimes this takes time and patience. Consult
the list of suggested readings at the end of this chapter as well.



the client’s present life rather than on what happened to the client while growing up or in
past romantic or intimate relationships. This approach focuses on the nature of the problem
and immediate suggestions to diminish the severity of its symptoms or to eliminate them al-
together. The therapist won’t ask the client about dreams or early family life unless this in-
formation has a direct and immediate influence on a sexual dysfunction. The cognitive-
behavioral perspective suggests that if the problem behaviors are eliminated, then the
problem is eliminated. Of course, not all sex therapists take the cognitive-behavioral per-
spective, but many do. This was the approach pioneered by Masters and Johnson. This ap-
proach does not say that a better understanding of one’s past is useless, only that time and
energy are better spent looking at the problem today and working to solve its current mani-
festations. The assumption here is that if sexual behaviors change, the thoughts and emotions
associated with those behaviors will change too. Traditional Freudian psychoanalysis, dream
interpretation, slips of the tongue, and one’s relationships with parents, peers, and siblings
are not important in this approach.

Later in this chapter you will read about several exciting advances in the medical treat-
ment of sexual dysfunctions (drugs and surgery). Still, there has been a recent, welcomed ap-
peal for the continued use of psychological approaches to therapy for these disorders
(Heiman, 2002b). After all, we seem to live in a society with “a pill for every ill.” At a time
when medical therapies have become brief and incisive, there has been a growing disen-
chantment with approaches that involve counseling, which many think are time-consuming
and costly. Heiman (2002b) asserts that psychological therapies are effective for some sexual
dysfunctions and often patients are quite comfortable with them for a number of good rea-
sons: the patient enjoys having a choice about therapy, there are few adverse events or side ef-
fects of psychological counseling and, when used with medical therapies, the result is fre-
quently better than that with any one treatment modality used alone.

Sensate Focus Sexual pleasure involves all the major senses: vision, hearing, taste, touch,
and smell. Our sexual value system includes visual images and sounds we interpret as erotic.
Certain tastes and odors also often have sexual associations. The sense of touch is often most
important for how we experience and express our sexuality, although many people find it
hard to “tune out” other sensory inputs and focus intently and exclusively on tactile experi-
ences during foreplay or intercourse. Indeed, cognitive-behavioral therapists believe that
many people have to be taught how to do this. To focus on these tactile sensations, Masters
and Johnson developed a number of sensate focus techniques for their clients to incorporate
in their homework assignments at the end of each day of sex therapy. These exercises can
help clients with virtually any sexual dysfunction and involve one person touching the other
in a tender, caressing fashion but not stimulating genitalia or the woman’s breasts (Fig. 15-
2). This nondemand, nonintercourse sexual pleasuring helps people relax and learn more
about what they find exciting and how their bodies respond to this kind of stimulation. The
exercises do not take much time, but to feel sexual without any expectation of intercourse or
having to achieve an erection or to lubricate can be quite liberating for people who have been
very performance-oriented in their lovemaking. For many, this is the first time they have been
undressed and enjoying touching and being touched with the lights on. The couple takes
turns. The person who was doing the touching now becomes the person who is being
touched. For a few days the couple is discouraged from stimulating one another’s genitalia or
the woman’s breasts.

As the couple becomes progressively more comfortable with sensate focus exercises, they
are encouraged to touch their partner’s genitalia and the woman’s breasts, but to continue to
postpone intercourse. Most people find that when the expectation of sexual arousal has been
removed and there are no pressures to perform, they often begin to enjoy the aspects of sex-
ual arousal they were initially worried about. These feelings can be tremendously rewarding
and create much confidence in both women and men. Eventually, this self-assurance makes
it easy for a couple to proceed to sexual intercourse fully aroused. Single “successful” expe-
riences can be wonderfully reassuring and give a couple a whole new confidence about them-
selves and their ability to be responsive and to please their partners as well. These exercises
help a couple attend more closely, nonjudgmentally, and noncompetitively to their own and
their partner’s sexual and erotic arousal and pleasure. This couple is advised not to compare
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their feelings and activities to what they once thought was “great sex” but to attend instead
to the full, focused experience of one’s intimate enjoyment. In an orgasm-focused culture this
can be hard for some couples to learn.

Sensate focus exercises emphasize not proceeding promptly to vaginal penetration but at-
tending instead to erotic pleasures in and of themselves. Many of the behaviors a couple en-
joys during these exercises can be enjoyed without any imperative to have intercourse. A cou-
ple learns more from sensate focus exercises when they already have a relationship, a
foundation they together share upon which they can build an enhanced sexual communica-
tion and shared erotic enjoyments. Casual sex, on the other hand, generally involves impa-
tient feelings that afford a couple little time to savor one another sexually.
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FIGURE 15-2 Sensate focus
exercises involve touching and
caressing one’s partner in a
tender, nurturant way without
any expectation of having sex-
ual intercourse immediately.
This diminishes anxiety and
performance expectations and
helps a couple relax.



One sex therapist has written about another, previously neglected feature of sensate fo-
cus exercises which may be of importance to couples who become more adept at monitor-
ing their bodies during these times of shared intimacy (Resnick, 2002). Resnick correctly
points out that nervousness and tension often become manifest in irregular breathing
patterns. In her clinical experience she has found that clients sometimes unconsciously
hold their breath, and that by attending to this sign of stress, they frequently regain or pro-
mote a “centered” feeling of calmness and enhanced attentiveness to other parts of their 
bodies.

The PLISSIT Approach Helping a couple try to deal with a sexual dysfunction can in-
volve progressively more complex, directive strategies, and as in other kinds of counseling,
sex therapists typically take a gradual approach to the diagnosis and treatment of these
disorders. Annon (1976) devised a paradigm for proceeding in small steps. Although every
couple is unique, there is much agreement about the usefulness of this approach in treating
sexual dysfunctions. PLISSIT stands for “permission,” “limited information,” “specific sug-
gestions,” and “intensive therapy.” This model incorporates the strengths of many approaches
to sex therapy and reflects the research and writing of many investigators.

Permission involves validating the client’s thoughts, emotions, and sexual activities. Of-
ten this involves undoing things the individual was taught long ago. Permission may justify
a person’s dislike for a particular form of sexual expression and reassure him or her that
everyone has different sexual inclinations and preferences. This permission is granted with
the therapist acting as a nonjudgmental helper rather than a cold, objective clinician. Per-
mission is most meaningful if it comes from someone who is informed, authentic, and un-
derstanding.

Once the clients begin to feel more comfortable knowing that many people have sexual
problems and that their problem is common, they are often very receptive to learning more
about their difficulties, factors that may have caused them, and what can be done about them.
At this point, limited information can be very helpful and reassuring. Information about the
sexual response cycle and how it is different in women and men can be very important. Help-
ful facts can eliminate some sexual myths people have held for years that may have had an
effect on their sexual functioning. The therapist offers the clients only information that they
can use to gain a better understanding of their problem.

Now that the client or couple is better informed, specific suggestions for helping their par-
ticular problem are offered, sometimes in a very structured manner. These suggestions usu-
ally involve sexual activities the couple can try at home, hopefully when they are well rested,
free of stress, and free of interruptions. The sensate focus exercises described earlier are one
example of specific suggestions that can be of some help to a couple. Additionally, the cou-
ple might be encouraged to engage in mutual masturbation to learn more directly how their
partner’s body changes during increasing sexual excitement. Specific suggestions are in-
tended to help the couple feel more confident and in control of their shared intimacy and to
be active rather than reactive in interacting with their partner. These experiences can also
help build confidence.

At the deepest level of the PLISSIT format is the intensive therapy. Here, the clients explore
any psychological or social difficulties they may be having that impact adversely on their sex-
ual expression or feelings. Anxiety disorders, depression, or personality disorders often hold
clues to the cause of sexual dysfunctions, and discussing these in counseling can often teach
clients about inappropriate ways in which they may have been relating to their partner. Some-
times it might be necessary to talk about the client’s childhood or adolescent development
and any traumatic sexual experiences from the past. The therapist might learn, for example,
that the client grew up in a very sexually repressive environment that contributed to his or
her current difficulties.

Not all clients in sex counseling or therapy necessarily need to go through all four levels
of this model, but this technique is useful in the treatment of virtually all dysfunctions of sex-
ual arousal and response. It can be tailored to meet the needs of any particular person or cou-
ple. The benefit of this approach is that it is organized and systematic but still flexible for the
unique situation of any client.
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Cognitive-Behavioral Approaches to Treatment
The following sections explore how this treatment model is applied to the sexual dysfunc-
tions outlined in Chapter 14. New therapeutic techniques are often developed, and usually
there are a number of successful approaches to the treatment of these problems.

Sexual Desire Disorders This category of sexual dysfunctions includes hypoactive sex-
ual desire disorder and sexual aversion disorder (see Table 14-1). The formidable challenge
facing the sex counselor or therapist is to try to help the client find pleasure in his or her sex-
ual feelings, where in the past those feelings may have been absent, diminished, or ambiva-
lent. This is an increasingly common disorder, but to date, counselors and therapists have not
been highly successful in quickly improving it. It is sometimes common for women who have
lost their previous pattern of sexual interest to visit their primary care physician and ask “to
have their hormones checked” (Viera, 2001). At some level of awareness, these individuals
know that the people, settings, and circumstances they once found arousing no longer have
much effect on them. A big change in the client’s sexual value system is necessary to change
how the person looks at the desirability of sexual interaction. The basic task of the sex ther-
apist is to help the client pursue sexual pleasure in a safe counseling setting. Beck (1995)
noted that current therapies often operate under the assumption that if the client’s sexual
arousal and the pleasure enjoyed in orgasm are increased first, then sexual desire will gradu-
ally increase over time. Rosen and Leiblum (1995) reported that therapy for secondary or sit-
uational sexual desire disorders (those acquired later in adulthood) seems notably more ef-
fective than therapy for primary sexual desire disorders (those with a lifelong pattern of
sexual disinterest). Additional research (MacPhee, Johnson, & Van der Veer, 1995) has
shown that women with low sexual desire experience more marital problems than women
who do not have sexual desire disorders, and that marital therapy is often helpful in increas-
ing sexual desire in these subjects.

Men with sexual desire disorder often manifest the symptoms of clinical depression.
Sometimes, a traumatic situation in the workplace or significant decline in marital quality
often becomes obvious in this way. Additionally, the use of blood pressure-lowering med-
ications and antidepressants frequently diminishes a man’s sexual desire (Kandeel et al.,
2001).

Couples in which one partner has a sexual desire disorder should first try to determine
what kind of sexual interaction is pleasurable, how often they would enjoy it, and under what
circumstances (Charlton, 1997). With sexual aversion disorder, some people react to the
prospect of sexual interaction with severe anxiety and sometimes even panic; they may even
have serious psychosomatic reactions including irregular heartbeat, dizziness, and trouble
breathing. Until these issues are clarified, it is difficult to choose the appropriate therapeutic
strategy. Similarly, other aspects of the couple’s relationship are examined to determine
whether interpersonal and/or emotional difficulties make sex seem unfulfilling. Individuals
with a sexual desire disorder often experience significant performance anxiety and frequently
are averse to certain sexual behaviors. Because of this, they should stop participating in those
behaviors that cause distress. Because intercourse is usually the activity that causes the most
distress, discontinuing this form of sexual activity for a while frees the couple to explore
other avenues of physical intimacy without anxiety, fear, or perhaps even revulsion. This can
be a big relief. Therapists encourage the couple to avoid intercourse for a significant time,
such as 2 months or so. Having sex without having intercourse may actually make the ini-
tially unpleasant activity seem more interesting and positive.

Because the roots of sexual desire disorders often reach back to early developmental ex-
periences, some sex therapists believe that the distinction between sex therapy and psy-
chotherapy here is blurred (Rosen & Leiblum, 1989). Behavioral approaches are unlikely to
be as effective in the treatment of these disorders. Again, the basic assumption behind this
approach is that the couple’s sexual relationship is affected by their overall relationship.
These writers suggest that a common problem behind sexual desire disorders is the fact that
women and men seem to have lost the inclination to gently and romantically seduce one an-
other—to make erotic overtures with the intention of arousing sexual desire in one’s partner.
Fortunately, a number of simple maneuvers can accomplish just this end.
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Yet when all is said and done in the context of talk therapies, a “hands on” approach can
still be extremely effective. Charlton (1997) recommends that people with low sexual desire
learn to enjoy the pleasures that derive from masturbation, in a sense rehearsing for inter-
personal intimacy. Often people appreciate being given permission to use vibrators in these
self-exploratory exercises and gradually come to enjoy an enhanced sense of sensitivity to
physical and interpersonal sexual stimuli. In addition to masturbation, massage offers a cou-
ple the chance to share sexual interaction in a nondemand, nonintercourse situation. As in
sensate focus exercises, a couple can take turns caressing one another while talking about
their feelings and perhaps giving their partner gentle suggestions and encouragement. The
couple should understand at the outset that there is no right or wrong way to share these
physically intimate, nonintercourse moments, and their former performance anxiety often di-
minishes significantly.

Trudel, Aubin, and Matte (1995) have reported that in working with clients with low sex-
ual desire, they found much less openness to sexual experimentation and participation in far
fewer sexual activities than among respondents who did not have sexual desire problems.
When their clients with low sexual desire did participate in a diversified sexual repertoire,
they reported much less enjoyment of various sexual activities.

Sexual Arousal Disorders Sexual desire and sexual arousal are not the same thing, and
the work of Helen Singer Kaplan has shown that desire does not always lead to arousal. Dis-
orders of arousal in women involve delayed, diminished, or absent vaginal lubrication with
little or no vasocongestion in the pelvic region, and men with arousal disorders cannot attain
and maintain an erection of sufficient firmness to facilitate comfortable vaginal penetration.
Clients with arousal disorders express a deep and consistent sense of frustration about their
inability to respond to sexual stimuli. The key to treating sexual arousal disorders often in-
volves first learning enough about the client’s sexual value system that the counselor or ther-
apist can help her or him discover what is sexually arousing and feel comfortable about it.
Once a person has discovered or acknowledged what he or she finds sexy, the next step is to
approach those goals in small steps, each of which is likely to be rewarding and enjoyable to
the client. Sensate focus exercises are an excellent method. A couple begins with caressing or
massage not involving their genitals or the woman’s breasts. They then progress to genital and
breast touching (Fig. 15-3), eventually engaging in intercourse, although the couple is en-
couraged to enjoy the feeling of the penis being contained in the woman without any pelvic

thrusting. This is difficult for some people,
especially if they have always been anxious
about being a good lover. For a man to enter
his partner and then hold still may feel very
unusual. The couple then progresses to in-
tercourse without orgasm. Mutual gentle
pelvic thrusting is recommended, but the
couple is told that orgasm is not a part of this
exercise. People often find that they want
what they have been told they can’t have.
These exercises promote sexual self-confi-
dence and significantly lessen performance
anxiety.

Often erotic literature, illustrations, or
videotapes are incorporated in the treatment
of sexual arousal disorders, as are vibrators
(Fig. 15-4). These are not substitutes for in-
timate interpersonal sexual enjoyment; they
are only ice-breakers to help a person learn
more about his or her sexual response cycle
and begin to become comfortable with im-
ages and thought patterns associated with
excitement. Most sex counselors and thera-
pists encourage their clients to learn to enjoy
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FIGURE 15-3 As sensate focus
exercises progress over a num-
ber of sessions, caressing and
touching of the breasts and
genitalia increase arousal for
the gradual advancement to
vaginal penetration.



masturbation in association with these depictions of sexual
behavior and to develop a capacity for vivid sexual fantasies.
These fantasies can often be extremely effective in helping a
woman or man become aroused, but the images in these fan-
tasies do not generally take anything away from the real sex-
ual relationship. They only facilitate arousal so that genuine
sexual communication and sharing can be more enjoyable.
In addition, the activities people enjoy as foreplay can be the
focus of their sexual sharing without any expectation of in-
tercourse.

People who experience sexual arousal disorders can of-
ten be treated successfully over a number of therapy ses-
sions, each with a homework assignment involving progres-
sively closer, more intimate interactions with their partner.
The steps should be small ones, with no anxiety about per-
formance, and should not progress too quickly. Following is
an example of how this works for a 26-year-old client named
Amelia who experienced a virtual absence of sexual arousal.
Each act is a small step toward an intimate interaction, in-
tended to help this couple pay attention to the way sexual
arousal can build gradually.

1. Husband in the other room, door closed; Amelia on
the bed in bra and panties

2. Husband in the other room, door open
3. Husband, dressed, in the room with Amelia in her bra and panties, lights off
4. Husband, dressed, across the room; Amelia naked but covered by a towel, in candle-

light
5. Husband, dressed, across the room; Amelia lowers the towel when she feels safe, in can-

dlelight
6. Husband, naked, across the room, towel as needed, in candlelight
7. Husband, naked, lying on the bed next to Amelia, towel as needed, in candlelight
8. Amelia and her husband on the bed together, towel as needed, begin Masters and John-

son sensate focus exercises with nongenital caressing (Charlton & Brigel, 1997, pp.
260–261)

When each of these steps is preceded and followed by a therapy session, the client and
her therapist have the opportunity to fully discuss her thoughts and feelings throughout this
sequence of progressively more intimate steps. She gradually feels safer and more comfort-
able and also receives the praise and encouragement of her therapist, an important combi-
nation.

As in women, arousal disorders in men sometimes have an organic basis but often have
psychosocial causes too. Because a number of drugs have been helpful in treating impotence,
the public has heard much more about erectile disorders and their prevalence than in the
past; some of those drugs are discussed later in the chapter. Cognitive-behavioral strategies
also are used in the treatment of erectile disorders. Generally sex counselors and therapists
have a better success rate with secondary impotence than with primary impotence. A man
with primary impotence has never penetrated anyone orally, rectally, or vaginally with an
erection. A man with secondary impotence has done so but has lost the capacity to have an
erection, either consistently or situationally. In evaluating impotence, the therapist first de-
termines whether the problem has to do with an endocrine or physiological disorder, or
whether psychosocial factors seem responsible. The sex counselor or therapist also discusses
the client’s sexual value system to learn what this particular individual finds erotic and arous-
ing. Many men who are impotent become anxious about initiating intimacy because they fear
it will lead to a “failure.” Arousal problems are difficult to cope with for both women and
men, but the situation is particularly apparent with men because vaginal penetration is not
possible unless the man is at least somewhat erect.
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FIGURE 15-4 Some couples
find watching erotic videos
highly arousing and this can
facilitate excitement among
those who experience sexual
arousal disorders.



A number of biological problems contribute to erectile dysfunction in men (Kandeel et
al., 2001). Blood pressure-lowering medications routinely cause this problem, as does a nar-
rowing of the blood vessels in the penis due to the build-up of fatty deposits. Addictive drugs
such as alcohol, heroin, and methadone definitely cause erectile dysfunction, but at this time
we are unsure whether this effect is the result of a decline in male hormones or a more gen-
eralized physical and psychological deterioration that accompanies addiction. There is now
irrefutable evidence that cigarette smoking is a major risk factor in the development of this
disorder, with more serious disruption in sexual functioning being related to the number of
years a man has smoked (Feldman et al., 1994). Finally, long-standing, uncontrolled diabetes
is conclusively implicated as a cause of erectile dysfunction. It has been reported that, con-
servatively, half of all men thus afflicted are impotent, with more than 70% being affected af-
ter age 60 (Segraves et al., 1985). By quickly reviewing this paragraph, you will see than many
of the factors that foster the development of erectile dysfunction may be diminished by
lifestyle changes.

If diagnostic tests have ruled out biological factors as a cause of impotence, cognitive-
behavioral approaches to therapy are generally used. Of the various types of sexual dysfunc-
tion treated by Masters and Johnson, their rates in “curing” impotence were not very reas-
suring. In fact, they reported a 40.6% failure rate with primary impotence and 26.2% with
secondary impotence. These data pre-date the development of drugs that are often very help-
ful in the treatment of erectile dysfunction. In the absence of organic pathology, however, the
client’s thoughts, feelings, and memories are the primary cause of the difficulty. Most sex
counselors and therapists use a number of different approaches to treat male erectile disor-
der, exploring the couple’s communication style, daily stressors, and level of knowledge
about the sexual response cycle. In many cases, the female partner is offered explicit in-
structions for stimulating her partner’s penis, perhaps using manual and oral methods. This
first step focuses on the psychosocial aspect of the relationship and level of awareness re-
garding erotic response. Since Masters and Johnson first described their treatment for impo-
tence, other investigators have typically made only minor variations on their approach.

Cognitive-behavioral therapies have demonstrated that in those cases where sensate focus
exercises and enhanced relationship communication lead to some erectile response, this is
enormously reinforcing and encourages the couple to continue these exercises. These success
experiences are more likely to occur when a man can tell and show his partner which parts
of his penis are particularly sensitive, how firmly he likes to be grasped, and how rapidly his
partner should stroke his penis. When a man experiences some degree of erection, his part-
ner then assumes the female-on-top position and helps insert his penis into her vagina (Fig.
15-5). This penile containment shows the man that he can become sufficiently erect to en-
gage in vaginal penetration. His partner has been told that she should make no vigorous
pelvic movements at this time but simply allow them to mutually enjoy the feeling of penile
containment. This almost always leads to feelings of success and enhanced sexual self-
confidence. Effective, clear communication is necessary for the couple to use this approach
to therapy. Once the man has penetrated his partner this way, they are told to discontinue
their intimacy for a while and to resume their sensate-focus exercises later during the same
session. This shows a man that “what goes up comes down” but that “it can always go up
again.” Again, the feelings of control and self-confidence are very rewarding and usually mo-
tivate the couple to continue their therapy. Once the period of formal therapy has ended, it
is very important that the couple periodically continue their new habits of communication
and sensate focus exercises.

Orgasmic Disorders

Anorgasmia Chapter 14 describes four types of anorgasmia: primary, secondary, random,
and situational. In addition to the lack of regular or reliable orgasmic response, each generally
causes feelings of distress and sometimes inadequacy. In the past, the rather unfortunate label
“frigid” was used to describe women who didn’t have orgasms. This term had damaging con-
notations; women who were sexually unresponsive were thought to be cold, aloof, or icy. To-
day professionals are far more enlightened, informed, and sympathetic about this problem.
One recent study of over 1,100 Israeli women reported that female anorgasmia was strongly
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associated with sexual intercourse outside of the context of a love relationship, with a history
of troubled romantic relationships, and with aversive emotions (such as fear, anxiety, guilt, and
anger) connected with the physical aspects of intercourse (Birenbaum et al., 2001). As with
treating other sexual dysfunctions, the first step is to examine the woman’s sexual value sys-
tem to determine what she finds sexy and exciting. Often visual or prose erotica or videotapes
are used to stimulate sexual thoughts and feelings, and anorgasmic women are frequently en-
couraged to develop their capacity for sexual fantasies and to enjoy these during masturbation
or intercourse. Sex counselors and therapists also encourage their clients to use vibrators to
stimulate the clitoral area during masturbation or even intercourse to increase the intensity,
consistency, and controllability of sexual stimulation. A problem encountered by sex coun-
selors and therapists is the fact that women use very different words to describe their orgasms,
and it is difficult to determine whether one woman’s orgasmic experience is in any way com-
parable to another’s based on their descriptions. While one woman might say that her orgasms
are like fireworks and bells ringing, another might describe a warm, gentle throbbing. There-
fore, it is important for the client and therapist to learn to appreciate the nature of the orgas-
mic experience based on the words used to describe it. Additionally, it is difficult for some
women to become relaxed enough about their sexuality so that they can be taught how to use
a vibrator by their therapist. The combination of enhanced sexual mental imagery with vibra-
tory stimulation can be very effective for teaching women about the way they respond to erotic
cues and the amount of time it takes them to become aroused.

Nairne and Hemsley (1983) summarized the literature on masturbation training for
women with primary anorgasmia (women who had never had an orgasm by any means). Be-
cause women can more easily and regularly have orgasms during masturbation than during
sexual intercourse, some researchers have suggested using the former as a teaching tool to
enhance the potential for having an orgasm during the latter. Nairne and Hemsley described
“masturbation training” as a combination of relaxation techniques and self-stimulation
homework assignments. Counseling, sex education, and improved body awareness are also
elements of this treatment strategy. Based on an analysis of 10 published reports, Nairne and
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FIGURE 15-5 The experience of penile containment is often highly
rewarding for couples who are anxious about sexual “failure.” This
is especially true among men with erectile disorder.



Hemsley stated that women who had undergone mastur-
bation training were ultimately far more likely to have or-
gasms during sexual interaction with a partner. 

Sex counselors and therapists have had some success
treating anorgasmia with another method called the coital
alignment technique. This is an intercourse position that
is a slight variation on the man-on-top, “missionary” po-
sition. One of the reasons that many women do not have
orgasms during intercourse is that their clitoris doesn’t re-
ceive much stimulation in most of the more common in-
tercourse positions (see Chapter 8). In the coital align-
ment technique a woman lies on her back and her partner
enters her in the traditional man-on-top position, but he
now moves his entire body forward so that each time his
penis enters her vagina it also directly stimulates her cli-

toris (Fig. 15-6). Together, their pelvic thrusts create far more contact with the clitoris, and
because of the positions of their bodies their lovemaking involves rocking movements. In one
study involving 36 married women and their partners (Hurlbert & Apt, 1995), 56% of the fe-
male subjects using the coital alignment technique increased the regularity of orgasms dur-
ing intercourse and the perceived strength of orgasms. These data were compared to another
group of subjects who received instruction in directed masturbation, 27% of whom had sim-
ilar changes.

Premature Ejaculation Like female orgasmic disorders, male orgasmic disorders take
time and careful professional attention to remedy. These include premature ejaculation and
retarded ejaculation. Premature ejaculation is the most frequently reported sexual dysfunc-
tion. Fortunately, the therapeutic strategies for these problems are simple and straightforward
and have an excellent record of success. As with the treatment of anorgasmia, sensate focus
exercises are important in helping men to learn more about how quickly they are or are not
becoming aroused during erotic stimulation.

An important contribution from Masters and Johnson’s book, Human Sexual Inadequacy,
was the popularization of a simple, efficient technique for treating premature ejaculation.
This method was first described by James Semans in 1956. While a couple is participating in
sensate focus exercises, both partners learn how quickly the man becomes erect and ready to
ejaculate. They learn to proceed slowly, stopping frequently when the man reports that he
feels ejaculation is imminent. This is sometimes called the start-stop technique. This feeling,
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FIGURE 15-6 In the coital alignment technique, a man on top of
his partner moves his entire body forward so that the top of his pe-
nis may more directly stimulate his partner’s clitoris during pelvic
thrusts.

Coital alignment tech-
nique An intercourse position
in which a woman is lying on
her back and her partner enters
her in the traditional man-on-
top position, but then moves
his entire body forward so that
each time his penis enters her
vagina it also directly stimu-
lates her clitoris.



called ejaculatory inevitability, occurs when a man is sure that there is nothing he can do
to delay his ejaculation. Sensate focus exercises involve genital stimulation until a man be-
comes erect, then interruption during which he begins to lose his erection, and then contin-
ued stimulation with the recurrence of his erection. These exercises teach a man the feelings
associated with building sexual tension, and also that he can lose and quickly regain his erec-
tion. These feelings lead to greater sexual self-confidence, as well as self-control. Ejaculating
too quickly makes many men feel that they have lost their sexual self-control and have left
their partner unsatisfied.

The coronal squeeze technique is a variation on sensate focus exercises. The man lies on
his back with legs spread apart, his pelvis more or less in the lap of his partner, who is facing
him. She initiates manual genital stimulation until he attains a firm, full erection. At that point
she grasps his penis in a special way, putting her thumb on the frenulum (on the underside of
the penis) and her first and second fingers on both sides of the coronal ridge. (The coronal
ridge is easy to feel in men who have not been circumcised.) She now applies firm pressure for
3 or 4 seconds. If a man didn’t have an erection, this might be somewhat uncomfortable, but
with an erection there is little if any discomfort associated with the squeeze technique. This
pressure leads to an immediate loss of the desire to ejaculate and a temporary decrease in the
firmness of the man’s erection. The woman then again manually stimulates the penis until he
attains a full erection, and again applies the squeeze technique. In this way, a couple can en-
gage in prolonged stimulation of a man’s penis without ejaculation occurring. These “success”
experiences are very rewarding for the man, increasing his feelings of control.

Applying pressure to the base of the penis as a man approaches ejaculatory inevitability
can have similar results. This is called the basilar squeeze technique and is also quite effec-
tive in treating premature ejaculation. With this technique the man’s partner or the man him-
self applies firm manual pressure to the base of the penis, just at the point where it joins his
body. This variation has two advantages that the coronal squeeze technique lacks. The man
can more easily do it himself, and he can apply pressure to the base of the penis during in-
tercourse, therefore giving him more control over the timing of his ejaculation. Figure 
15-7 illustrates these techniques.

Once the couple has learned the basics of the squeeze technique, they are ready to move
to the next step in the treatment of premature ejaculation. They use the same stimulation
techniques until the man attains an erection, repeating the process a few times to remind the
man how it feels to become erect without ejaculating. Then the woman stimulates him until
he becomes erect, but this time she slowly and gently assumes the female-on-top intercourse
position, gradually inserting his penis inside her vagina and then holding completely still.
This allows the man to experience the feelings of penile containment without the immediate
desire to ejaculate. This is another “success” experience for him, increasing his feelings of
control and confidence. This may take a long time, since most men with this problem still
feel a desire to ejaculate soon after they have entered their partner. At this point, by word or
gesture, he communicates this to her, she raises herself so that his penis is no longer inside
of her, and she applies the squeeze technique. This again eliminates the desire to ejaculate.
Before her partner’s penis becomes too soft, she again inserts it into her vagina and engages
in slow, gentle pelvic thrusting. Over a number of days, the couple begins to enjoy a feeling
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Ejaculatory inevitability
The feeling that a man has
when he is certain that he can
no longer delay ejaculation.

Coronal ridge The crease
separating the glans from the
shaft of the penis.

Basilar squeeze tech-
nique A technique used in
the treatment of premature
ejaculation, in which a man
grasps the base of his penis
and squeezes for 3 or 4 sec-
onds, usually eliminating the
desire to ejaculate.

FIGURE 15-7 Left: the coronal
squeeze technique. Right: the basi-
lar squeeze technique. Both are ef-
fective for treating premature
ejaculation.



of control and mastery they had not previously enjoyed. Masters and Johnson noted that the
ejaculatory control the man acquires in the female-on-top position generalizes to other in-
tercourse positions as well.

A third technique called the “start-stop” method involves a woman manually stimulating
a man’s penis until he becomes erect, then stopping her stimulation until her partner’s erec-
tion begins to soften and then resuming her stroking hand movements (Fig. 15-8). This tech-
nique also teaches men that once an erection begins to soften it can return fairly quickly.

A female partner of premature ejaculators is often anorgasmic because her partner’s erec-
tion does not last long enough for her to enjoy prolonged pelvic thrusting and the orgasms
that sometimes accompany this kind of stimulation. Both partners are then somewhat frus-
trated or even angry. Since the therapeutic techniques for helping premature ejaculators
completely focus on the man, this typically continues to leave the woman unsatisfied. There-
fore, it is important for the female partner to begin to engage in gentle pelvic thrusting to en-
hance her own pleasure as soon as her partner gains some control over ejaculation. Solving
the man’s sexual dysfunction meets only half the goal if his partner continues to be troubled
by her own lack of response.

Retarded Ejaculation The other common male orgasmic disorder is retarded ejaculation,
also sometimes called ejaculatory incompetence. This does not involve problems with desire
or erection, but for men with this disorder even vigorous, prolonged pelvic thrusting does not
easily precipitate ejaculation. As with the treatment of other sexual dysfunctions, it is im-
portant for the counselor or therapist to find out as much as possible about the man’s sexual
value system to determine what he finds erotic and sexy. Before therapeutic techniques are
directed toward facilitating ejaculation during intercourse, the first step in the treatment of
retarded ejaculation is for the female partner to use manual stimulation to elicit this response
(Fig. 15-8). This is a rewarding first step in a chain of events that eventually leads to ejacu-
lation during intercourse.

Once a woman has manually stimulated her partner’s penis until he attains an erection,
the next important thing to do is straddle him in the female-on-top position and insert his
penis into her vagina. At this point, the woman immediately begins vigorous pelvic move-
ments. Often, this is sufficient to facilitate her partner’s ejaculation, but at the beginning of
therapy this may not happen. He should then withdraw his penis so that his partner can again
vigorously stimulate it manually until he reaches ejaculatory inevitability, at which time she
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FIGURE 15-8 The position commonly used for treating premature ejacula-
tion. The man is relaxed, while lying on his back.  His partner stimulates
his penis using one of the squeeze techniques or the start-stop method.



again straddles him and puts his penis into her vagina. She then again resumes vigorous
pelvic thrusting. With this method of treating retarded ejaculation, as soon as a man ejacu-
lates inside his partner once, the experience builds tremendous feelings of self-confidence al-
most immediately. Only a few additional experiences like this are necessary for the couple to
begin to more consistently enjoy intercourse involving intravaginal ejaculation.

Often women don’t mind whether their partner ejaculates if he can engage in prolonged,
vigorous intercourse with a full, hard erection. This often gives the woman the opportunity
to enjoy a lengthened plateau stage in her sexual response cycle and perhaps to have orgasms
consistently during intercourse. But sexual intercourse is a shared experience, and when one
partner, female or male, isn’t having fulfilling, pleasurable feelings, then the couple’s rela-
tionship would be enhanced by resolving the problem.

Sexual Pain Disorders In treating sexual pain disorders, the most important thing to do
at the outset is determine whether the problem results from some medical or physiological
abnormality. The descriptions of dyspareunia and vaginismus in Chapter 14 noted a number
of health problems that could contribute to these dysfunctions, and in such cases medical
treatments are used first for medical problems. Here we focus on cognitive-behavioral strate-
gies for treating these disorders when they are caused by psychosocial factors. Regardless of
the initial reason for discomfort during intercourse, the continued combination of pain and
sex can leave a person anxious and uncomfortable long after the original cause has been suc-
cessfully treated.

Dyspareunia refers to painful intercourse in either a woman or man. Additionally, the
DSM notes that the problem is not entirely attributable to a lack of vaginal lubrication. It oc-
curs far more often in women than in men and is also more likely to involve psychosocial
causes in women than in men. Dyspareunia and vaginismus are often interrelated because
prolonged, persistent painful intercourse often leads to vaginismus, the spastic, uncontrol-
lable contraction of the musculature at the opening to the vagina. A woman with vaginismus
will inevitably have dyspareunia, but the woman is not given a double diagnosis because, by
definition, vaginismus involves discomfort during attempts at penile penetration. Brant
(1978) distinguished between superficial dyspareunia felt at the opening to the vagina and
deep dyspareunia perceived closer to the cervix or even in the woman’s lower abdominal area.
Additionally, the term primary is used if it has occurred throughout the woman’s lifetime and
the term secondary is used if the discomfort develops after a woman has had pain-free inter-
course for a long period of time.

In treating dyspareunia, it is difficult to make a clear distinction between vaginismus and
painful intercourse that occurs without an organic basis. When a woman has scarring due to
a poorly repaired episiotomy, some type of vaginal lesion, or an estrogen deficiency, these are
clearly physical problems whose treatment can lead to the elimination of painful intercourse.
In general, women who have hysterectomies experience improvement or no changes at all in
their sexual functioning (Carlson, 1997). Cognitive-behavioral approaches to the treatment
of this dysfunction often involve the use of surgical lubricant to make vaginal penetration
more comfortable. Additionally, a woman with dyspareunia may find some relief by assum-
ing the female-on-top position during intercourse, thus allowing her to control the angle,
rate, and depth of penile penetration. Apart from these relatively simple remedies, many
women experience dyspareunia because of anxiety surrounding sexual intercourse, and 
in this instance relaxation exercises and sometimes hypnosis have been of some benefit.
Diminished anxiety along with the use of lubrication and a change in intercourse position 
can be very helpful in minimizing or eliminating pain associated with sexual intercourse
(Quevillon, 1993).

Diagnosing and treating vaginismus can be somewhat more complex. Because vaginismus
is often associated with a history of sexual abuse and/or assault, psychological therapies are
often needed to address these terrible events and to help the client try to put them behind
her. One of the basic tenets of the cognitive-behavioral approach, however, is that the causes
of sexual dysfunctions are not as important as their current manifestations, and that the fo-
cus of therapy should be eliminating the problem in the present rather than trying to under-
stand its historical roots. Masters and Johnson have recommended that the woman’s partner
be brought into the gynecological examination so that he can attempt to insert his gloved fin-
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ger in his partner’s vagina. In this way he perceives the nature of the spastic, uncoordinated
muscular contractions that have made penile penetration difficult or impossible. They then
recommend that a woman use a set of vaginal dilators of progressively larger circumference
to gain practice in vaginally accommodating a highly lubricated penis-shaped object. Tech-
nically, a dildo is any object shaped like an erect penis. Sometimes, a dildo is also a vibrator,
but not all vibrators used for genital stimulation are shaped like erect penises. The woman
uses a set of these (Fig. 15-9) to gradually grow more comfortable with the experience of
vaginal penetration. She first lubricates the smallest circumference dilator and gradually in-
serts it into her vagina and then, ideally, sleeps through the night with it inside her. Over a
number of weeks, she then uses increasingly larger circumference dilators. These exercises
eliminate the involuntary vaginal spasms that once made intercourse very uncomfortable or
impossible. Through this process the woman’s partner must be as patient and cooperative as
possible (Beck, 1993).

Behavioral Principles in Sex Therapy Short-term, intensive cognitive-behavioral ap-
proaches to the treatment of sexual dysfunctions are often quite successful, and focusing on
the problem and its current manifestations is usually more fruitful than long-term, in-depth
psychotherapy. Some sexual dysfunctions, however, may benefit from a thorough, systematic,
prolonged period of counseling or psychotherapy. But why do cognitive-behavioral ap-
proaches work so well? The answer involves concepts basic to behavioral approaches to how
people change their actions over a period of time. These principles, explained in the follow-
ing sections, are by no means exclusive to sex therapy.

Positive Reinforcement One way behavioral theorists conceptualize positive reinforce-
ment is as a stimulus that increases the probability of a response recurring. It can be food if
you are hungry, cold lemonade if you are thirsty, sleep if you’re tired, or your paycheck. These
rewards increase the chances of the behavior that preceded them will happen again, and they
always get the person’s attention. An orgasm following sexual interaction is a good example
of positive reinforcement.

Negative Reinforcement Negative reinforcement is often confused with punishment,
which in fact is very different. Negative reinforcement can be just as powerful as positive
reinforcement for learning and maintaining learned behaviors. Negative reinforcement is
the good feeling you get when a bad feeling stops. This cessation of discomfort, pain, or
even nervousness and embarrassment can be very pleasant. When a man gains some con-
trol over the timing of ejaculation or a woman begins to have orgasms regularly and reliably
when in the past she had none, feelings of failure and anxiety are replaced by feelings 
of pleasure and self-confidence. These are examples of negative reinforcement in sex
therapy.

Successive Approximation The term successive approximation, also called “shaping” in
behavioral literature, is a basic concept of learning in this theoretical perspective. Successive
approximation means that learning takes place in small steps, each of which is reinforced as
it gets closer to a goal. In this way responses are connected to one another by reinforcements,
and behavior is accordingly shaped. This perspective emphasizes that learning is a gradual
process, rather than a sudden, permanent change in behavior. If you know which behaviors
to change and which reinforcements are rewarding to the particular person, then permanent
adjustments in thinking, feeling, and acting can be learned efficiently.

Successive approximation is fundamental to cognitive-behavioral approaches to sex ther-
apy. If the goal of sex therapy for a man is ejaculatory control or intravaginal ejaculation, or
for women the occurrence of orgasms during sexual interaction, then sex therapy will likely
be effective if the therapist sets up a sequence of exercises that get closer and closer to these
goals and are reinforced. This is what sensate focus exercises do. They begin with shared in-
timacy that doesn’t involve immediately confronting the problem and gently and gradually
create rewarding experiences for behaviors that are “successful.” As problem behaviors are
slowly eliminated, along with the anxiety that often accompanies them, they are replaced by
other, more rewarding behaviors. This is sometimes also called systematic desensitization be-
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FIGURE 15-9 Progressively
larger vaginal dilators are
used in the treatment of
vaginismus.



cause the client gradually becomes less sensitive to the anx-
iety that once accompanied the sexual dysfunction.

Sex “Aids” in the Treatment of Sexual
Dysfunctions
This chapter has already noted that the use of vibrators
and/or dildos can be very helpful in assisting women and
men to learn more about their sexual response cycle, to have
orgasms regularly, and to learn to relax the musculature at
the opening to the vagina (Fig. 15-10). Yet many people feel
nervous, guilty, or ashamed about using these adjuncts to
therapy and think of them as “sex toys.” These aids are not
a substitute for a partner or the feelings a partner can pro-
vide, but they often serve a function as tools. Most counsel-
ing or therapy involves improved self-awareness, behavioral
changes, and diminished bad feelings of many kinds. In ad-
dition, sex therapy can use exercises and tools to assist
clients who wish to confront and eliminate their sexual dysfunctions.

Many people’s sexual value system makes it difficult for them to incorporate sex aids into
their treatment. These might include vibrators, sexually explicit prose or photographs, and
home videos. Therapists sometimes call these “ice-breakers.” For many people, these can ef-
fectively increase sexual desire and arousal, especially if use of such items is tailored to the
client’s sexual value system. The therapist must be thoroughly familiar with the client’s sex-
ual value system to select the right avenues of exploration. When these tools do increase the
client’s desire and arousal, actually incorporating them into lovemaking itself can be an ad-
ditional challenge.

Sex aids have a clear role for people with trouble having orgasms. But what about people
who for years had no trouble at all? Secondary sexual dysfunctions are those that occur after
sometimes years of normal, problem-free sexual functioning. The counselor or therapist care-
fully assesses the needs of these clients and the therapies with which they would be most
comfortable. As Hawton (1985) has noted, suggesting that a 55-year-old woman buy a vi-
brator to help her regain some of her former responsiveness may be a shocking recommen-
dation. Personal rapport and trust between therapist and client are especially important.

Although vibratory aids are used more for women, this type of stimulation is effective for
some men too. Vacuum constriction devices have been shown very effective in the treatment
of erectile dysfunction that is organic or psychosocial in nature. The man inserts his penis
into a plastic tube a few inches in diameter, and the air is drawn out through the use of a hand
pump. The vacuum created inside the tube pulls blood into the corpora cavernosa, causing
an increase in the length, circumference, and hardness of the penis. A tight band of rubber is
then placed around the base of the penis, essentially trapping the blood inside it, and this al-
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FIGURE 15-10 The plastic sex
aids at left and right can stim-
ulate various areas inside a
woman’s vagina.  The metal
device in the center is
weighted and used during
Kegel exercises to improve
tone in the vaginal muscles.

Letter to Dr. Ruth Westheimer

Question:
I was raised in a very strict religious home and it took me years
to become comfortable with my own sexuality. By now (I’m 30)
I understand that people have sex for many good reasons, not
just planning to have babies, and that sexual expression is an im-
portant part of a marital relationship. I just wish I had a freer at-
titude about my own orgasms. Based on what I’ve read, a vibra-
tor might help me learn more about how I respond, but I would
feel really embarrassed buying a vibrator. I don’t think it would
bother me to use one, but getting one is another matter. Am I
normal? How can I discreetly get a vibrator? 

Answer:
Many people are embarrassed to buy vibrators and other items
that are sometimes called sex toys, but these can really be im-
portant enhancements to a couple’s sex life. Luckily you don’t
have to find a sex shop to purchase a vibrator but can do so from
the privacy of your own home by computer or by mail.

Two vendors that I can recommend are Good Vibrations 
and Eve’s Garden. The address for Good Vibrations is 938
Howard Street, San Francisco, CA 94103 and their web site is
www.goodvibes.com. Eve’s Garden’s address is 119 West 57th
Street, New York NY 10019, and they’ll send you a catalogue if
you call 1-800-848-3837.



lows the man to maintain his erection long enough to comfortably penetrate his partner, en-
gage in pelvic thrusting, and often ejaculate as well. This device has been used in one form
or another for over 80 years (Tiefer & Melman, 1989). Vacuum constriction devices are still
popular and are a simple treatment for erectile dysfunction that does not involve drugs or
surgery (discussed later). Not much is known about the long-term use of vacuum constric-
tion devices. A report by Ganem, Lucey, Janosko, and Carson (1998) described a few in-
stances of urethral bleeding, mild bruising, and damage to the membranes surrounding the
corpora cavernosa when the ring at the base of the penis is applied too tightly. In most cases,
these devices do not cause harm, discomfort, or injury.

Masturbation and Mutual Masturbation in the Treatment of Sexual Dys-
functions Most sex counselors and sex therapists agree that masturbation can teach us a
lot about our own sexual responsiveness, and we can use this information in sexual interac-
tions with others. Interestingly, the psychosocial factors that inhibit a person from being fully
aroused and responsive during sexual intercourse are the same factors that discourage a per-
son from masturbating. As noted earlier, a person’s interpretation of religious orthodoxy can
suppress their independent or mutual sexual exploration. Yet when people know how to
touch themselves in a way that elicits arousal, they can tell or show their partner how they
like to be stimulated (Fig. 15-11).

Leff and Israel (1983) found that there was no relationship in a sample of 117 middle-
class women between the ability to masturbate or the preferred way of masturbating and the
capacity for orgasms during intercourse. Most of the respondents reported that direct clitoral
stimulation was the most common method of masturbation. Among the women who re-
ported masturbating, clitoral stimulation during intercourse was often effective in precipitat-
ing an orgasm. Masturbation and mutual masturbation within the context of sex therapy are
often very satisfying first steps that may lead to enhanced responsiveness during intercourse
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Research Highlight
Combining Couple Therapy and Sex Therapy

O ne of Masters and Johnson’s most important contribu-
tions is the understanding that people with sexual

problems don’t necessarily have any deeper psychological
problems. Sexual dysfunctions can result from inappropri-
ately learned behaviors rather than major anxiety, depres-
sion, or personality disorders. Still, sexual problems are often
in some way tied into a couple’s relationship and their inter-
personal communication styles. In 1997, Kevan R. Wylie, a
British sex therapist, published a study evaluating the effec-
tiveness of combined couple therapy and sex therapy. His
aim was to give his clients a brief, structured blend of the two
therapeutic strategies. In addition to focusing on the couple’s
sexual problem, which in this case was psychogenic male
erectile disorder, he explored the behavioral, cognitive, and
interpersonal aspects of this problem on their relationship.

His patients were referred by their general practitioner,
psychiatrist, or urologist. Using paper-and-pencil tests he as-
sessed the couple’s relationship satisfaction and sexual satis-
faction. The males in his sample had been unable to attain
and maintain an erection in at least 50% of their attempts at
intercourse in the last 3 months. Couples attended six ther-
apy sessions, one every other week. In addition to working
on a number of relationship issues, the couple was given in-

struction in sensate focus exercises with specific guidance for
dealing with male erectile disorder.

Twenty-three couples completed the treatment; 10 had an
“excellent” outcome, 4 had a “moderate” outcome, and 6 had
a “mild” outcome. Three couples showed no change from
their preliminary relationship and sexual evaluations. Be-
cause of the small sample size, it is difficult to compare the
effectiveness of this method with that used by Masters and
Johnson. On average, couples reported an increase in the fre-
quency with which they shared sexual intimacy and im-
provements in sexual communication. Importantly, fewer
couples reported avoiding sexual activity. Most couples de-
scribed more pleasurable feelings associated with sexual in-
teraction and fewer unpleasant feelings. While it is difficult
to precisely define what constitutes “successful” therapy,
these data are encouraging. Unfortunately, too few subjects
came to their 6-month follow-up visit, so it was difficult to
assess the permanence of the therapeutic gains.

The importance of this study lies in Wylie’s attempt to
combine relationship and sexual therapy for a single, specific
sexual dysfunction. His systematic approach makes efficient
use of time. Finally, his data revealed genuine gains in sexual
functioning and relationship communication.



and are a good example of successive approximation. Some individuals enjoy their strongest
orgasms during masturbation and/or the use of a vibrator but also often enjoy the intimacy
of intercourse.

Clients Without Partners
A challenge facing sex counselors and therapists is clients who seek sex therapy but who do
not have a partner. These individuals are unmarried and do not have regular sexual relations
with a steady partner. Without a consistent partner, these individuals are not having inter-
course, not having intercourse very often, or not having intercourse with someone they can
get to know well enough to begin to explore their real sexual needs and preferences. When a
client is not having regular intercourse over an extended period of time with one partner, it
is not likely that the person can work though his or her sexual difficulties in a warm, nurtu-
rant climate of psychological safety with someone he or she has come to know very well and
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FIGURE 15-11 Mutual masturbation may involve
two people masturbating each other or masturbat-
ing in the visual presence of each other.



fully trust. This situation leads to a basic question about sex
therapy: How can a client without a regular partner get help
with her or his sexual dysfunction (Fig. 15-12)?

From the beginning, Masters and Johnson encouraged
unmarried clients to bring partners with them, and these
spouse substitutes were called replacement partners. When
their therapy program began in 1959, this was still some-
what controversial. The most controversial aspect of their
institutional policy was to provide unmarried men with
partner surrogates during their intensive, 2-week therapy.
Over the 11 years during which this policy was in place,
Masters and Johnson provided 41 men with partner surro-
gates. These individuals engaged in all the homework as-
signments prescribed by the therapists, including sensate fo-
cus exercises and sexual intercourse. Partner surrogates
were not used in the treatment of single women who came
to their facility for the treatment of sexual dysfunctions.

Partner surrogates were all volunteers between the ages of 24 and 43. Masters and Johnson
selected 13 from an initial pool of 31. Eleven of these women had been previously married,
but none of them was married at the time they worked as partner surrogates. For a number
of years Masters and Johnson had a quiet understanding with the press in St. Louis, and re-
ports of the partner surrogate program didn’t become public until one of these women ac-
cepted a monetary offer to write a book about her experiences. The partner surrogate pro-
gram then abruptly ended.

Today, a number of effective, noncontroversial alternatives can be used in treating
individuals who request sex therapy. Often short-term individual counseling along with sex
education can effectively help clients without partners. Sometimes these clients do have
partners who are unwilling or unable to participate in the treatment program, counseling,
or marital therapy. Additionally, when psychological or medical problems are the prime
causes of a sexual dysfunction, individual therapy may actually be a preferred type of
approach.

Anorgasmic women, for example, can begin to explore their erotic responsiveness 
with the aid of a vibrator and can learn more about their bodies through genital self-
examination without the aid of a partner (Hawton, 1985). Similarly, a woman with vagin-
ismus can use a series of vaginal dilators without the assistance or support of a partner.
Some types of female sexual dysfunctions do respond well to individual therapy. Likewise,
men who are premature ejaculators can engage in solo masturbation, learning to progres-
sively prolong the time before they ejaculate. Additionally, a man can use the start-stop
technique, engaging in self-stimulation until he becomes aroused and erect, pausing until
he begins to lose his erection, and then resuming his masturbatory stimulation. These ex-
ercises, along with the basilar squeeze technique, can help men with this problem who
don’t have a partner. Finally, men with retarded ejaculation can use a combination of mas-
turbation, vibratory stimulation, and perhaps erotic pictures or videotapes to develop a reg-
ular pattern of ejaculatory response. 

Sexual Dysfunctions in Developmental Context We would like to close this sec-
tion on a reassuring note. It is generally the rule rather than the exception for young people
just beginning to have sexual intercourse to experience frustrations and problems that in
older individuals would be termed dysfunctional. For example, when adolescents and young
men first begin having sex, they are very likely to ejaculate long before their partner has ex-
perienced any significant sexual satisfaction, but this does not necessarily mean that they are
premature ejaculators. The same is true of women who may have sex for quite a long time
before they eventually have an orgasm during intercourse, but this doesn’t mean that they are
anorgasmic. Like men, they will learn from their experience. Therefore, the term sexual dys-
function should be reserved for adults with more than a little sexual experience, who are
troubled and frustrated by their problem, and who continually and consistently experience
the problem.
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FIGURE 15-12 Reputable sex
therapy clinics sometimes of-
fer surrogate programs for
clients without partners.



Medical Approaches to the Treatment of Sexual
Dysfunctions

The discussion thus far has focused on the cognitive-behavioral approach to treat sexual dys-
functions that are primarily psychosocial in origin. It is essential to rule out physiological,
endocrine, or medical causes before proceeding with cognitive-behavioral therapies. Yet
many disorders do have a clear biological basis and, therefore, require very different, and
sometimes quite radical, therapies. Physicians provide medical treatment for sexual dysfunc-
tions. These might include gynecologists, urologists, endocrinologists, internists, and sur-
geons. Medical interventions include drugs and sometimes surgery to enhance sexual arousal
or to facilitate its overt physiological manifestations, such as erection. 

Americans frequently seek the quickest, easiest solutions for problems of many kinds, in-
cluding sexual dysfunctions. Individual and group therapy approaches take commitment,
time, and considerable personal and interpersonal work to succeed, however. In contrast,
medical approaches seem quick and effective, even when not painless or inexpensive.
Nonetheless, a person who has a sexual dysfunction generally should consider the more con-
servative and least physically invasive strategies first, and only later on the more radical and
sometimes irreversible tactics.

Exploring the usefulness of medical treatments in both sexes presents different chal-
lenges. This issue was made clear by Bancroft (2002a), who suggested a number of funda-
mental differences between men and women with respect to their needs in sex therapy. For
example, this author emphasizes that a woman’s sexual gratification is not as readily met by
intercourse involving penile penetration as is a man’s; her enjoyment often derives primarily
from clitoral stimulation. Secondly, it is important to acknowledge that predicting the effec-
tiveness of drugs in assisting women with sexual dysfunctions is often entirely different than
such predictions involving men. And perhaps most importantly, Bancroft believes that many
of a woman’s sexual anxieties are frequently a logical consequence of abusive, casual, or ex-
ploitative relationships and are therefore “adaptive reactions” to these sometimes unsettling
circumstances. In fact, these reactions may not even be “dysfunctions” at all.

Sex Hormones in the Bloodstream
In some cases testosterone supplements may help men with an erectile disorder. Because of
the cyclic changes in female hormones throughout a woman’s menstrual cycle, however, it is
more difficult to predict possible benefits of hormone supplements for women. Still, when
levels of estrogen are very low, increasing them through the use of oral tablets can make a dif-
ference in a woman’s sexual arousal and responsiveness. Because the connection between
hormone levels and sexual arousal is not as clear in women as it is in men, this section fo-
cuses on the use of testosterone supplements in the treatment of erectile dysfunction.

The term hypogonadism is a condition of diminished secretion of testosterone from the
testes. This can occur because the pituitary gland is not stimulating the testes to make testos-
terone or because the testes simply stop manufacturing testosterone. Certain diseases, such
as mumps, infections, trauma, and genetic disorders may also cause this problem. Doctors,
however, sometimes find low testosterone levels in otherwise healthy, normal men. There are
a number of different estimates, but conservatively speaking, about 20 million men in the
United States experience erectile dysfunction some or all of the time they attempt intercourse.
When low testosterone is a factor, this hormone can be introduced into a man’s bloodstream
in several ways. The relationship between testosterone levels in the bloodstream and erectile
dysfunction is not completely clear, however. Govier, McClure, and Kramer-Levien (1996)
studied over 250 men who reported bouts of erectile dysfunction. Of this number, 16% were
diagnosed with hypogonadism. These investigators noted that other studies, however, report
that between 1% and 45% of men with low testosterone levels have erectile dysfunction.
Testosterone levels in the bloodstream may not be the most important biological factor in
erectile dysfunction.

When hypogonadism is indeed the primary reason for impotence, giving testosterone is of-
ten effective. Testosterone can be injected, taken in oral tablet form, or administered through
a transdermal (skin) patch, similar to nicotine patches used by people who are trying to stop
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Hypogonadism Diminished
secretion of testosterone from a
man’s testes. In some cases,
this condition can impair sex-
ual arousal and response.



smoking cigarettes. A testosterone gel that can be rubbed on
the skin daily is also available. The Testoderm patch is applied
directly to a man’s scrotum (Fig. 15-13), which must be
shaved once a week to ensure that there is good contact be-
tween skin and the patch. With another patch called Andro-
derm, two patches are placed symmetrically on the sides of a
man’s body. Patches are generally more expensive than other
forms of testosterone administration. There may be some
troubling side effects associated with this patch, including
rapid heart beat, nervousness, irregular heart rate, an in-
creased PSA level (prostate-specific antigen, which is one in-
dicator of prostate cancer), and unpredictable sexual arousal.

These side effects are rare and not often serious. Men who receive testos-
terone injections every two weeks report increased sex drive, as well as ir-
ritability and aggressiveness for the first few days afterwards, but these ef-
fects diminish until it is time for the next injection. Overall, when
hypogonadism is the cause of erectile dysfunction, testosterone replace-
ment therapy is often a very effective treatment. This drug is most effec-
tive when used in the context of a good, trusting relationship.

Drug Treatments Not Involving Sex Hormones
Although it may seem obvious that a shortage of male sex hormones
might contribute to male sexual dysfunction, in fact, testosterone from
the adrenal glands is important in female sexual arousal and response as
well. We have already noted in Chapter 13 that including testosterone in
hormone replacement therapy for women at menopause often maintains

or restores sexual drive. Still, it may be too simplistic to assume that a “pinch” of male sex
hormone is all that might be needed to aid women with problems of sexual desire, arousal,
or response. Bancroft (2002b) suggests several reasons that simple male hormone supple-
mentation may not be entirely effective for women. Women are highly variable in their re-
sponsiveness to testosterone, and there is some suggestion that such supplementation also in-
creases a woman’s own estrogen action—an additional factor that should be taken into
account. The sexual effects of testosterone on women may be a result of the overall impact
on a woman’s emotional state, rather than on her sexuality specifically. Women experiencing
significant emotional stress also have an increased output of testosterone from their adrenal
glands, which may not be easy to discriminate from the external administration of this hor-
mone. And finally, women who respond sexually to testosterone therapy do so at levels far
lower than are effective for most men. For these reasons, it is not a simple matter of giving
women testosterone for sexual problems.

In addition to the use of sex hormones, other drugs are used for the treatment of sexual
dysfunctions. These agents are not aphrodisiacs, however. Aphrodisiacs are substances that
produce or increase sexual desire. Often people with sexual dysfunctions have problems not
with sexual desire but with sexual arousal. One drug, however, that has received some atten-
tion for its aphrodisiac properties has been found useful in the treatment of erectile disorders
in men. Yohimbine, derived from the bark of the yohimbine tree in Central Africa, increases
blood flow to the penis. For a long time its aphrodisiac properties have been debated, and in
1996 the American Urological Association issued a report that indicated that yohimbine may
not be reliably effective in the treatment of erectile dysfunction (Montagne, Barada, Belker, et
al., 1996). A review of the clinical research indicates that yohimbine works significantly bet-
ter than a placebo in the treatment of this sexual disorder. Any side effects of this drug were
typically mild and went away as soon as it was discontinued. Because it is inexpensive (less
than $ .50 per day as of this writing) and does not involve injections or surgery, yohimbine
may be an important medical treatment for erectile dysfunction (Witt, 1998). Further testing
of this agent is needed.

One effective treatment for erectile dysfunction, introduced in the mid-1990s, uses a thin
tubular applicator to insert a tiny pill directly inside a man’s urethra. The drug Aprostadil has
had mixed success in the treatment of this sexual disorder. Aprostadil is a synthetic version
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FIGURE 15-13 Like many
drugs, testosterone can be ab-
sorbed into the bloodstream
directly through the skin.
Above is the patch before ap-
plication and below it is af-
fixed to the scrotum.



of the hormone prostaglandin E1. Williams, Abbou, Amar, et al. (1998) administered this
drug to 249 patients and found that 64% of them were able to attain an erection of sufficient
firmness that they could have intercourse. A small percentage of patients (about 7%) experi-
enced some pain or burning inside their urethra, but most subjects in this experiment had
only slight discomfort or none at all. Other research (Werthman & Rajfer, 1997), however,
found this treatment approach less effective, with only 7% of a sample of 100 patients at-
taining rigid erections, 30% having partial erections, and fully 63% not having erections at
all. It is often difficult to compare clinical studies, and it was not clear whether all the men
in these investigations had impotence with an organic basis; in addition, the general overall
health of the subjects in the two studies was not reported. Insertion of Aprostadil tablets into
the urethra is called MUSE therapy, which stands for medicated urethral system for erection.

A variety of other chemical agents, called vasodilators, make blood vessels expand.
These agents can be of benefit in treating erectile dysfunction by facilitating the dilation of
blood vessels in the penis and thereby creating an erection. By the time you read this, other
new drugs for the treatment of erectile dysfunction will have been released on the market, in-
cluding one that acts directly on the brain. Until recently, sex therapists and physicians had
few reliable, effective drugs of this type as oral medications. For many years, however, effec-
tive penile vasodilators have been available in injectable form, and as much as many men
wanted to have erections, having to inject a substance into their own penises was a difficult
decision. Prostaglandin E1 in injectable form is one of these alternatives. These injections
have been an effective, predictable treatment for organic erectile difficulties. Because these
drugs are injected into the corpora cavernosa of the penis, this form of treatment is called in-
tracavernous pharmacotherapy. Several different agents have been used with some success.

While the effectiveness of prostaglandin E1 administered inside the urethra has been de-
batable, when the same drug is injected into the penis it seems to be far more effective. This
way of administering drugs to enhance erectile ability has been used since the early 1980s. In
one study involving 103 impotent men (Porst, 1997), this agent was effective in facilitating
an erection in 10% of the sample when used urethrally, but 48% of the sample attained an
erection when the drug was injected into the penis. Many men who have erectile dysfunction
for organic reasons have been satisfied with the effects of these drugs. In addition to
prostaglandin E1, other agents, such as papaverine, have demonstrated effectiveness in stim-
ulating erection. All of these substances act locally to dilate blood vessels in the penis with-
out having an effect in other parts of the body. In some men these injections are not effective,
although they do respond well to the urethral administration of prostaglandin E1 (Engel &
McVary, 1998). In other words, if one route of administration doesn’t work very well the
other might be effective. 

These therapies for erectile dysfunction have been used for several years. There are ad-
vantages and drawbacks to each, and not all patients respond in the same way to these drugs.
In recent years there has been a remarkable advance in the treatment of erectile dysfunction
with the drug Viagra (sildenafil), which facilitates vasodilation in the penis. Although expen-
sive (about $10 per pill), Viagra seems effective for many men with organic impotence (Fig.
15-14). It too acts as a local vasodilator to facilitate erection. Remember, a man who has an or-
ganic erectile dysfunction has generally not lost his capacity for ejaculation. This is one of the
most frustrating things about erectile dysfunction. Drugs like Viagra restore the capacity for
erection and frequently lead to an enhanced quality of life. It is often effective for men who
have lost erectile ability because of surgery to remove a cancerous prostate and for those whose
erectile dysfunction results from uncontrolled diabetes and the destruction of nerves along the
floor of the pelvis that often results. Viagra is rapidly absorbed after oral administration, acts
fairly promptly (men are instructed to take Viagra about an hour before planned intercourse),
and has very little effect on heart rate and blood pressure. One study (Goldstein, Lue, Padma-
Nathan, et al., 1998), however, found that 6% to 18% of over 500 subjects they studied com-
plained of headache, flushing, and indigestion when using Viagra. Importantly, this drug is
metabolized fairly rapidly and does not accumulate in a man’s body with repeated administra-
tion. It has also been tested on men with erectile dysfunction without an organic basis and has
been found to enhance erectile response to visual erotic stimuli (Boolell, Allen, Ballard et al.,
1996). When Viagra first became available, unfortunate and even fatal side effects occurred in
men who were taking other medications containing nitrites. Probably the most common drug
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Vasodilators Drugs that
cause blood vessels to expand.
Vasodilators that locally affect
the genitalia are used in the
treatment of male erectile dis-
order.

FIGURE 15-14 Viagra is an
effective drug for the treat-
ment of erectile dysfunction.
This agent dilates blood ves-
sels in the penis and facili-
tates erection.



to cause problems for men taking Viagra is nitroglycerin, which is used for chest pain that re-
sults from heart disease. The combination of Viagra and nitroglycerin is potentially fatal, and
patients who use nitroglycerin should not use Viagra.

As noted earlier, treatments for erectile dysfunction are undertaken within the context of
a strong, trusting relationship. Viagra has had some rather unfortunate consequences for re-
lationships. Some men who were impotent in their marriages or longstanding cohabitation
arrangements left their wives or partners (taking their Viagra with them) and aggressively be-
gan to explore sexual relationships in their new single lifestyle. In other cases, couples ad-
justed to the man’s impotence and had fulfilling experiences exploring other avenues of inti-
macy. With Viagra available, still other couples are again considering the place of intercourse
in their relationship, sometimes after a number of years (Steinhauer, 1998). Viagra has be-
come so widely used, it frequently appears in the media and popular culture (Fig. 15-15). As
discussed throughout this book, good sex and good relationships require more than quick
arousal and good orgasms.

In addition to the use of Viagra for the treatment of erectile dysfunction in men, it is im-
portant to point out that in recent years we have learned that some antidepressant medications
(such as Prozac and Paxil) are exceedingly effective in the treatment of premature ejaculation.
Men using these agents consistently reported prolonged plateau phase in sexual arousal before
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Other Countries, Cultures, and Customs
Viagra Use Around the World

W hen Viagra was first released by the Pfizer Pharma-
ceutical Company, there were literally hundreds of ar-

ticles about it in newspapers and magazines, and many jokes
were told involving the new drug. But American society is
more open to public discussion of sexual issues than many
other cultures around the world, in which many men have
erectile dysfunctions. Viagra has been smuggled into coun-
tries where it has not been approved for usage, and men are
paying astonishing amounts of money for only a single pill.
Following are a few news items from other cultures that re-
veal reactions to the drug around the world:

The Indian Express—May 8, 1998. This article notes that
men who want to buy Viagra have deposited as much
as 3,000 rupees (about $70) with their local pharmacy,
the owners of which are demanding payment in ad-
vance. These sums of money are very large amounts
for many poor Indians.

Mumbai, July 22 [1998]: “Till two months back Deepak
Lalwani introduced himself to people as a chemical ex-
porter. Today he runs a flourishing business in the sale
of the wonder pill Viagra, but doesn’t tell anybody
about it. Only eight more people and a few contacts at
the airport and in the market know about it. Together
they form the Viagra cartel in Mumbai, which in its
precision of operation and brutality in dealing with ‘ir-
ritants’ could beat any of the underworld gangs.”

The Indian Express—July 22, 1998. This article goes on to
note that the cartel spends more than 3,000,000 ru-
pees every week keeping people quiet at the airport.
On May 17, 1998 Viagra became available in Saudi
Arabia at the price of $80 per pill, roughly eight times
its cost in the United States. These pills were being

smuggled from Britain and Taiwan and through Egypt.
“According to pharmacy sources quantities of Viagra
are brought in by travelers from Cairo and sold at 200
to 300 riyals ($53–$80) a pill.”

The Korea Herald—May 6, 1998. “Smuggled into the
country mostly by vendors and travelers, the medicine
is selling at around 30,000 won (some $22) a pill at
Itaewon and Namdaemun markets in Seoul . . . As the
demand for the drug soared, some Koreans returning
home from their U.S. trips were found hiding the bot-
tles in their bags, disguising them as vitamins or di-
etary supplements. According to reports, post offices
found about 40 bottles shipped illegally into the coun-
try in just one week, last month.”

ArabiaLiving—May 19, 1998. “Viagra In Lebanon, Terror-
izes Woman.” Beirut. “A 35-year-old wife, terrorized by
her husband’s sudden ‘savage’ behavior, rushed to the
police, complaining that he attempted to kill her . . .
According to An Nahar newspaper today, the wife,
identified only by her first name Beatrice, said her 59-
year-old husband Antoine, who recently returned from
the United States, wanted to make love to her ‘while he
was in a state of extreme excitement never seen be-
fore.’ Beatrice said he treated her ‘savagely’ to the ex-
tent that she had to go to the hospital to treat ‘wounds
in her breast.’”

ArabiaLiving—June 25, 1998. “Kuwaiti Died, Viagra Over-
dose.” Kuwait. “A Kuwaiti national has died from an
overdose of the anti-impotence pill Viagra in what was
the Gulf’s first recorded death from the U.S. wonder
drug, a newspaper said Sunday. The unidentified man
was found dead at his home lying next to a box of the
pills, the Al-rai Al-aam Daily said.”



ejaculation, so a number of investigators began to explore the usefulness
of these drugs for the treatment of premature ejaculation (Riley, 2000;
Roblin, 2000; Rosen et al., 1999). In fact, these medications have become
the drugs of choice for treating this dysfunction. In some instances, these
agents are used a few hours before intercourse is anticipated, but in others
they have been found to be more effective when taken daily. We should re-
member that when these drugs are used in this way they do nothing to en-
courage the examination of relationship issues that might be basic to the
emergence of premature ejaculation as a sexual dysfunction.

Because a woman’s clitoris becomes engorged with blood during sex-
ual arousal just like a man’s penis, researchers have considered whether
Viagra might benefit women with disorders of arousal. Anatomical simi-
larity between these two structures doesn’t necessarily mean that this
drug will act in the same way for women and for men. Recent research
(Johnson, 2002) summarizes the effects of Viagra on a group of post-
menopausal and posthysterectomy subjects with female sexual arousal
disorder. Women given Viagra reported improved genital sensations dur-
ing sexual intercourse or other avenues of sexual stimulation compared
with women who were given a placebo. At the same time, this agent was
ineffective among women who also reported hypoactive sexual desire. Re-
searchers believe that this drug is less likely to be effective for women
whose sexual problems have a prominent psychological cause. For these
women Viagra is less likely to be significantly effective in creating or
restoring sexual interest. Just as Viagra is not effective for all types of male
sexual dysfunction (e.g., premature ejaculation), we should not expect it
to be effective for all types of female sexual dysfunction.

Surgical Treatments for Erectile Dysfunction
The most radical and irreversible treatments for erectile dysfunction involve the insertion of
semi-rigid rods or expandable plastic cylinders inside a man’s penis (Fig. 15-16). These are
referred to as penile implants. This surgery cannot be reversed, so it is important to try all
other approaches to therapy before proceeding. Some urologists recommend that a man con-
sidering one of these procedures consult with a sex therapist, and ideally with his partner, be-
fore deciding to have the operation. When impotence is due to the removal of the prostate
gland or the destruction of nerves along the floor of the pelvis due to the effects of uncon-
trolled diabetes, these surgical alternatives often offer the patient excellent enhancement in
quality of life, good erectile ability, and enjoyable sexual intercourse. With the availability of
drugs like Viagra, however, these procedures are being performed less often.
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FIGURE 15-15 Viagra has
certainly become part of the
American scene. Cartoons
such as this one are not un-
usual.

FIGURE 15-16 Semi-rigid silicone
rods are one type of penile im-
plant used in the surgical treat-
ment of erectile dysfunction.

Penile implants Semi-rigid
or expandable plastic cylinders
that can be surgically im-
planted inside a man’s penis.
These are often helpful in treat-
ing erectile dysfunction that
does not respond to drug ther-
apies.



Semi-rigid rods made of silicone take the place of both
corpora cavernosa. They are manufactured in different
lengths and diameters. It is unusual for a man to have any
problems with this approach once the rods have been im-
planted; however, because these rods never get shorter or
smaller, it is difficult for some men to conceal their presence.
A more natural alternative is the inflatable penile prosthesis.
Two expandable cylinders made of polyurethane or silicone
replace the corpora cavernosa. A reservoir of fluid is im-
planted near the bladder, and a pump to transfer the fluid
back and forth between the cylinders and the reservoir is
placed in the scrotum. Figure 15-17 illustrates these compo-
nents and their location in the body. Different designs have
been manufactured, most with a record of high reliability. By
gently grasping the pump inside his scrotum, the man can
pump fluid from the reservoir into the cylinders, making
them expand and causing his penis to become erect. He can
then close a valve in this pump, causing the fluid in the
cylinders to stay there. This causes an erection adequate for
intercourse. After intercourse, the man releases the valve, al-

lowing fluid to flow out of the cylinders and back into the reservoir. One report notes that af-
ter being in place for a period of 5 years, only 5% of such devices have a mechanical failure.
The overwhelming majority of patients who receive this type of penile prosthesis are com-
pletely satisfied with it (Lewis, 1995).

Other Psychotherapeutic Approaches to Sex Therapy

In addition to cognitive-behavioral and medical approaches to the treatment of sexual dys-
functions, many different kinds of professionals do sex therapy and use a variety of tech-
niques and approaches. The two-therapist strategy is no longer very popular. Psychiatrists,
clinical psychologists, licensed clinical social workers, licensed professional counselors,
nurses, the clergy, and even primary care physicians provide treatment as well. All of these
professions recognize the importance of good sex education and a focus on behavioral change
rather than deep emotional restructuring. Virtually none of these professionals observes the
couple sharing sexual intimacy, and all rely on the client’s verbal reports of their behaviors,
thoughts, and feelings about this area of their lives.

Additionally, all professionals doing sex therapy today recognize the importance of eval-
uating the client and her or his problems within a wider psychosocial context. Since the in-
troduction of Masters and Johnson’s dual therapist approach, a number of effective alterna-
tives have emerged through the years. One-on-one individual therapy, group therapy, and
even hypnosis have been used in the treatment of sexual dysfunctions, in addition to more
traditional couple therapies. These may be used alone, in conjunction with cognitive-
behavioral methods, or as a prelude or epilogue to them. The only therapeutic method rarely
used anymore is the long-term depth approach known as Freudian psychoanalysis, which
was virtually the only psychotherapeutic approach used for sexual dysfunctions before the
publication of Human Sexual Inadequacy in 1970. It was highly ineffective, very expensive,
and time consuming.

The Family Doctor
Many people turn with sexual concerns to their family doctor or gynecologist. Often, a few
reassuring words from a health care professional go a long way toward putting someone at
ease about situational or temporary sexual difficulties. Increasingly, doctors are being trained
in the basic facts of sexual dysfunctions, and in home exercises couples can try to alleviate
their problems or at least make them less troubling. For example, secondary impotence is of-
ten helped by telling the patient how common this problem is and by encouraging the pa-
tient to engage in foreplay without having intercourse for a period (Levitt, 1975). Similarly,
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FIGURE 15-17 The inflatable
penile prosthesis.  Note the
pump located in the scrotum
and the fluid reservoir behind
the pubic bone.



the squeeze technique for premature ejaculation and the sensate-focus exercises used for it
are easy to explain in a short period of time and offer the individual a place to start in trying
to understand and deal with this particular sexual disorder. Anorgasmic women may also re-
ceive some authoritative encouragement to explore their sexual response cycle through mas-
turbation and the use of a vibrator. Very often the source of information about sex is just as
important as the information itself.

The Clergy
After the family doctor, the person someone with a sexual problem is most likely to consult
is a clergyman. As Conklin (1997) writes, people often hear others say about personal prob-
lems, “Go talk to your minister” or “The priest may have a suggestion” or “Ask the rabbi” or
“The chaplain can help” (p. 144). Yet these religious leaders usually did not receive in-depth,
systematic training in human sexuality when they were preparing for their roles of spiritual
leadership. Students in seminaries and theological schools may not know how much they
need training in this area until after they have completed their training. This means that when
members of the congregation approach their religious leader with a sexual concern, the facts
and counseling they receive may not be based on current, thorough, factually correct infor-
mation or accepted counseling techniques. Hopefully, the clergy do not hesitate to refer mem-
bers of their congregations to well-trained, licensed professionals. A sexually explicit cur-
riculum for clerical students may be controversial in some instances while welcomed in
others. Yet the clergy is more aware than ever before that their congregations are likely to ap-
proach them with concerns about sexual assault, abuse, AIDS, premarital intercourse, con-
traception, and infidelity. Faculties in seminaries and theological schools generally support
curricula that include a sexual component (Conklin, 1997), while still acknowledging the
spiritual, mystical aspects of this domain of human nature.

Group and Couple Therapy
Social and behavioral scientists have long known that some kinds of problems are effectively
confronted and dealt with in a group format. Individuals with the same or similar problems
meet to discuss their feelings and share their thoughts under the guidance of a therapist or
facilitator. Group therapy is as effective as couple therapy in the treatment of certain sexual
dysfunctions. Members of a group with the same or similar problems learn that they are not
unique in their distress and feel less “abnormal.” They are often reassured to find out that
other people have the same problems they have. Golden, Price, Heinrich, and Lobitz (1978)
compared two groups of couples in which the men were premature ejaculators and the
women were anorgasmic. In the first group, the couple worked with a male and female 
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Letter to Dr. Ruth Westheimer

Question:
When I was growing up, my parents told me that if I ever had a
really troubling problem that I should discuss it with my minister.
Well, I do have a big problem but doubt that my minister could
help. My problem is that I do not always enjoy intercourse when
my husband wants to make love. I am extremely doubtful that
my minister could be helpful. In fact, he’s an extremely moralis-
tic man who doesn’t seem to see much good in sex at all. Do you
think I should go to him with my concern? 

Answer:
I know that you are looking at your problem as a sexual one, but
it actually may be a relationship issue that you are having with
your husband. He may not be paying enough attention to your
needs. Now let’s say that instead of playing itself out in the sex-
ual arena, the conflict that you may be having with your hus-

band involved taking care of the children. That’s something you
could talk about with a minister. Well, your situation is really not
much different.

But while your minister could probably help you with this is-
sue, that’s not to say that he’s the best person to whom you
should turn. If you see a sex therapist, once the problem is cured,
you’ll never see that therapist again, whereas your minister you
will continue to see regularly, and perhaps you’d be uncomfort-
able with his knowing intimate details about your sex life. In ad-
dition, just as not every sex therapist is right for every couple,
some ministers may be able to handle some situations better
than others.

I recommend that people see their religious leader for rela-
tionship issues. When a problem is purely sexual, then I recom-
mend a sex therapist. Your problem falls somewhere in between,
so it’s really up to you.



co-therapist once each week for 3 months. In the second group, three or four couples were
treated together in a group context led by the male and female co-therapist once each week
for 3 months. Both groups of subjects showed significant improvement in dealing with their
dysfunctions, and 2 months after the study ended there were no differences in progress made
by the couples in the two groups. This is an important finding because group therapy is less
expensive than couple therapy.

In another study, men with primary and secondary erectile dysfunctions were treated in
two groups of 6 individuals. These men did not have a regular sexual partner when they
participated in this study, which sought to improve their sexual self-confidence with
women and to teach them skills in self-control that would allow them to attain and main-
tain an erection and participate in heterosexual intercourse (Lobitz & Baker, 1979). These
subjects met for 90 minutes on 12 separate occasions. During these sessions the subjects
were taught relaxation skills, were given homework assignments to be carried out with or
without a partner depending on the subject’s circumstances, saw films about treating pre-
mature ejaculation, and had the opportunity to discuss their dysfunction with a female ther-
apist and receive feedback from her. Additionally, group sessions afforded the participants
the chance to talk about their overall feelings about sexual issues. The therapeutic format
in this study helped five men with secondary impotence and one man with primary impo-
tence attain erections. The subjects in this study enjoyed improved sexual functioning.
Again, data indicate that group therapy might be more cost-effective than couple therapy in
the treatment of sexual dysfunctions. For several reasons, however, we cannot be fully cer-
tain about the effectiveness of group therapy for sexual problems (Shah, 1996). Rarely are
all participants in groups similar at the beginning of the therapeutic intervention, so it is
difficult to know whether all subjects benefit equally by taking part in the sessions. Further,
it is unwise to make broad generalizations about the effectiveness of this treatment ap-
proach when sample sizes are so small. Finally, there just haven’t been enough studies done
on group therapies for sexual dysfunctions to state with certainty the benefits and inade-
quacies of this technique.

Does Sex Therapy Work?

This chapter has described several different methods used in the treatment of sexual dys-
functions. Potential consumers should ask which works best, and someone considering go-
ing to a sex counselor or therapist should consider issues such as the following. With any so-
cial/behavioral/medical issue, however, what is right for most people may not be right for all
people.

◆ Whether it’s a man or a woman who has the dysfunction, most sexual disorders are best
treated in the context of the couple’s relationship, and if at all possible, it’s best to involve
one’s partner in treatment. If one’s partner is unable to participate or refuses to do so, one
person getting help is better than no one getting help. Therapy still can be effective in mak-
ing the individual more aware of the causes, manifestations, and consequences of the sex-
ual dysfunction.

◆ Except for those seeing two co-therapists who practice the Masters and Johnson method
of sex therapy, most people likely are helped by a single therapist. Research indicates that
working with a single therapist is no less effective in the long run than working with two
co-therapists (Clement & Schmidt, 1983).

◆ Sexual problems often take quite some time to develop, so one shouldn’t anticipate quick,
easy cures, even though cognitive-behavioral approaches are often successful in brief, in-
tensive formats. After beginning to enjoy improved sexual functioning, the couple should
continue to practice the cognitive and behavioral strategies that helped them to make these
gains.

◆ One should check the credentials and experience of a sex counselor or therapist. For ex-
tremely troubling and persistent sexual problems, a specialist in the area of human sexu-
ality may be best. For brief, situational problems, however, a variety of competent profes-
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sionals who do not specialize in the treatment of sexual dysfunctions may offer some good
counsel and helpful homework assignments.

◆ When one is starting sex therapy, the physician or sex therapist should determine as
quickly as possible whether the problem is organic or psychosocial. This will help deter-
mine the best treatment most quickly.

◆ Often sexual problems reflect difficulties in a relationship. A sex counselor or therapist
may recommend some type of marriage or relationship counseling as a prelude to sex ther-
apy or as an aspect of the therapy itself.

The Masters and Johnson model of sex therapy requires daily sessions over the course of
two intensive weeks. Of course, most people with a sexual problem can’t just drop everything
for two weeks, so sex counselors and therapists have tried to determine whether weekly or
even monthly sessions can help people improve sexual functioning. Generally, weekly and
sometimes monthly sessions are just as effective as the Masters and Johnson model in the
long run. This is especially true when a number of relationship problems have to be worked
through as part of the sex therapy (Carney, Bancroft, & Mathews, 1978).

The approaches described so far all involve the assistance of professionals, but many
people also try self-help approaches. Men who are premature ejaculators have been helped
significantly by written instructions used in conjunction with periodic telephone conversa-
tions with their therapist (Lowe & Mikulas, 1975). Similarly, anorgasmic women have
shown some treatment benefits through the use of guided instruction in masturbation
(McMullen & Rosen, 1979). Improvements in sexual functioning through self-help ap-
proaches support the premise that enhanced sexual functioning can result from therapies
that do not explore the client’s deep psychological issues but focus on the troubling symp-
toms themselves.

Because of the thoroughness of Masters and Johnson’s research and their concern for ef-
fectiveness, the results of their work from 1959 to 1977 are significant (Table 15-1). These data
are all based on the co-therapist approach applied in a 2-week intensive therapeutic format.

The data in Table 15-1 are specific to one method of sex therapy and one sample of sub-
jects. Further, the criteria used by Masters and Johnson to diagnose these sexual dysfunc-
tions may not be the same as those used by other investigators. For these and other reasons,
different success rates might result with other diagnostic procedures, other samples, and
other methods. Still, these data clearly reveal that most people who have a sexual dysfunc-
tion don’t have to live with it if they seek some clinical assistance for their problem. Most
can be helped.
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TABLE 15-1

Reported Success Rates for the Treatment of Sexual Dysfunctions

Type of Sexual Dysfunction Number of Cases Failures Successes Success Rate

Primary impotence 51 17 34 66.7%
Secondary impotence 501 108 393 78.4%
Premature ejaculation 432 17 415 96.1%
Ejaculatory incompetence 75 18 57 76.0%

Male Totals 1059 160 899 84.9%
Primary anorgasmia 399 84 315 79.0%
Situational anorgasmia 331 96 235 71.0%
Vaginismus 83 1 82 98.8%

Female Totals 813 181 632 77.7%
Combined Totals 1872 341 1531 81.8%

These data were compiled by Dr. Robert C. Kolodny (1981), a colleague of Masters and Johnson, and were reprinted in O’Donohue, W., & Geer, J.H.
(Eds.) (1993). Handbook of sexual dysfunctions. Assessment and treatment. Boston: Allyn and Bacon.



Special Challenges Facing Gays and Lesbians With Sexual
Dysfunctions

Anyone, regardless of sexual orientation, can develop a sexual dysfunction or incompatibil-
ity in the expression of intimacy. Although the therapeutic approaches for treating hetero-
sexuals with these problems should theoretically be just as effective in therapy for gays, many
homosexuals perceive a lack of access to sex therapy. Homosexual dysfunctions have not
been explored as extensively as heterosexual dysfunctions, and it is difficult to know pre-
cisely how prevalent homosexual sexual disorders are. Sandfort and de Keizer (2001) sum-
marized the results of 19 empirical investigations of sexual dysfunctions in gay men. These
studies explored the prevalence of these disorders in this population and described the sub-
jective nature of these problems for these men. Generally, little is known about sexual dys-
functions in gay men. Issues such as sexual desire disorders, sexual aversion, excitement and
arousal difficulties, orgasm disorders, and dyspareunia require far more in-depth study in this
group. Additionally, much less is known about sexual dysfunctions among lesbians than
among gay men. Various responses have been reported associated with desire, arousal, and
orgasm phase difficulties in gay men, but the use of different research methods makes it dif-
ficult to compare findings across the few studies that have been done (Reece, 1988). Sec-
ondary erectile disorders are the most commonly reported sexual dysfunction among gay
men, and retarded ejaculation might be more prevalent among gay men than among hetero-
sexuals.

Reece (1988) describes two desire stage problems that have been reported by gay men.
Anal spasm is involuntary contractions of the anal musculature that makes penetration un-
comfortable. In the other, disinterest in fellatio results from discomfort with semen and the
odors associated with oral sex. Men who are averse to fellatio are also more likely to experi-
ence gagging. With both problems, the sex therapist can offer reassurance that the more fre-
quently a person engages in these behaviors, the less unappealing they become. Reece also
notes that the most commonly reported arousal stage dysfunction is men losing their erec-
tion when trying to penetrate their partner anally. Other men note that they lose erections
while being stimulated orally or manually. In a casual sexual encounter a man who experi-
ences delay in attaining an erection may be rebuffed by his prospective partner. Another fac-
tor that may contribute to the loss of an erection during attempted anal penetration is a con-
cern about possibly hurting one’s partner. Finally, because of the AIDS epidemic and the
perceived imperative to practice safe sex, some gays intend to use condoms but have little ex-
perience with them. During the interruption in intimacy that is required to apply a condom,
many gays lose their erections (as sometimes happens with heterosexuals too). With all these
difficulties, the couple would benefit from a more patient approach to sexual intimacy and
knowing one’s partner well.

The techniques used to treat these dysfunctions in heterosexuals should be as effective
when used with gays. The squeeze technique is effective for gay men too. Reece notes that
sexual inexperience may be a significant problem occurring more commonly in gay men than
in heterosexual men. When a man comes out of the closet he may be well into early or even
middle adulthood and have little or no experience with other men. These individuals may be
dealing with ambivalence, anxiety, or even shame during their homosexual encounters. This
awkwardness may become obvious in desire-, arousal-, or orgasm-stage interactions with an-
other man.

Treating sexual dysfunctions in gay men requires that the counselor or therapist take ac-
count of the client’s sexual value system, just as with heterosexual men. For men who expe-
rience anal spasms during penetration, therapists recommend the insertion of dildos pro-
gressively larger in circumference as is done in treating women for vaginismus. Similarly, in
treating men who are averse to fellatio, the behavior most commonly engaged in by gay men,
the client often needs to give himself permission to participate in these activities and try to
minimize any guilt that may be behind his dislike for this avenue of sexual expression and
sharing. In treating arousal-phase problems in gay men, sensate focus exercises are also ap-
propriate and are frequently effective in restoring erectile ability for men who have been di-
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Masters and Johnson
developed conjoint therapy

because they felt a man and a
woman needed to be treated

by a man and a woman.
According to this logic, do

gays and lesbians need gay
and lesbian therapists for their

sexual dysfunction?

FOR DISCUSSION . . . 



agnosed with secondary erectile disorder. Reece also recommends that men who lose their
erection while trying to apply a condom might benefit by experimenting with condoms dur-
ing masturbation. This is another use of the process of successive approximation described
earlier. Finally, orgasm-stage dysfunctions in gay men seem especially difficult to treat suc-
cessfully. While these men respond well to guidance for dealing with premature ejaculation,
a longer period of patient therapy is often required for retarded ejaculation. Non-demand in-
timate pleasuring followed later on by vigorous manual stimulation of the penis often helps
with this problem.

Much less is known about sexual dysfunctions among lesbians than among gay men;
however, Nichols (1988) raised some interesting issues concerning a common sexual prob-
lem in lesbians: low sexual desire. This writer suggests that females are more likely to be sex-
ually abused than males and that because of this, the likelihood of one person in a lesbian re-
lationship having been abused is substantially larger than in heterosexual relationships
(Becker, 1993). Lesbian women who have been sexually abused are most likely to report low
sexual desire in adulthood. For them, cognitive-behavioral approaches may be less important
than helping the client better understand the impact of the abuse on the development of her
sexuality and its effects on her current sexual functioning. The term “lesbian bed death” has
been used to describe long-term lesbian relationships in which both partners have apparently
stopped having sexual interactions and seem to be comfortable with this (Hill, 1996). In cases
like these, the sex therapist should ascertain whether the asexual bond causes either partner
distress and should not advocate a return to physical intimacy if the couple is comfortable
the way they are.

Those who have studied sexual dysfunctions in gays and lesbians have noted that homo-
phobia may contribute to a diminished capacity for desire, arousal, or orgasm. Homophobia
includes self-loathing with regard to one’s own homosexuality. This can certainly contribute
to feelings of anxiety and ambivalence in same-sex intimate interactions. This element is not
likely to be resolved through cognitive-behavioral approaches to sex therapy but probably re-
quires more in-depth psychotherapeutic evaluation. As discussed in Chapter 9, lesbians are
more likely than gay men to initiate and maintain long-term, exclusive sexual relationships,
and gay men are more likely to have more partners in transient sexual encounters. This dif-
ference may impact the effectiveness of sex counseling or therapy for these populations.
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Conclusion

From time to time, depending on one’s life, everyone may experi-
ence a sexual dysfunction. One’s health and personal circum-
stances may contribute to the development of such problems. Pre-
mature ejaculation happens to virtually all men at one time or
another, as does situational erectile dysfunction. Most women do
not regularly and reliably have orgasms, even when they are with
someone whom they love, trust, and know very well. Additionally,
a variety of drugs and medications can foster the development of
sexual dysfunctions. Nonetheless, few people overall need to re-
ceive sex therapy or even talk to a professional about a sexual
problem. But when these problems become persistent and signifi-

cantly impair a person’s self-esteem and/or the quality of a rela-
tionship, seeking the services of an experienced sex counselor or
therapist is often a good idea.

The next chapter addresses the impact of organic illnesses,
mental retardation, trauma, and disability on sexual functioning.
While the problems discussed in this and the previous chapter are
usually reversible and people who receive sex therapy can expect
some improvement in sexual arousal and response, those with
more serious psychological or medical problems cannot always
expect similarly optimistic outcomes. There is still much that can be
done, however, as we will see in the next chapter.

Learning Activities

1. Speculate how long a person might experience a sexual dys-
function before she or he seeks professional assistance. How bad
or disruptive do you think the problem has to get before the indi-
vidual is motivated to explore therapeutic options? Why do you
think some people never try to do something about a sexual dys-
function?

2. If you have ever seen an X-rated movie, do you think it creates
expectations of sexual performance that may be difficult or im-

possible to meet and, therefore, fosters feelings of sexual inade-
quacy? If so, how? On the other hand, do you think that viewing
these can serve as an ice-breaker for couples who are hesitant to
experiment and explore sexual behaviors?

3. Of the sexual dysfunctions we have discussed, hypoactive sex-
ual desire and sexual aversion are the most difficult to treat. Why
do you think this is so?
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Key Concepts

• The dual sex therapist approach developed by Masters and
Johnson involves male and female co-therapists working with a
client couple.

• Cognitive-behavioral approaches to sex therapy emphasize the
importance of the client’s thoughts and feelings and the impact
they have on sexual behavior. This strategy de-emphasizes old,
possibly repressed memories and their potential impact on sexual
desire, arousal, and response.

• Masters and Johnson developed a number of sensate focus tech-
niques in which couples engage in nonintercourse, nondemand
physical pleasuring. These exercises encourage a couple to ap-
proach intercourse gradually, in small, rewarding steps, without
feeling they have to proceed promptly to penetration and pelvic
thrusting. Sensate focus exercises create a relaxed, intimate sexual
climate.

• The PLISSIT approach to sex therapy includes the main com-
mon ingredients of different strategies of treating dysfunctions. P
stands for permission, which involves validating the client’s

thoughts, emotions, and sexual activities. LI refers to limited in-
formation, which involves the provision of simple facts. SS stands
for specific suggestions, which usually involves homework assign-
ments the couple can work on privately. And IT stands for inten-
sive therapy, which involves a more systematic and prolonged ap-
proach to the dysfunction and ways of treating it.

• Positive reinforcement strengthens the behavior that follows it.
These events are often interpreted as rewards.

• In contrast to positive reinforcement, negative reinforcement is
the good feeling one has when a bad feeling stops. This cessation
of discomfort, anxiety, or embarrassment can be very rewarding.

• Successive approximation means that learning takes place in
small steps, each of which is reinforced, and each of which gets
closer to some goal. This is sometimes referred to as systematic de-
sensitization, in the context of psychological therapies in which an
individual experiences diminished arousal to an anxiety-provok-
ing stimulus over time.
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Sexuality in Illness 
and Disability

Sexuality in Illness 
and Disability

OBJECTIVES

When you finish reading

and reviewing this chapter,

you should be able to:

� Describe the medical model and discuss its limitations in the
study of sexual expression by people who are ill or disabled.

� Summarize the characteristics of the “sick person” role and
explain how it affects a person’s ability and inclination to deal
with limitations imposed by an illness.

� Review the effects of illness and disability on close personal
relationships and a person’s self-concept and self-esteem.

� Explain the link between the cognitive and emotional effects
of illness and note the impact of these on the desire to remain
sexually active.

� Summarize ways in which individuals can continue to enjoy
sexual expression when afflicted with heart disease, stroke,
cancer, diabetes, kidney diseases, cystic fibrosis, arthritis,
ostomy surgery, amputation, spinal cord injuries, cerebral
palsy, multiple sclerosis, or Alzheimer’s disease.

� Summarize the cognitive, emotional, and behavioral
manifestations of mental retardation and discuss their impact
on a person’s desire to engage in consensual sexual activity.

� Enumerate the educational, interpersonal, and legal challenges
in teaching the mentally retarded about contraception and in
facilitating their consistent compliance with recommendations.

� Discuss some of the unique challenges facing visually impaired
and hearing impaired people who wish to establish intimate
relationships and engage in sexual activities.
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I t’s a simple fact of life that people often become ill and sometimes incapacitated, some-
times later in life and sometimes earlier. The central point of this chapter is that the prob-

lems associated with chronic illness, short-term illness, and disability need not end the sex-
ual dimension of one’s life. Many people continue to place a very high premium on their
sexuality when they are ill and infirm. When a person is sick and frightened and feels bad,
there is nothing like the intimate, caring touch and support of a loved one. Sharing sexual in-
timacy is just one way in which sick and disabled people maintain a feeling of connection to
their spouses or partners, and indeed to the entire human race.

This chapter begins by examining the medical model of illness and disability. The med-
ical model generally views illness and abnormality as amenable to diagnosis and treatment
by physicians using the many interventions at her or his disposal: medication, surgery, phys-
ical therapy, and so on. Yet this perspective may not be the most useful for understanding
continued sexual expression among sick and disabled people. We will also examine some of
the confining characteristics of the “sick role” people often feel they must play when they
are unwell. The first part of this chapter focuses on many psychological and sociological as-
pects of being sick and resisting the negative stereotypes of sick people. Then we examine a
number of physiological and developmental illnesses and disabilities and ways in which
people manage to stay active sexually despite their infirmities. Some of these are serious or
life-threatening conditions, whereas others are more easily treated and cured. Some, unfor-
tunately, are incurable, and the best one can hope for is the best possible adaptation to the
limitations caused by the ailment. We will also consider mental retardation and sexual ex-
pression and explore the rights of these individuals to enjoy their sexuality. This discussion
will lead us to some of the challenges regarding contraception and sexual consent among
people who might not have the psychological capacity to make foresightful judgments for
themselves.

The Medical Model of Illness and Disability

Because illness and disability are by their very nature medical problems, people often focus
too closely on physiological issues and neglect the functioning of the affected individual in
his or her wider psychosocial environment and ongoing intimate relationships. Although
the medical model is useful in the health care professions, the focus on symptoms, syn-
dromes, diseases, diagnosis, authoritative physicians, passive patients, and physical im-
pairments might lead to overlooking crucial issues of the patient’s quality of life. This is a
central challenge in the disciplines of rehabilitative medicine and physical therapy. While
health care professionals often talk about getting patients “back on their feet,” they fre-
quently do not mention anything about resumed sexual intimacy with their spouse or sig-
nificant other. Healing the body while neglecting the psyche does not generally promote
such restoration.
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From Dr. Ruth Westheimer

Y ou can’t have gotten this far in our book without knowing
we believe sexual enjoyment isn’t just for thin, young, at-

tractive people. Sexual enjoyment and responsiveness are a
birthright for all of us. But illness, injuries, and disabilities can af-
fect a person’s desire and ability to be a sexual being.

Even when they are healthy, most people have trouble talk-
ing about their sexual desires and the sexual behaviors they en-
joy. When people are sick, injured, or disabled they are often
even more hesitant to ask about how they can still enjoy a rich
sex life. Society doesn’t think much about a person’s strong de-

sire to remain sexual when these things happen. Heart disease,
cancer, and diabetes are very common, but do people with these
conditions just quit thinking about sex? Absolutely not! The
same is true for people with many other health problems.

Although this chapter describes some unfortunate illnesses
and disabilities, the emphasis will be on how people can con-
tinue to enjoy an interesting and exciting sex life despite health
problems. If you ever have any of these conditions, we hope
you’ll find this book in your family library for the inspiration and
advice you might need then.

Medical model A perspec-
tive that views illness and ab-
normality as amenable to diag-
nosis and treatment from the
standpoint of a physician and
the many interventions at his
or her disposal: medication,
surgery, physical therapy, psy-
chotherapy, etc.



The Role of the “Sick Person” in our Culture
We often behave toward others on the basis of the characteristics we think they have rather
than on the basis of characteristics they might really have. Many of us attribute passivity, lack
of interest, slow movement, and an inability to enjoy life to people who are sick or disabled.
Similarly, we often assume that sick people cannot take care of their responsibilities while
they are ill or in treatment. These attributions can be especially apparent when a person is ill
for a long time and there is little hope for substantial recovery. Yet often these attributions are
wrong, and we need to examine carefully the person’s thoughts, feelings, and actions in the
psychosocial networks in which that person lives and works.

The term “sexual self-schema” has been used to describe a person’s sexual self-concept
(Anderson, Woods, & Cyranowski, 1994). The term schema means something like “image”
or “general type.” This term is used to summarize a person’s thoughts about his or her sexu-
ality and variables (e.g., physical attractiveness) that contribute to it. These writers empha-
size that events in the past often affect how people view their sexuality and how they evalu-
ate sexual information in their psychosocial environment. Anderson, Woods, and
Cyranowski developed a paper-and-pencil test to evaluate subjects’ sexual self-schemas. In
general, one’s sexual self-schema has two positive aspects and a negative one. The two posi-
tive aspects include the individual’s desire to explore romantic and/or passionate feelings and
an interest in venturing into different sexual behaviors and relationships in which they are
likely to occur. The negative aspect is a person’s feelings of embarrassment and hesitancy or
shame related to sexual experience and expression. They explored responses among young,
healthy women and the impact of cancer on a woman’s sexual self-schema. They predicted
that when a woman’s sexual self-schema was more negative before she was diagnosed with
cancer, she would be at a high risk for developing sexual problems after the diagnosis and
during treatment. That is just what they found (Anderson, Woods, & Copeland, 1997).

When we see individuals who do not conform to our own sexual self-schema, we some-
times make the attribution of illness or disability when in fact the afflicted individuals may
be functioning quite well in many spheres of their life (Fig. 16-1). The Independent Living
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FIGURE 16-1 It is sometimes difficult to avoid
making an attribution of disability, even when
we encounter those who have made an excellent
accommodation to their deficits and impair-
ments.



Movement, however, has changed people’s attitudes about the medical model and the sick
role. Centers for Independent Living began in California in the late 1960s and early 1970s
and are found all over the United States today. The Independent Living Movement is a prod-
uct of the civil rights movement, self-help movements, holistic approaches to health care, and
growing consumer activism in the United States. These organizations have described the un-
attractive attributes of the sick role. Note that the phrase “sick people” can refer to highly
variable degrees of impaired health and physical functioning. Following are attributions com-
mon in our society:

1. Sick people don’t have to engage in everyday social activities because they are ill. They
don’t have to meet their responsibilities or obligations.

2. Sick people have had nothing at all to do with becoming ill, nor are they accountable
for any behaviors that may have contributed to their ailment. Sick people are not ex-
pected to pull themselves together and get well.

3. Sick people are supposed to accept the idea that being ill is abnormal and unacceptable
and to do everything they can to recover. Refusing recommended treatments are always
considered to be unacceptable patient noncompliance.

4. Sick people need the assistance and technical expertise of medical professionals to re-
cover.

5. Disabled individuals are expected to accept the permanence of their impairments and
accept unquestioningly the dependency characteristic of all disabilities.

Centers for Independent Living were founded because of the perceived dehumanization
of the medical model and confining characteristics of the sick and disabled roles that people
are expected to play. Yet consider how difficult it would be for people to maintain a positive
sexual self-concept if they subscribed to the five beliefs above.

Although many sick people are genuinely incapacitated or disabled by their ailments, this
situation doesn’t always last for very long, and many people work hard to make the best re-
covery they can in their circumstances. Recovery, cure, and improvement are all powerfully
affected by one’s state of mind and thoughts when one is sick or incapacitated.

The Restoration of Sexual Expression
Health care providers and family members need to know about several issues when working
with people who are sick or disabled. These broad perspectives concern both those affected
by illness and those who care for them. Woods (1984) summarized these issues in terms of
the many different roles family members and health care professionals must play.

Facilitating a Milieu Conducive to Sexual Health. This refers to the general psychosocial
environment in which the patient lives, comprised of the person’s private thoughts, as well as
the influence of family, friends, and wider social networks. It is important for the client to ex-
perience as little guilt or anxiety as possible in connection with his or her changed health sta-
tus. Ironically, for some people this might involve their first really candid exploration of their
sexuality. The nature of the patient’s lifestyle and sexual value system prior to the injury or
illness is the baseline against which future plans and recommendations are made.

Providing Anticipatory Guidance. Recovery, even if limited, usually involves a series of
stages of which the patient should be aware. These depend somewhat on the age of the pa-
tient. Adolescents may be curious about the impact of their circumstances on their menstrual
cycle, masturbation, or wet dreams, while people at mid-life generally have entirely different
concerns and anxieties. Continued sexual expression, delayed sexual arousal, and menopause
are different clusters of issues that may make older patients uncertain or apprehensive.

Reassuring Patients That They Are Normal Under the Circumstances. A person’s perspec-
tive on what is “normal” changes when the person is seriously ill or disabled. A new lifestyle
is hard to get used to, especially when it affects the way we feel or act sexually. This involves
two somewhat different agendas. Appropriate treatments must be initiated promptly, but
helping the patient function optimally in the current circumstances is essential as well. Dis-
comfort, moodiness, anxiety, and feelings of helplessness and vulnerability are never easy to
deal with but are normal for people who are sick or disabled. Family members may discount
the patient’s sexual thoughts and desires as “unwholesome” for a sick or disabled person. Pa-
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tients often want to talk about new avenues of sexual behav-
ior as a result of their condition and need to be reassured that
they are entirely normal.

Education Always Helps. Good teaching involves much
more than conveying information. A person who is being
treated for an illness or disability or is recovering usually ap-
preciates it when others share facts, concepts, and principles
related to his or her circumstances, especially when this in-
formation is offered in an encouraging, optimistic way that
motivates the individual to learn more and be personally in-
volved in his or her own recovery. This can be especially
challenging when patients have an unrealistic perspective
about the progress they expect to make.

Woods (1984) emphasized that it is often beneficial to
discuss possible changes in sexual functioning before thera-
peutic procedures, such as surgery. Under most circumstances, doctors will not withhold in-
formation about a patient’s health, and candid professional opinion sensitively offered is in
the highest traditions of ethical medical practice.

Counseling Patients Can Be Very Helpful. In addition to giving patients information about
their illness or disability, often counseling helps people come to grips with future limitations
in their sexual expression. Good counseling begins with patients feeling comfortable admit-
ting that they want help and setting objectives with their counselor (Fig. 16-2). Without
these goals, counseling may not have a purpose or direction. A benefit of counseling is that
it usually gives patients an arena in which they can express their deepest fears, anxieties, and
worries without feeling that they are being judged or thought to be weak.

The Impact of Illness and Disability on Relationships
Any interruption, change, or permanent loss in the ability to become sexually aroused and
responsive adds a depressing dimension to one’s illness or disability. Many important inter-
personal changes inevitably occur to some degree in sickness or disability.

Changes in Interpersonal Communication. When one isn’t feeling well or can’t get around as
one used to, one frequently doesn’t work as hard to be a good friend, spouse, or listener. Many
people keep to themselves and may act like they’re feeling sorry for themselves. But others find
it difficult to help someone who is acting this way, much less
reach out to talk about the person’s deeper feelings and fears.

Expressing Emotions. Not everyone has the ability to ex-
press emotions with equal ease. Some people feel ashamed of
saying that they’re scared about something or worried about
what might happen or how they’ll adjust to some discomfort
or loss. Freud taught us that people often feel better about
their fears and anxieties if they have the chance to talk about
them. The loss or interruption of sexual activity deserves this
opportunity for good communication with one’s doctor or
spouse.

Feelings of Dependency. Not very many people feel good
about having to depend on someone else to meet some or all
of their most basic needs in life. This can be a very helpless
feeling. Independence is an important value in our culture,
developed through most of our childhood and adolescent
years. One of the hardest things about getting old or becom-
ing ill is sometimes suddenly finding oneself in a situation in
which one is as reliant on others as when an infant or child.

Changes in Body Image. This book has often referred to
the important relationship between self-esteem and body im-
age. For many people, feelings of self-worth and attractive-
ness depend on how they think they look to other people.
Our body image changes throughout our lives (Fig. 16-3).
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FIGURE 16-2 Counseling and
support groups often help
those with disabilities make a
positive, productive accommo-
dation to their handicap. So-
cial support, emotional en-
couragement, and physical
activity are all aspects of this
type of care.

Loss of height 
(1-2 inches by age 75) 

Hair loss and
change of color

to gray and white

Dark skin patches

Visual problems
(cataracts, glaucoma,

presbyopia) 

Skin wrinkling

Loss of muscle mass and tone

Weight gain

Diminished joint flexibility

FIGURE 16-3 Inevitable physi-
cal changes accompany the
normal aging process, al-
though these are not all
equally apparent in all aging
and elderly individuals.



Being sick or disabled changes one’s body image, and disfigurement may permanently affect
one’s self-perceptions.

Initiating Physical Intimacy. Many people have difficulty making sexual gestures when so
many emotional and physical changes are occurring. Problems in communication, having
trouble expressing emotions, feeling reliant on others, and a poor perception of one’s attrac-
tiveness make it difficult for a person to feel spontaneous and self-confident about initiating
sex.

Separating the Mental From the Emotional
When trying to cope and deal with illness and disability, our thoughts may be powerfully af-
fected by our emotions. People who are ill need to understand this and make some al-
lowances. How we deal with the facts and day-to-day physical realities of our illness does not
always involve rational, clear thinking. Anxiety and fear powerfully distort a person’s ability
to see things as they are instead of the way they want them to be.

In the best circumstances, sexual information and recommendations and new approaches
to sexual expression should be presented in a way that their emotional meaning is both con-
vincing and direct. Many sick people need “permission” to continue to feel that sex is im-
portant in their lives. But if this encouragement is too clinical, formal, or objective, it doesn’t
seem very real, especially when the patient has trouble communicating about sex in the first
place.

Illness and Sexuality in Development
Just as sexual behavior in later life can be predicted by sexual behavior earlier in life (as dis-
cussed in Chapter 13), sexual behavior during or after the onset of illness or disability is re-
lated to and must be assessed in terms of the patient’s sexual behavior before the illness or
disability.

Many people later in life have lost some of their youthful interest in sex long before they
became ill or disabled. Until health care professionals fully understand the patient’s baseline
of sexual behavior, it is difficult to talk about what would be an improvement or restoration
of a previously established pattern and frequency of sexual behavior. Furthermore, health
problems might actually give some people a justification for diminishing the place of sexual-
ity in their marriage or relationship. Before talking about adjusting to illness and disability
and finding avenues of sexual expression, helpers must first understand the place of sex in
the person’s earlier life.

When people become ill or disabled, they typically become depressed. A common symp-
tom of depression is a loss of sexual interest, which happens even when people are not phys-
ically ill or debilitated. Depression often involves emotional isolation, lack of initiative, and
a loss of enjoyment in doing the things the person used to like to do. Together with the fact
that the friends and family of the afflicted individual are also frequently depressed, the psy-
chosocial context of illness is anything but conducive to continued, enjoyable sexual expres-
sion. Depression can be brief and transient or prolonged and debilitating. Depressed people
usually have problems with motivation and energy that may make it difficult for the person
to even consider exploring ways to adjust to illness or disability and restore some sexual
functioning. Depression can be treated with medication, but this does not restore the loss that
led to the depression in the first place, and sometimes side effects of antidepressants can
cause sexual dysfunctions. Depression can also seem like a contagious disease; when one per-
son is depressed, those close to that individual often become depressed too.

Balancing Benefits and Losses
The patient’s personal evaluation of the gains and losses associated with various treatment
strategies involves decision making with long-term or even permanent consequences. Dis-
cussions with one’s physician, spouse, partner, and family often involve an open analysis of
the drawbacks of medical intervention in terms of the person’s body image, self-esteem,
and sexual functioning. Often, patients select treatments for diseases in consultation with
their doctor even though they may not be as immediately effective as more radical, inva-
sive approaches. For example, men with prostate cancer may be offered a number of treat-
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ments depending on the size and location of the tumor and
how quickly it is growing. “Watchful waiting” involves
only monitoring the disease closely at regular intervals.
This approach is often taken with men in their 70s or with
tumors that do not appear to be growing very rapidly. Other
treatments include radiation or the implanting of radioac-
tive particles in the prostate gland. Generally these alterna-
tives do not significantly impair sexual functioning. Finally
surgery may spare the nerves responsible for erection or
may involve the removal of the entire gland and all the
nerves running through it, thus eliminating a man’s capac-
ity to attain an erection without a penile prosthesis or use
of a drug, such as Viagra. This patient must make a difficult
decision. He may have to choose between a few years of a
higher quality of sexual functioning or a potentially short-
ened lifespan.

Women often face similar dilemmas. With a diagnosis of breast cancer, for example, the
tumor may be one centimeter or less in diameter, and removing just the tumor (lumpectomy)
may be as effective as a complete mastectomy in terms of the risk of the cancer recurring, es-
pecially if this procedure also includes chemotherapy. But what should a woman choose if her
tumor is larger than one centimeter? A lumpectomy will leave her with normal appearing
breasts and is not likely to affect her body image or sexual self-concept, but the decision not
to have a mastectomy will increase the risk of the cancer coming back, even if she does have
chemotherapy. Much depends upon the size of the tumor, whether it has spread to the lymph
nodes, and the specific type of cancer.

Enhancing Sexual Pleasure When Ill or Disabled
There are many interesting ways in which sexual awareness and pleasure can be enhanced
or restored to some degree even in those who are severely incapacitated. For example, Chap-
ter 15 describes sensate focus exercises, which involve sharing non-intercourse physical in-
timacy. Over a number of sessions couples gradually focus erotic touching and kissing on
more sensitive areas of the body, including the genitals, breasts, and buttocks, beginning
with less sensitive parts of the body. Even gentle touching
and massage of less sensitive areas can yield erotic pleasure.
If people have lost some or all sensation in their genitals be-
cause of illness or disability, they can still enjoy the erotic
feelings associated with touching or massaging other parts
of their bodies (Fig. 16-4). About half of all people with
spinal cord injuries report sexual arousal and sometimes or-
gasms when they are touched or massaged above the level
of spinal injury even though they cannot feel genital stimu-
lation. As discussed later, fantasy also can help precipitate
orgasm in people with spinal cord injuries.

When genital feelings are diminished or eliminated alto-
gether, patients can learn to “map” the non-genital areas of
their bodies. They often find that stimulation of the neck and
shoulders, ears, and breasts yields sexual pleasure and occa-
sionally feelings similar to orgasm. Everyone has a personal
erotic map based on their own, unique sexual experiences.
For example, some people might find a gentle caress of their
neck or gentle fondling of their thighs extremely exciting
and arousing (Fig. 16-5). This book has emphasized
throughout that there is much more to sex than having or-
gasms, and the ways in which sick and disabled individuals
conceptualize their body surface shows the merit of this
perspective.
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FIGURE 16-4 Therapeutic
massage for those with spinal
cord injuries is sometimes as-
sociated with sensual pleasure
and relaxation. Here, a thera-
pist applies tactile stimulation
and pressure in order to foster
restfulness and enhance well-
being.

FIGURE 16-5 Many avenues
of non-genital sensual plea-
suring afford intimacy and
nurturance to those who are
ill, aging, or disabled.



Impact of Illness and Disabilities on Sexual Arousal 
and Response

Chapter 5 described some conditions and illnesses that may affect sexual arousal and re-
sponse, as well as the important relationship between self-esteem and body image. In this
chapter we examine adjustments that can be made in illness and disability to allow some de-
gree of sexual functioning and enjoyment.

Young people generally view illness as reversible: we get sick, and then we get well. As
people get older, however, illness takes a progressively irreversible toll, and with many ill-
nesses we can no longer expect a full recovery to our pre-illness health status. Similarly, dis-
abilities resulting from accidents may be permanent. Therefore, the following sections on dis-
eases and disabilities also focus on how we can learn to live with health problems that may
not be entirely curable or even amenable to medical or rehabilitative treatments.

Heart Disease
Heart disease is the number one cause of death in the United States. But not all people who
have heart disease die from it. With early diagnosis and treatment a person can have a rea-
sonably normal life. There are different forms of heart disease, with differing effects on sex-
ual functioning. Because heart disease usually weakens a person’s heart, exertion, some-
times even minor physical effort, can cause discomfort, weakness, shortness of breath, or
other symptoms. People with heart disease often worry whether the physical effort in-
volved in sexual intercourse can hurt their hearts or even cause a heart attack. In most in-
stances, these worries are unfounded. People can make adjustments and still enjoy sexual
activity.

For many decades physicians and physical therapists have known that heart rate, blood
pressure, and breathing rate all increase during sexual activity. In healthy individuals, these
measures return to normal relatively quickly after orgasm. Intercourse position also affects
how physically demanding sexual intercourse is. Generally lying on one’s back (the woman
in the man-on-top position or the man in the woman-on-top position) involves less exertion
and presumably less of an increase in heart rate, blood pressure, and breathing rate. These are
important factors for people recovering from a heart attack or heart surgery.

Physical Effects and Manifestations The heart is a remarkably durable muscle that
pumps blood, oxygen, and nutrients to every part of the body. Heart problems lead sooner or
later to abnormalities in the workings of other organs. Heart disease is also associated with
shortness of breath, chest pain, irregular heart rhythm, fatigue, and sometimes pain in other
parts of the body, such as the upper arm, wrist, or jaw (called referred pain). Heart patients
often tire easily and have low levels of energy and strength.

A common symptom of heart disease is an irregular heart beat, called an arrhythmia,
which literally means “without rhythm.” When the top chambers of the heart, the auricles,
beat irregularly, one feels a fluttering sensation in the chest. A potentially more serious ar-
rhythmia involves the lower chambers of the heart, the ventricles. Because sexual intercourse
often involves physical exertion, people with heart disease often worry about an irregular
heart rhythm. However, in a study of almost 90 men who had been diagnosed with coronary
artery disease, none of whom were hospitalized, Drory, Fisman, Shapira, and Pines (1996)
found that ventricular arrhythmias were not made worse during sexual intercourse but were
usually very mild and similar to what occurred when the patient went about his daily activ-
ities. In fact, worrying about sex after a heart attack is a more significant factor in patients
losing interest in sex than medications they take or any lack of information about the safety
of continued sexual expression (Rosal, Downing, Littman, & Ahern, 1994).

Advanced heart disease is associated with a marked drop in sexual interest and pro-
nounced decrease in the frequency of sexual intercourse (Jaarsma, Dracup, Walden, &
Stevenson, 1996). One-fourth of a sample of Dutch patients with advanced heart disease
stopped having sexual relations altogether, and half of the 62 patients reported a notable de-
crease in the pleasure they took in sexual activity. Despite these changes in the intimacy pat-
terns of these couples, however, few subjects reported any overall decline in the quality of
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their marriage. As with many other diseases, the more advanced the heart disease, the more
disruptive its effects on the patient’s lifestyle.

Coping With Heart Disease in the Psychosocial Setting Heart bypass surgery is
a common treatment for patients with coronary arteries that have become narrowed with
fatty deposits. If the heart is deprived of blood and oxygen, it cannot work very efficiently,
and if one or more of these arteries closes completely, the patient might have a heart attack.
A heart attack is permanent damage to the heart muscle that occurs because it was deprived
of oxygen. In heart bypass surgery, healthy blood vessels from elsewhere in the patient’s body
are used to bypass blockages in the coronary arteries and keep the heart supplied with blood
and oxygen. While many people say that they feel good as new after the surgery, others are
nervous about resuming any activities that require exertion, including sexual intercourse
(Fig. 16-6).

Today, more medical, social, and behavioral scientists recommend that doctors be more
open and encouraging about resuming sexual activity after heart bypass surgery when they
feel the patient is ready. While a patient is recovering from a heart attack or heart bypass sur-
gery, the doctor can make a few suggestions or recommendations about resuming sexual ac-
tivity while telling the patient about other issues, such as diet and exercise. Renshaw and
Karstaedt (1988) suggested the following guidance for these patients:

1. Do not drink large amounts of alcohol or eat a big meal before intercourse.
2. Upon waking in the morning is a good time for sexual intimacy or intercourse because

people often have more energy then.
3. The room shouldn’t be too hot or too cold.
4. Intercourse positions should be comfortable and should involve a minimum of muscu-

lar tension or exertion.
5. Patients should have their medications available and use them if they experience chest

discomfort or an irregular heart beat.

Albarran and Bridger (1997) published recommendations about resuming sexual activity
after a heart attack, which are also useful for patients after bypass surgery. Their advice fo-
cuses on the following questions:

Q: When is it OK to start making love again?
A: When you feel ready. When you can climb stairs and walk briskly. Two weeks after you

have left the hospital.
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FIGURE 16-6 Patients who have had coronary bypass surgery are rarely discouraged from continuing
to enjoy sexual sharing with their partners after they have fully recovered from the procedure.



Q: Does sexual intercourse put a strain on the heart?
A: About as much as climbing two flights of stairs or driving to work.
Q: I don’t feel like making love any more.
A: This is normal. People usually feel a little depressed at a time like this. When you feel

better you will probably become interested in sex again.
Q: My partner doesn’t seem very keen to make love.
A: Your partner may worry that you will have more health problems if you have sex. She

or he will usually feel differently as time passes.
Q: Which position is the safest?
A: Any one comfortable for you. You might want to try the side-to-side position. Oral sex

presents no special risks, although anal sex might cause an irregular heart beat.
Q: What should I do if I get chest pain during sex?
A: Stop and rest. Call your doctor if the pain continues. Taking nitroglycerin before hav-

ing sex may help some people.
Q: Could the tablets I am taking affect my sex life?
A: Some medications can do this; don’t stop taking them. Talk to your doctor.
Q: Should I ever avoid sexual intercourse?
A: When you have had too much to eat or drink, when the room is too hot or too cold,

when you are wearing tight clothing.
—From Albarran and Bridger, 1997, p. 5

The patient’s spouse can play a big role in recovery from a heart attack or heart bypass
surgery (Fig. 16-7). Spousal support can take many forms. Beach, Maloney, Plocica, Sherry,
Weaver, Luthringer, and Utz (1992) studied aspects of marital interaction after one spouse
had a first, sudden heart attack. Seventeen married couples were studied over 6 months fol-
lowing the heart attack. Areas studied included the spouse’s social support, levels of family
stress, reported levels of marital satisfaction, and the level of sexual activity and physical
comfort associated with various intimate behaviors. These researchers considered it impor-
tant to study forms of physical intimacy that do not involve sexual intercourse; during re-
covery from any serious, sudden illness this is often a good approach to take. Patients re-
sponded to questionnaires on three occasions during the six months following their heart
attack. The study found that patients’ spouses who enjoyed higher levels of social support,
less family stress, and greater feelings of satisfaction with their marriages seemed to play a big
part in the recovery of the patient. In addition, the more comfortable the patient’s spouse was
with a variety of sexual behaviors, the better was the patient’s pace of improvement.

Until recently, most Americans mistakenly believed that
heart disease is far more common in men than in women. We
now know this is not necessarily true, and women and their
doctors have begun to take symptoms of heart disease far
more seriously than they used to. Still, specialists in rehabil-
itative medicine don’t know as much as they would like to
about women’s recovery from a heart attack. A study by
Hamilton (1990) revealed that, compared with men who had
had heart attacks, women were less likely to participate in
cardiac rehabilitation programs and, when they did, tended
to drop out at a higher rate. Women resume sexual intimacy
later after heart attacks than men and tend to report more
discomfort and apprehension about intercourse. However, a
study involving over 250 female and male patients
(Froelicher, Kee, Newton, Lindskog, & Livingston, 1994) re-
vealed that most patients had resumed some degree of sexual
interaction, if not intercourse, by 12 weeks after their heart
attack.

Cultural factors may also affect a person’s adjustment to
resuming sexual activity after a heart attack. For example, in
a study of 300 men in India who had had heart attacks, al-
most one-third reported a decline in the quality of their sex-
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FIGURE 16-7 Following re-
covery from coronary bypass
surgery, the patient’s spouse
can offer emotional support,
appreciation, encouragement,
and companionship, as well
as share sexual intimacy.



ual experiences because their doctors encouraged their partners to adopt the female-on-top
position. In a society in which male dominance is common, a change of this nature could be
expected to have adverse psychological consequences for men.

Because of advances in medical science and technology, more children born with heart
problems are living long, productive lives. Yet, there are interesting challenges facing
teenagers with these congenital heart problems, some of which have been treated surgically
and others through the use of drugs (Canobbio, 2001; Uzark, 1992). It has been reported that
many of these adolescents are highly fearful of sexual arousal because of the increase in heart
rate and blood pressure that accompanies it, yet it has been shown that these youngsters are
as active sexually as their non-affected peers. Clearly, there is a need for counseling in this in-
stance. With respect to contraception, Uzark (1992) reports that the IUD is not recom-
mended for adolescents with congenital heart defects, although progestin-only birth control
pills present no-to-minimal risks in this population. Of course, there is nothing wrong with
recommending barrier methods of contraception for these individuals. Finally, adolescents
must be counseled regarding the potentially harmful effects of various drugs and alcohol on
the cardiovascular system.

Stroke
A stroke, or cerebrovascular accident, is an abnormal event involving the circulatory sys-
tem of the brain. Strokes are very common in the United States. Many of the underlying con-
ditions that contribute to heart disease also increase the probability of having a stroke. Be-
cause the brain is affected, strokes affect cognitive processes, the experience and expression
of emotion, and motor behaviors as well, all to varying degrees depending on the amount and
location of the brain tissue affected. When heart muscle cells or brain cells die from being de-
prived of oxygen during a heart attack or stroke, these types of cells do not regenerate or re-
pair themselves. If many cells die in large portions of the heart or brain, the heart will stop
working or the brain will cease to function and the person will die.

High blood pressure and obesity are common predisposing conditions for having a stroke.
The prevalence of stroke for women is 759 per 100,000, and for men 917 per 100,000
(Brown, Whisnant, Sicks, et al., 1996). Stroke ranks third in the United States as a cause of
death and eleventh as a cause of disability. When the extent of brain damage is large, a per-
son may survive the stroke but be left with disabilities in thinking, emotional expression, and
movement, such as temporary or permanent paralysis.

Physical Effects and Manifestations There are three types of strokes (two are shown
in Fig. 16-8). In the most common type, a blood clot lodges in a blood vessel in the brain
causing brain cells supplied with blood and oxygen through that vessel to die. A second type
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Letter to Dr. Ruth Westheimer

Question:
I am a 56-year-old man who just had successful heart bypass
surgery. My doctor says I am making an excellent recovery, and
I feel great. No more chest discomfort or shortness of breath. I’m
eager to resume sexual relations with my wife, and my doctor
says that it shouldn’t cause any problems. But my wife is ex-
tremely anxious about this and is afraid that our having sex will
cause serious health problems for me. She has been withdrawn
and very unresponsive to my sexual overtures. What can I do to
reassure her that I’m fine?

Answer
The first step you must take is to make an appointment for your
wife to see your doctor. I think hearing him give permission to

have sex, and getting to ask any questions she may have, would
help build her confidence.

My other suggestion is to start integrating sex back into your
marriage gradually. Instead of having intercourse right away, the
first few times you have sex, agree ahead of time that you will
only masturbate each other. That will be a lot less physically tax-
ing, so your wife shouldn’t worry about your health. Once she
has reached a stage where she can have an orgasm and is more
comfortable with you having one too, it will be easier to gradu-
ate to intercourse.

If your wife is still having problems, ask your doctor for a re-
ferral to a sex therapist who works with couples with similar
problems. It may take some time to calm her fears, but if you
show some patience and get the help you both need, I’m sure
you’ll be able to overcome this hurdle.

Cerebrovascular acci-
dent Also known as a
“stroke.” An abnormal event in-
volving the circulatory system
of the brain. A stroke may in-
volve blood vessels that are
blocked by clots or burst. This
can lead to the loss of large ar-
eas of the brain and impaired
behavioral, emotional, and cog-
nitive functioning.



of stroke involves the rupture of a blood vessel in the brain, with the brain cells supplied by
that vessel rapidly dying. The third, rare type of stroke involves bleeding beneath the mem-
branes that surround the surface of the brain, causing deficits that depend on the location and
extent of brain damage. Some people become paralyzed temporarily, usually on one side of
their body, and also may temporarily lose the ability to speak. The length of time it takes to
recover from a stroke depends on the location and extent of brain damage, as well as re-
sources for rehabilitation and the patient’s motivation to recover.

Coping With Stroke in the Psychosocial Setting When a person’s thoughts, emo-
tions, and actions are altered, sexual experience and expression are likely to be affected. The
term hemiparesis describes paralysis on one side of the body. In a study of people who were
hemiparetic after a stroke, Boldrini, Basaglia, and Calanca (1991) found that both women and
men reported a significant decline in sexual interest and activity. Men claimed a more pro-
found loss of sexual inclination after their stroke than women. The spouses of these patients
consistently noted a marked change in their previously established pattern of sexual inti-
macy; however, these researchers noted that the patient’s psychological adjustment to her or
his illness and the nature of their marital relationship were more important factors in the pa-
tient’s sexual adjustment.

In a study carried out in Sweden (Sjogren, Damber, & Liliequist, 1983), 51 female and
male patients were interviewed about their sexual functioning after a stroke. Both female and
male patients reported that the duration of foreplay and intercourse decreased significantly,
and the frequency of intercourse declined as well. Among the women in this sample, 75% ex-
perienced anorgasmia after their stroke, but many had experienced this dysfunction before
they became ill. This study included monitoring sex hormone levels in all subjects, which
were found to be normal in both the women and men. Monga, Lawson, and Inglis (1986) also
reported that their female patients reported marked decreases in vaginal lubrication after a
stroke. Sjogren (1983) suggested that these sexual problems may also stem from inadequate
sexual information and lack of opportunities for marital counseling regarding these issues.
Overall, a decline in the quality of sexual expression is common after a stroke. Hawton
(1984) reported that when a couple resumed sexual activity after a man had a stroke, and
whether they did so, could be predicted by the frequency with which the couple had inter-
course before the stroke, a factor that seemed more important than the man’s age or the seri-
ousness of the stroke. In addition, Monga, Lawson, and Inglis (1986) found that the most
pressing concern stroke patients and their partners shared was whether having intercourse
would cause a sudden rise in blood pressure that would cause another stroke. In fact, this
rarely happens. One recent study of Chinese female and male stroke patients with mild or no
disability revealed that fear of adverse consequences of having sex led to significant decreases
in sex drive, frequency of intercourse, sexual arousal, and sexual satisfaction (Cheung, 2002).

Although most patients report diminished sexual interest and activity after a stroke, in
some cases the opposite happens. Monga, Monga, Raina, and Hardjasudarma (1986) reported
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FIGURE 16-8 Two types of
stroke. At lower left, a blood
clot detaches from the inside
of an artery and becomes
lodged in a blood vessel (up-
per left). This interrupts the
flow of blood and oxygen to
brain cells. At right, a blood
vessel in the brain ruptures,
again with disruption in blood
and oxygen to brain cells.
Strokes vary in severity and
degree of loss of perceptual,
motor, cognitive, and emo-
tional functions.

Hemiparesis Paralysis of
half of a person’s body be-
cause of the effects of a stroke.
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three case histories of patients who became hypersexual after a stroke and began to engage
in sexual behaviors that were very different from their sexual repertoire before they became
ill. One 53-year-old man reported a marked increase in the frequency with which he and his
spouse had intercourse and also had notable mood changes. This subject also began to expe-
rience a persistent erection in the absence of any sexual stimulation, a condition called pri-
apism. The two women described in this study had a dramatically increased inclination to ex-
plore a wide variety of sexual activities they had never engaged in previously. It has been
estimated that more than 7% of aging and elderly people who have had a stroke have a pro-
nounced lessening of sexual inhibitions after having a stroke or other age-related cognitive
deficits (Lothstein, Fogg-Waberski, & Reynolds, 1997).

Cancer
There are more than 100 different kinds of cancer, which have one thing in common: the un-
controlled division of some of the body’s cells and the tendency for these cells to spread to
other parts of the body. These are malignant cancers. Sometimes the body’s cell growth be-
comes abnormal but not cancerous; these are benign tumors. Cancers may involve malig-
nancies of the blood or may grow as solid tumors. Generally a person’s risk of developing can-
cer increases with age. Some estimates are that up to one in three Americans will develop
cancer at some time in their lives. Some cancers are clearly related to factors in the environ-
ment, such as irradiation, excessive sun, exposure to toxic chemicals, and the use of tobacco.
Other cancers seem to happen for no known reason. Cancer can be treated with varying de-
grees of success depending on the type of cancer, how early it is diagnosed, and the age and
overall health of the individual. Like other serious health problems, cancer affects sexual be-
havior. While the disease itself can affect a patient’s interest in having sex, many of the treat-
ments for cancer have a similarly inhibiting effect on sexual expression and experience.

In adults in the United States, lung cancer is the most common cancer, with breast,
prostate, and colorectal cancers ranking next. Of course, not all cancers directly affect sexual
arousal or response or reproductive potential, but cancer treatments may affect the person’s
overall feelings of wellness and attractiveness, and some treatments may affect interest in sex.
In some cases, treatments for cancer may cause infertility, such as chemotherapy in women
who are still ovulating.

Physical Effects and Manifestations The physical effects of cancer depend on the or-
gan or organ system affected. In many cases, cancer does not involve any physical discomfort
in its early stages. If cancer affects the body’s endocrine glands, there may be increases or de-
creases in hormone levels accompanied by physical or emotional changes. Sometimes these
hormone changes affect a person’s sexual responsiveness. Brain cancer may affect cognitive
abilities, emotional responsiveness, or motor skills, depending on the location of the tumor
and its size.

Coping With Cancer in the Psychosocial Setting Robinson, Scott, and Faris (1994)
worked with over 80 women between the ages of 19 and 81 who had been diagnosed with
endometrial, cervical, or ovarian cancer. They wanted to find out if their patients were helped
by reading a book about the sexual concerns of women with cancer of their reproductive sys-
tem. This book described the impact of the disease on sexual responsiveness, as well as the
effects of different therapies used to treat these cancers. Before being given the book, these
subjects filled out a questionnaire in which they were asked to describe their sexual behav-
iors, communication style, body image, and general anxieties about having cancer. Most
women reported that they appreciated the opportunity to read the book and had learned
much about cancer and the effects of the disease on sexual behavior. Yet these subjects said
they still had many serious concerns about their sexuality and the impact of treatment on
their continued sexual functioning.

Prostate cancer has particularly disruptive effects on a man’s sexual functioning, as de-
scribed in Chapter 5. Urinary incontinence and impotence are common consequences of sur-
gical treatments for prostate cancer. In some cases the patient can choose between continu-
ing to enjoy his current level of sexual functioning or giving it up in exchange for a better
long-term survival rate. This question has been studied in a sample of 163 men between the
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ages of 35 and 84 (Mazur & Merz, 1995). The average age of the participants in this study
was just over 65 years. These individuals did not have prostate cancer at the time they were
questioned about possible consequences of surgical treatment but were simply asked their
personal feelings about losses in sexual functioning versus the chances of living longer.
Ninety-four percent of the men in this study said that they would choose the treatment strat-
egy that might leave them incontinent and impotent in exchange for a higher probability of
living at least five more years. These subjects said that they would choose surgery and the
problems likely to result even if there were only a 10% chance of living another five years.

In a study on the impact of breast cancer on sexual functioning in women, Ghizzani,
Pirtoli, Bellezza, and Velicogna (1995) interviewed 50 Italian women who had been diag-
nosed with breast cancer and had had the tumor removed surgically. Of these women, 28
were still menstruating and 22 were menopausal. The average age of the women in the first
group was 43, and in the second, 59. These researchers were especially interested in these
women’s emotional reaction to being diagnosed with breast cancer, the nature of the family

support she enjoyed when she learned she was ill, her emo-
tional reactions to the scars left by the surgery (all subjects had
modified mastectomies and removal of lymph nodes in the
armpit), and her inclination to resume sexual activity after her
operation. Virtually all the subjects reported extreme levels of
anxiety upon learning they had breast cancer, and many found
it hard to accept the reality of their diagnosis. Generally,
younger women depended more on their husbands in coming
to terms with the cancer, whereas the older women relied more
on their extended families for support. This relationship was
very strong in the younger women who enjoyed good mar-
riages, but among older subjects there was no clear relationship
between reported quality of the marital relationship and the
later resumption of sexual activity. Because of the common sex-
ual connotations of breast size and appearance, many women
with breast cancer have deep worries about their body image
and continued sexual activity.

Surgery, of course, is only one treatment for breast cancer.
Kaplan (1994) reported that different therapies for this disease
may each be associated with problems in resuming sexual rela-

tions or with the patient’s overall attitude about feelings of physical at-
tractiveness. Treatments for breast cancer can have some specific sexual
side effects. Kaplan emphasizes that some doctors, nurses, or social
workers are less willing to talk with women about resuming sexual rela-
tions after surgery and that some women feel uneasy about raising the
subject because they feel they are supposed to be happy just to be alive
and, therefore, shouldn’t be concerned with reclaiming their sexuality.
Plastic surgical techniques for rebuilding a woman’s breast include real-
istic looking nipples. For women who find these procedures unappeal-
ing, highly realistic breast prostheses can be worn in a bra, giving a
woman the appearance of two normal breasts.

Chemotherapy after surgery for breast cancer can leave a woman tired
and depressed. She may experience nausea and vomiting and may lose
her hair (Fig. 16-9). Sleep loss is common, as is weight loss. She may be-
come more vulnerable to infection during her course of treatment. The
type and duration of chemotherapy depend on how large the tumor was
and whether cancer cells were found in adjacent lymph nodes. Kaplan
emphasizes that medical, social, and behavioral researchers still do not
know enough about the impact of chemotherapy on a woman’s sexual
self-concept, which remains an important research question deserving
further investigation. Another drug, tamoxifen, is also used as a follow-
up treatment for breast cancer. This drug is administered orally and may
be taken for years after diagnosis and surgical treatment for breast cancer.
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FIGURE 16-9 Top: While
many patients undergoing
chemotherapy lose their hair,
many retain a positive body
image and sense of their own
attractiveness. Bottom: Sharon
and Ozzy Osborne. Sharon
was recently diagnosed with
colon cancer, has been treated,
and is recovering.



An extremely small number of women taking tamoxifen discontinue it because of unwanted
side effects. However, some women using tamoxifen report vaginal shrinkage, soreness, and
dryness, as well as loss of sexual interest and loss of orgasmic response (Kaplan, 1994). Since
a large number of women are taking tamoxifen, more research is needed to better understand
the prevalence of sexual side effects and their seriousness.

Gynecologic cancers directly affect a woman’s sexual and reproductive organs and, there-
fore, these ailments normally affect her sexual self-schema and the relationship between her
self-esteem and body image. Current research carried out in the Netherlands (Schultz & Van
De Wiel, 2003) and Sweden (Ekwall, Ternestedt, & Sorbe, 2003) indicates that sexual func-
tioning among women with gynecologic cancers depends heavily on their broader psychoso-
cial environment and, importantly, the inclusion of their partner in any discussions of the im-
pact of the disease on sexual sharing.

Other cancers also, including those unrelated to sexual and reproductive organs, may im-
pact powerfully on an individual’s desire to continue to enjoy sexual behaviors. Surgery or
radiation treatments may lead to physical disfigurement. Siston, List, Schleser, and Vokes
(1997) studied the impact of head and neck cancers on sexual functioning in a sample of 36
patients who had completed treatment at least one year prior to their investigation. An esti-
mated 40,000 cases of head and neck cancer are reported annually in the United States
(Wingo, Tong, & Bolden, 1995). Smoking- and alcohol-related cancers affecting the mouth
and throat are common cancers of this type. When Siston and her colleagues approached a
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Other Countries, Cultures, and Customs
Chinese Women Adjust to Gynecologic Cancer

A n interesting and important difference among diverse
cultures involves how they react to illness. People in

other societies may indeed react very differently than we do
to certain ailments. Because effective cancer treatment usu-
ally requires sophisticated medical technology, access to the
most up-to-date surgical techniques, and expensive medica-
tions, one would expect some interesting differences in ways
in which people elsewhere in the world adjust to cancers that
might be treated very differently than in this country.

Tang, Siu, Lai, and Chung (1996) give an interesting
glimpse of ways in which Chinese women in Hong Kong
make sexual adjustments after surgery for gynecologic can-
cer. They note that Westerners don’t know very much about
sexual behavior in China, with very few rigorous investiga-
tions having been conducted. Chinese sexuality may best be
understood within the Confucian and Taoist religious tradi-
tions that affect many behaviors in that country. Sex within
the Confucian tradition in China takes place in an explicitly
patriarchal culture: women are expected to be subservient,
passive, and submissive sexually. Procreational sex is a fun-
damental religious value; recreational sex and extramarital
sex are explicitly prohibited or actively discouraged. In con-
trast, the Taoist tradition views sexual expression as a basic
source of creative energy deriving from the physical interac-
tion between men (Yang) and women (Yin). The balance be-
tween these two life forces is basic to the Taoist perspective
on human sexuality.

These two religious perspectives strongly influence how
Chinese women react to a diagnosis of cancer and their sex-
ual lifestyle adjustments after treatment. Tang, Siu, Lai, and
Chung reported that cancer among Chinese women often

leads to a reduction or cessation of sexual relations between
the woman and her partner to aid in the recovery process.
Couples with Confucian beliefs are likely to think about re-
suming sexual activity for the purpose of having children
rather than enjoying sexual pleasure. If these couples do not
plan to have any more children, they will probably not be
very concerned about resuming sexual activity after cancer
treatment, nor are they likely to approach their doctors with
their concerns about continued physical intimacy.

These cultural beliefs affect the reasons Chinese women
gave for reducing the frequency of sexual intercourse with
their partners or stopping altogether. Some women reported
that sexual relations before treatment began would “trauma-
tize” their genitals (p. 192). Interestingly, folk myths also in-
fluenced these women’s sexual decisions; some believed that
their partners would contract the disease if they had inter-
course with them. Still others believed that their postopera-
tive recovery would be prolonged if they had sex before sur-
gery. In fact, 70% of the women studied reported that they
were unsure whether they could have sexual intercourse if
their internal reproductive organs had been removed. Even
though the women who were studied were between the ages
of 43 and 53, some said that they were getting too old to even
consider the desirability of resuming sexual activity. Because
of the patriarchal family structure in China, women whose
partners did not initiate sexual relations simply refrained
from having intercourse.

Overall, cultural influences and traditions can have an
enormous impact on whether or when a woman continues to
have sexual relations after having been diagnosed with and
treated for cancer.



number of these patients for their study, they found that about a third of them declined to
participate. Apparently, many found it difficult to discuss or report their sexuality. The sub-
jects who became part of the study filled out questionnaires addressing personal characteris-
tics and the nature of their cancer and its treatment. Other questionnaires addressed the pa-
tient’s sexual activity and responsiveness, the quality of their marriages, and their overall
capacity to take care of themselves and engage in daily activities. More than three-fourths of
the patients in this study reported that sexual expression occupied a “somewhat” or “very im-
portant” place in their lives. However, about half of the subjects in this sample reported prob-
lems becoming sexually aroused, with about 40% noting a decrease in sexual activity and a
loss of sexual interest. In fact, 55% of these respondents said that they rarely if ever had sex-
ual intercourse with their partner anymore, presumably because of the disfigurement that
sometimes results from surgery. This is another example of ways in which cancer can ad-
versely affect a person’s sexual self-schema.

Diabetes
The impact of diabetes on sexual functioning is described in other chapters, and this section
only briefly reviews the impact of chronic diabetes on peripheral blood vessels and nerves.
One type of diabetes has an onset in childhood and adolescence, and the other develops dur-
ing adulthood. This disease involves the body’s inability to metabolize carbohydrates in the
form of glucose into energy.

Physical Effects and Manifestations For our bodies to break foods down into usable
glucose, one of our endocrine glands, the pancreas, has to secrete the hormone insulin. Insulin
allows glucose to enter the body’s cells where it can be used. In diabetes, either the body does-
n’t make enough insulin or the body can’t use this insulin efficiently. In either case, glucose
builds up in the bloodstream. The Centers for Disease Control notes that blindness, kidney
failure, heart disease, and the need for amputations of the lower extremities are common ef-
fects of diabetes. Diabetes is the seventh leading cause of death in our country. Depending on
the type of diabetes, it can be controlled with dietary changes, exercise, and oral or injectable
insulin. As of this writing, there is no cure for diabetes. It is a chronic disease that can be ef-
fectively treated, but patients must be compliant with all of their doctor’s recommendations.

Both types of diabetes are often accompanied by abnormal functioning of the testes in
men and the ovaries in women (Morley, 1998) although in juvenile onset diabetes, these may
not be apparent for many years. Men with diabetes often have low levels of testosterone in
their bloodstream. In women, diabetes is associated with changes in the function of ovaries,
as well as changes in their secretion of sex hormones. In both sexes, diabetes may be accom-
panied by a decline in sexual interest. As described in Chapter 14 on sexual dysfunctions,
erectile dysfunction is common in men with diabetes, affecting 50%–75% (Vinik &
Richardson, 1998). Generally, older diabetic men are more frequently affected than younger
diabetic men. The effects of diabetes on female sexual functioning are less well understood.
Diabetes is known to be frequently associated with vaginal dryness, but less is known about
the impact of diabetes on menstruation, pregnancy, the effectiveness of chemical contracep-
tive alternatives, fertility, and the prevalence of sexual dysfunctions (de Veciana, 1998). One
recent study of 120 women with diabetes has clarified the impact of this disease on sexual
functioning (Enzlin et al., 2002). More women with diabetes than their control counterparts
reported sexual dysfunctions, with many reporting more than one such problem (e.g., de-
creased libido, decreased vaginal lubrication, problems having orgasms regularly and reliably,
and dyspareunia). As you might imagine, those women suffering from more complications of
diabetes had more sexual problems, and overall, women with diabetes reported lower levels
of marital satisfaction. There remains a huge discrepancy between the number of research
studies done on the impact of diabetes on male sexual functioning and the number done on
female sexual functioning (Jovanovic, 1998).

Coping With Diabetes in the Psychosocial Setting Because diabetes is frequently
accompanied by less interest in sex, as well as erectile dysfunction in men and vaginal dry-
ness and other genital changes in women, a couple is often challenged to explore ways of
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managing these problems. Women and men with diabetes may have very different levels of
sex drive, and both may rarely feel like having sex at the same time. Good communication is
often needed if the couple is to explore and enjoy various non-intercourse avenues of sexual
pleasuring. Men with erectile dysfunction have a number of alternatives they and their part-
ners can try to improve sexual functioning. Chapter 15 discusses oral medications, urethral
suppositories, vacuum-erection devices, intracavernosal injections, and penile implants
(Levine & Fones, 1998). Which of these a man chooses often depends on serious discussion
with his partner and an awareness of her needs as well.

While these treatments for diabetes focus on organic factors, many psychological issues
require attention too, reinforcing the importance of evaluating this disease psychosocially.
Some of the following issues can be fruitfully approached within the context of the couple’s
communication, but others may require a counselor to facilitate a more open conversation
and problem-solving tactics. Levine and Fones (1998) discuss many of these concerns. Five
issues seem most important. First, the couple needs to examine their level of sexual desire
and the way it has changed, if it has, due to diabetes. It doesn’t make much sense to encour-
age two people to find new ways of sharing sex if they’ve lost interest over the years. Second,
the nature of the couple’s relationship is basic to any recommendations regarding shared sex-
ual intimacy. If the relationship is fraught with conflict, tension, and big differences in val-
ues, better sex might be the last thing on their minds. Third, the nature and time frame over
which sexual problems develop are relevant to any sexual dysfunctions. We shouldn’t assume
that diabetes impairs sexual relationships that were perfect from the outset! Fourth, and per-
haps most important, is the couple’s interest in asking for professional help. For some this is
very difficult; not everyone feels comfortable talking about sex with a stranger, even if that
stranger is a counselor or therapist. For a professional to help, the couple needs an expecta-
tion of help at the beginning and an openness to sharing the details of their sexuality with a
counselor or therapist. Finally, just going to a counselor or therapist isn’t enough; the couple
really must be motivated to follow the guidance and suggestions suited to their personal cir-
cumstances.

Overall, effective psychosocial approaches to coping with diabetes require attention to
both organic and interpersonal factors for any specific couple’s needs.

Kidney Disease and Transplantation
Although everyone urinates several times a day, few people give much thought to their kid-
neys, where they are, or what they do—until a problem develops. The many kinds of kidney
disease all have one thing in common: the kidneys are not functioning well, or at all, in fil-
tering the blood and forming urine to remove wastes from the body. The kidneys also regu-
late the amount of water in the blood and the amounts of various trace minerals in the blood-
stream and are essential to the maintenance of normal blood pressure. Chronic renal failure
(renal refers to the kidneys) can result from diabetes, drug side effects, cancer, high blood
pressure, prostate disease, the formation of stones in the kidneys, and hereditary factors. Kid-
ney disease, kidney transplantation, and dialysis all can have an impact on sexual function-
ing. Dialysis is a medical procedure in which wastes in the blood are filtered by a machine
rather than the kidneys.

Kidney disease is common. According to the Thornton Kidney Research Foundation at
the University of Southern California, more than 30 different kinds of kidney disease affect
more than 13 million people in the United States. An estimated 100,000 people will need
dialysis or a kidney transplant in order to live. Additionally, 12% of all men and 5% of all
women will have symptoms of a kidney stone at some time in their lives. In addition, over
60 million Americans have high blood pressure, the most common cause of kidney failure.

Physical Effects and Manifestations High blood pressure is a common symptom of
kidney disease. Other symptoms include extreme fatigue, loss of appetite, and often nausea
and vomiting. As discussed earlier, many of the medications used to treat high blood pressure
impair sexual arousal in both women and men. Even if people with kidney disease get
prompt, appropriate treatment, the disease does not always improve. When kidney function
is severely diminished, dialysis and/or a kidney transplant are the only effective treatments.
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Coping With Kidney Disease in the Psychosocial Setting A recently published
case study sensitively describes the impact of chronic treatment for kidney failure in a mid-
dle-aged, African-American female (Tanyi, 2002). In end-stage renal disease, dialysis is nec-
essary to remove toxins from the bloodstream. This can be accomplished by slowly intro-
ducing a sterile solution into the patient’s abdominal cavity and then gradually removing it
along with wastes, or the blood itself can be filtered of these wastes through a procedure
called “hemodialysis.” In both cases, surgical incisions are required to install the tubes nec-
essary to carry out these procedures. Incisions leave scars and scars often cause serious con-
cerns about body image. This case study reports the heightened self-awareness of these scars
in this woman, and her feelings of sexual unattractiveness and significantly diminished sex-
ual behavior. These issues led to the end of her first marriage, and she is not yet sure of her
new partner’s feelings about the many scars on her body. This is one example of how a dis-
ease and the treatment for the disease may both adversely affect sexual functioning.

Kidney disease like most chronic illnesses frequently affects sexual functioning. Berkman,
Katz, and Weissman (1982) interviewed 32 men receiving dialysis and 14 of their wives. The
degree to which kidney disease affected their sexual functioning depended on the seriousness
of the disease and its impact on the nerves and blood vessels of the patient’s pelvic area. In this
sample, nine patients reported being fully functional sexually, seven reported “moderate” sex-
ual problems, and sixteen reported “severe” sexual dysfunction. Another study (Milde, Hart,
& Fearing, 1996) evaluated questionnaire responses from 135 subjects in seven hospital-based
dialysis centers in Iowa about sexual satisfaction, patterns of intimacy, and frequency of sex-
ual intercourse. In this sample of dialysis patients, 65% reported that they were dissatisfied
with their sexual interaction, and 40% had stopped having sexual intercourse or any other
form of sexual sharing. Only 25% of these subjects had received any information from health
care professionals concerning the impact of kidney disease and dialysis on sexual functioning.

In another study, Procci and Martin (1985) evaluated the impact on sexual functioning of
advanced kidney disease without dialysis in 23 subjects and a regular program of dialysis in
23 subjects. Although men in both groups continued to have erections in their sleep as meas-
ured in a sleep laboratory, men who had advanced kidney disease reported a significant in-
crease in the frequency of intercourse after beginning dialysis. While dialysis might not make
much physiological difference in a man’s ability to have an erection, it apparently improves
his overall health and energy level, making him more inclined to initiate sexual intercourse
or to be receptive to his partner’s sexual overtures.

Holley, Schmidt, Bender, Dumler, and Schiff (1997) studied a sample of women on dialy-
sis and questioned them about a number of gynecologic and fertility issues. They studied the
responses from 191 women, 76 of whom were 55 years old or younger and 115 of whom were
older than 55. Because women on dialysis frequently stop having periods and stop ovulating,
these investigators were especially interested in learning about the impact of dialysis on fe-
male sexual issues. Of the women in this sample, about half reported that they were still sex-
ually active. Women receiving dialysis seem not to have thorough discussions about gyneco-
logic and fertility issues with their doctors.

Little is known about the impact of kidney transplants on sexual functioning. One small
study (Slavis, Novick, Steinmuller, Streem, Straffon, Mastroianni, & Graneto, 1990) evalu-
ated a variety of quality of life issues among 14 subjects with a functioning kidney transplant
after 20 or more years. In 13 of these 14 subjects, overall quality of life was excellent, and all
of these individuals reported that they continued to enjoy sexual activity.

Cystic Fibrosis
Cystic fibrosis (CF) is a pulmonary disease that produces highly viscous, sticky mucus caus-
ing obstruction of the lungs and the development of infections. This disease occurs once in
every 3,500 live births and is genetically transmitted as an autosomal recessive trait (see
Chapter 4). It is thought that among American and European populations, 5% carry the gene
for CF. Because the life expectancy of those diagnosed with CF has increased substantially
(from about one year during the first half of the twentieth century to 29.4 years in 1998), in-
terest in sexual expression among those with CF has grown accordingly.

Approximately 30,000 Americans are living with CF today. This disease has a powerful
impact on the fertility of those diagnosed. Females with CF have normal sexual and repro-
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ductive anatomy, although their fertility is impaired because of irregularities in their ovula-
tory cycle. They do not have a thinning of cervical mucus at about the time ovulation would
occur; rather, they have a thick plug of mucus that blocks sperm penetration of the cervical
os. Excessive mucus is produced in the reproductive tract of females with CF which will im-
pede the movement of ova in the fallopian tubes in the event that the individual ovulates, and
this can lead to ectopic pregnancy should she conceive. 

Males with CF have a dysfunction or absence of the vas deferens, seminal vesicles, and
body and tail of the epididymis. Spermatogenesis does not normally occur; in some males im-
mature and/or abnormal sperm forms may be produced. In light of this, it has been estimated
that 95% to 98% of men with CF are sterile. 

The appearance of secondary sexual characteristics is delayed by about 1.6 years in males
and 2 years in females compared with adolescents who do not have CF.

Coping With Cystic Fibrosis in the Psychosocial Setting From the perspective of
allied health science professionals, it is important to counsel those with CF that impaired or
absent fertility still leaves them vulnerable to sexually transmitted diseases and that the use
of female condoms, male condoms, and diaphragms offers some protection.

Having CF interferes with adjustment to the common developmental challenges that ac-
company adolescence. These individuals often have concerns about their appearance, and
these may be exacerbated by long-standing use of steroids that often cause facial swelling and
acne. Serious, prolonged coughing may interrupt attempts at physical intimacy. Those with
CF who wish to have sexual intercourse are encouraged to explore positions that allow for
maximum lung expansion, such as the side-to-side position.

Individuals with a diminished life expectancy often enjoy the freedom to share physical
intimacy and to have sexual intercourse. It is important that these individuals fully appreci-
ate their fertility status as well as their vulnerability to sexually transmitted diseases should
they have sex without the use of a protective barrier. A female with CF would benefit from a
full understanding of the risks associated with labor and delivery that may be associated with
compromised lung function as well as the risks of her child having CF.

Arthritis
Approximately 15% of all Americans, or roughly 37 million people develop some form of
arthritis as they get older. To date, there is no cure. It is a painful disease that can limit a per-
son’s flexibility and mobility. Chapter 13 noted that using non-steroidal anti-inflammatory
drugs before intercourse, taking a warm bath, or making love on an electric blanket can all
help ease its symptoms, minimize discomfort, and improve ease of movement.

Physical Effects and Manifestations The most common form of arthritis is os-
teoarthritis. This disorder affects the cartilage in joints, causing it to wear out or completely
disappear. This leaves little or no cushioning between bones, resulting in pain, stiffness, and
restricted movement. A more serious condition, rheumatoid arthritis, affects several joints;
about two-thirds of the people with this condition are women. Joints become inflamed,
swollen, and very sore. Like osteoarthritis, rheumatoid arthritis is a chronic disease, but the
latter may have flare-ups during which symptoms are especially uncomfortable. Medications,
rest, and special exercises are generally used to treat these ailments.

Coping With Arthritis in the Psychosocial Setting Although many people are
adamant about taking care of themselves, arthritis should definitely be treated by a physician;
the earlier the condition is diagnosed and treatment begun, the better. Because osteoarthritis af-
fects flexibility and mobility, it can significantly affect the ease with which a person can enjoy
intercourse. Rheumatoid arthritis has similar effects. Kraaimaat, Bakker, Janssen, and Bijlsma
(1996) studied over 200 women and men with this disorder to learn more about the impact of
rheumatoid arthritis on sexual expression. Patients who experienced the most pain and de-
pression due to this illness also experienced the greatest disruption in sexual intimacy. The
women in this study reported that the disease impaired their mobility more than the men did.

When osteoarthritis or rheumatoid arthritis causes significant joint damage, orthopedic
surgeons often recommend joint replacement surgery. Many people have had a hip or knee
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replacement, which involves implanting an artificial bone segment in the joint to replace old,
worn bone. The surgery is serious, and recovery can take a long time. Stern, Fuchs, Ganz,
Classi, Sculco, and Salvati (1991) studied the impact of hip replacement on sexual activity af-
ter surgery. In their sample of 86 patients, 46% before surgery reported that their hip prob-
lems significantly disrupted their sexual activity. Only 1% of these subjects, however, en-
countered similar problems after the surgery. About 55% of these patients were able to
comfortably resume sexual intercourse one or two months after their operation (Fig. 16-10).
The overwhelming majority of these patients (89%) said that they wanted more information
about the impact of this surgical procedure on sexual activity.

Ostomy Surgery
With some diseases, such as cancer, surgical procedures remove affected tissue making the
need for an opening in the body called a stoma through which bodily fluids leave the body
and are collected. Patients wear a bag to catch these gastrointestinal contents (Fig. 16-11).
Some cases of colon cancer or ulcerative colitis require a colostomy, through which the con-
tents of the large intestine are collected. If a cancerous bladder must be removed, a similar
opening is made to collect urine. The impact of such an operation on a person’s body image
can be devastating, and their sexual self-concept is similarly affected in most cases. Finding
a way to resume sexual activity is often a high priority for these patients and their partners.
This is another situation in which sexuality can continue to have a prominent place in our
lives, even when we are recovering from serious diseases and the sometimes radical surgery
necessary to treat them. The body image issue here is similar to that of women recovering
from breast surgery.

Coping With Ostomy Surgery in the Psychosocial Setting People who need os-
tomy surgery often fear rejection by their partner. They worry about how the wound and the
bag will look and smell and any sounds of bodily fluids entering the pouch. They worry
whether it will be possible to continue having sexual relations (Young, 1982). Men often ex-
perience impotence, and women report a significant loss in sex drive. Women also note di-
minished lubrication after surgery and worry about whether having sex will hurt. Specialists
in rehabilitation medicine recommend that the patient and their partner be counseled before
surgery and learn about the scar, the opening itself, and the pouch that will be worn. Sexual
problems that develop after the surgery can be treated effectively with the approaches out-
lined in Chapter 15.
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FIGURE 16-10 Some intercourse positions are more comfortable for
those who have just had hip replacement surgery. Minimizing pres-
sure and muscular tension, as well as excessive exertion, all help to
create a more comfortable intimate experience.

Stoma An opening in the
body created by a surgical pro-
cedure in which diseased parts
of the body are removed. This
is often called “ostomy” sur-
gery. Bodily fluids may be col-
lected through this opening in
a bag worn by the patient.

FIGURE 16-11 A stoma is an
opening surgically created in
the abdomen through which
gastrointestinal contents may
be collected in a bag. Those
who have had this procedure
often find ways to resume sex-
ual intimacy with a minimum
of self-consciousness or em-
barrassment.



When the pouch fits well, it can be changed quickly and efficiently when the individual
wishes to engage in athletic activities or sexual intercourse, and this usually helps the person
feel more confident and comfortable (Salter, 1992). Depending on the location of the stoma,
the individual can wear a money-belt type waistband to hide the pouch. An appliance that
fits well will generally stay in place during a wide variety of physical activities, including sex-
ual intercourse. Some people with a stoma skip meals to ensure that fluids are not expelled
during intercourse, but most physicians recommend regular meals so that the individual can
learn the regularity with which materials leave their body. The couple needs to find the in-
tercourse position that suits them best and allows for the presence of the pouch.

Golis (1996) has suggestions for ostomy patients concerned about having sex. These can
help minimize any embarrassment and prepare patients to handle the accidents that some-
times happen:

� Wear cover-up clothing, such as a T-shirt or special cover-up garments
� Empty bag before intimate moments
� Irrigate before intimate moments if irrigation is part of normal care
� Wear money belt-type waistband
� Tape the bag down to stabilize it
� Eat at regular times
� Minimize the intake of gas-forming foods
� Use deodorants and perfumes
� Experiment with options, positions
� Play music as cover-up for embarrassing sounds

—After Golis, 1996, p. 34

Because self-esteem is likely to be affected when body image is changed significantly, ostomy
patients are often counseled to be proactive with their partners in raising sexual subjects and
relationship issues (McHugh, 1998). Frequently discussing one’s insecurities and concerns in
these situations can only enhance the quality of communication in the relationship. Among
married individuals with colostomies, sexual practices and frequency of intercourse in a
group of 178 subjects did not differ compared with those of the general population in Swe-
den (Gruner, Naas, Fretheim, & Gjone, 1977). Apparently, couples can adjust to wearing a
pouch and continue to enjoy sexual expression in their marriage. This suggests, again, that
the desire to share sexual intimacy is very powerful, and people can find their way around
many frustrations and obstacles to enjoy it.

Amputation
Many people have had a limb amputated because of a traumatic accident or disease (Fig. 
16-12). Some people are born without a limb as a birth defect. Land mines remaining after armed
conflicts throughout the world are another major cause of amputations. Amputation of a lower
extremity is also an unfortunate consequence of uncontrolled diabetes; according to the Center
for Podiatric Information, 5% to 15% of diabetics will have an amputation. Altogether, the Am-
putee Website reports that there about 3 million amputees living
in the United States today. The Centers for Disease Control and
Prevention report that there are approximately 54,000 amputa-
tions in this country each year, about three-fourths because of the
complications of diabetes and heart disease. Because of the close
relationship between a person’s self-esteem and body image, dis-
figurement powerfully affects the way we feel about ourselves and
our attractiveness to others.

Physical Effects and Manifestations Most diabetes-re-
lated amputations involve removing a portion of the leg below
the knee. The patient is usually fitted with a prosthesis (artificial
limb) custom-made to fit the patient’s physical dimensions. The
prosthesis can perform many of the functions of the natural
limb. New technology has developed better-fitting limb prosthe-

Chapter 16 • Sexuality in Illness and Disability 595

FIGURE 16-12 Amputees fre-
quently enjoy an active, vital
lifestyle and often perceive no
limitations on their interests
and activities.



ses made of strong, flexible, lightweight materials. Rehabilitation can take a long time, however,
and usually involves physical therapists and occupational therapists, as well as physicians.

Coping With Amputation in the Psychosocial Setting Reinstein, Ashley, and
Miller (1978) studied the impact of amputation on sexual activity. They studied 39 men and
21 women after they had received their prostheses. Among the male subjects, 77% reported
a significant decrease in the frequency of sexual relations, while 38% of the women reported
a similar change. Sexual activity was more adversely affected when the amputation was above
the knee and was more marked in unmarried men. These researchers found that other aspects
of the patient’s sexuality were not affected by amputation, in particular, continued oral-
genital stimulation, masturbation, extramarital sex, and homosexual intimate behaviors. A
more recent study (Williamson & Walters, 1996) reported somewhat similar data. About 75%
of a sample of 76 subjects between the ages of 29 and 84 years reported decreased frequency
of sexual intercourse, yet these researchers emphasized that feelings of depression were
largely responsible for the decline in sexual activity in these subjects. Akesode and Iyang
(1981) reported on the impact of amputation on sexual functioning in a group of 100 Nige-
rians, most of whom had lost a limb because of war-related (land mine) injuries. Diminished
social interaction and sexual activity also occurred in these subjects and continued for an ex-
tended period of time after the injury. Yet, as with other diseases and injuries, couples often
make positive, comfortable adjustments to maintain a rewarding pattern of sexual intimacy.

The loss of a limb due to cancer often presents an individual or couple with special chal-
lenges. For example, treatment for cancer is often a prolonged, exhausting affair which can com-

pletely interrupt a couple’s physical intimacy. Shell and Miller
(1999) note that even when the patient recovers his or her sex-
ual desire the patient may feel awkward in initiating sex, and the
partner may have concerns about hurting the patient or even
about feeling selfish for wanting to have intercourse. Some am-
putees feel comfortable and unselfconscious about exposing the
limb stump while nude, and others like to create a “healthy illu-
sion” by concealing the stump with lingerie or a prosthesis.

Spinal Cord Injuries
Nerve cells in the brain and spinal cord when injured cannot
repair themselves or regenerate, and their functions are no
longer a part of one’s cognitive, emotional, or motor activities.
The spinal cord is approximately 18 inches long, extending
from the base of the skull to about the lower mid-section of the
back. The spinal cord does not extend to the bottom of the
spinal column. Sensory messages from the body travel through
the spinal cord to the brain, and motor (movement) messages
from the brain travel through the spinal cord to the muscles of
the body. These messages initiate and guide all of our move-
ments. If the spinal cord is seriously injured, messages from
the brain can no longer get to spinal nerve cells below the in-
jury, and some degree of paralysis results.

An estimated 8,000 to 10,000 cases of spinal cord injury
occur in the United States each year. Almost a quarter million
people in the United States have varying degrees of spinal cord
injury. Automobile accidents account for 44% of spinal cord
injuries in this country, with violence, sports injuries, and falls
accounting for the rest. In all, 82% of all spinal cord injuries
occur in men.

Physical Effects and Manifestations Spinal cord in-
jury (SCI) is any injury affecting the spinal cord within the
spinal column (Fig. 16-13). Most spinal cord injuries are
caused by accidents (trauma), but some diseases also damage
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Area of damage
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of spinal cord at T12
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FIGURE 16-13 A spinal cord
injury will cause the loss of
various perceptual and motor
abilities depending on the lo-
cation and severity of the
trauma. Shown here are the
deficits that often accompany
damage in the thoracic region
of the spinal cord.



and kill spinal nerve cells. Whenever the bones of the spinal column sustain an injury, there
is a chance that the spinal cord within it is damaged. Then sensory information from the body
may not reach the brain, and motor messages from the brain may not reach the muscles that
move the body. The outcome of SCI depends on the location and extent of the injury or dam-
age. Generally, nerves above the site of injury continue to function normally, but nerve cells
below the site of injury may stop functioning normally or may stop functioning completely.
An injured person who has lost the use of the legs but still has normal feeling and movement
in the arms has paraplegia. An injured person who has lost normal sensation and movement
in the arms and legs has tetraplegia (which used to be called quadriplegia). When SCI is not
severe and the spinal cord is only bruised or swollen after an injury, the person normally re-
gains sensory and motor functions, but it is difficult to predict which functions will be af-
fected, how severely, or how long recovery may take. In addition to sensory and motor func-
tions, SCI may also affect breathing, bowel function, bladder control, and sexual arousal and
response.

Coping With Spinal Cord Injuries in the Psychosocial Setting Partial or com-
plete paralysis requires an enormous and, for some, insurmountable challenge. Everything in
the person’s life changes dramatically and instantly. People with spinal cord injuries that may
involve a need for mechanical assistance to breathe and the loss of bowel and bladder con-
trol always report feelings of profound helplessness, depression, and total dependency. The
person may also be grieving the loss of the sexual part of his or her personhood. Yet restora-
tion of some sexual responsiveness and enjoyment is often feasible.

While in the past most research on sexual functioning in SCI focused on males, from the
early 1990s, more attention was given to women with these injuries. Marca Sipski (Fig. 
16-14), perhaps this country’s leading expert on the impact of illness and disability on sex-
ual functioning, reviewed the literature on the impact of SCI on women (1991). She notes
that while some women stop having periods temporarily after their injury, most resume their
previous pattern of menstruation within a few months. We are not aware of any studies that
systematically evaluated different contraceptive methods for this population of women, but
of course the appropriate method might depend somewhat on whether a woman had the use
of her hands. Birth control pills may be a poor alternative because they would increase any
tendency to develop blood clots in the legs if a woman could not regularly use her legs. 

Women who are pregnant at the time of their injury have a high risk of miscarriage be-
cause of the trauma. When women become pregnant after their injury, there is an increased
risk of premature labor and a tendency toward low–birth-weight babies. SCI women deliver
their babies by cesarean section more often than women in the general, non-SCI population.
Many doctors recommend that the woman be hospitalized as soon as her cervix begins to di-
late. Women with SCI can breast-feed their babies, but patients with damage high in the
spinal cord often produce less milk.

Sexual activity and the importance the injured woman at-
tributes to it have been studied by a number of researchers.
Westgren, Hulting, Levi, Seiger, and Westgren (1997) re-
ported that regardless of the point of spinal injury or its de-
gree of seriousness, many women attribute less importance
to sexual activity after their injury. When asked what they
found most disturbing about sex, these women reported that
lack of coordinated motor activity, leakage of urine, discom-
fort, and problems assuming a comfortable position were
particularly troubling. These investigators found that women
who were younger at the time of their injury (under age 15)
were more likely to have sexual activity than were older
women (those over 30) in this sample of patients. With the
exception of women whose injuries were very low in the
spinal cord, all respondents reported that they became sexu-
ally aroused by different types of stimulation, including mas-
turbation, vibratory aids, erotic literature or films, general
body massage, genital touching, and sexual intercourse. As-
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Paraplegia A spinal cord in-
jury in which someone loses
the use of the legs, but still has
normal feeling and movement
in the arms.

Tetraplegia A spinal cord
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and legs. Formerly called quad-
riplegia.

FIGURE 16-14 Dr. Marca Sip-
ski is one of the foremost ex-
perts in the study of the effects
of illness and disability on
sexual functioning. 



tonishingly, of the 62 women in this study, only 6 had been counseled about sexual issues be-
fore they left the hospital.

Because spinal cord injuries often result in a loss of skin sensations below the level of
spinal injury, investigators have explored whether psychological, nonphysical stimuli could
lead to feelings of sexual arousal in these subjects. Sipski, Alexander, and Rosen (1995a)
compared the psychological and physiological responses of SCI women with normal women
when presented with erotic audiovisual stimuli or erotic audiovisual stimuli combined with
manual stimulation of the genitalia. Responses from 13 SCI subjects were compared to data
from 8 normal women. The physiological measures recorded included increased blood flow
to the vagina, heart rate, blood pressure, and breathing rate. The degree of subjective arousal
was also assessed. The results showed that women in both groups experienced subjective sex-
ual arousal, increased heart rate, increased blood pressure, and increased breathing rate.
However, SCI women did not show signs of increased vaginal blood flow because the nerve
pathways responsible for this response are located below the point of spinal cord injury. In-
terestingly, SCI women did show an increased blood flow to the vagina as a reflex to manual
stimulation, even when they did not report subjective sexual arousal.

Researchers have also studied whether SCI women experience orgasms. In a separate
study, Sipski, Alexander, and Rosen (1995b) used procedures similar to those described
above but focused on whether the SCI subjects reported having orgasms. Data were collected
from 25 women with SCI and 10 normal subjects. All of the normal women reported having
orgasms, and 52% of the SCI subjects reported orgasms. Whether an SCI subject reported
having an orgasm could not be predicted on the basis of the location and extent of her spinal
cord injury, however. Subjects with no functions at all in the lower parts of their bodies took
much longer to have an orgasm than did the control group of normal women. This may be
due in part to the fact that many SCI patients lack good hand coordination, making genital
self-stimulation less coordinated (Sipski, Alexander, & Rosen, 1997).

Because erection in men is a more obvious sign of sexual arousal than vaginal lubrication
in women, the study of sexual functioning in SCI men involves somewhat different issues.
Because many men find it hard to think of being sexual without having an erection, sexual
activity after spinal cord injury in men presents specialists in rehabilitation medicine with a
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Letter to Dr. Ruth Westheimer

Question:
My husband and I have a beautiful daughter who is now 25.
She was born with cerebral palsy and is moderately mentally
retarded but normal physically. Recently, a young man at the
special school she attends has begun to show interest in her,
and she is very receptive to his attentions. I am concerned that
they will become sexually involved and I don’t know how to
talk with her about birth control and sexually transmitted dis-
eases, or even how to set limits on his advances. Can you tell
me what to tell her, or can you recommend someone who
specializes in situations like this? She doesn’t always remem-
ber important things, so we are especially worried over all of
this. 

Answer:
I assume that your daughter and this young man are always su-
pervised and do not have opportunities to engage in sex without
your knowledge. If that’s not true, if you think that they can find
time to be alone and might engage in sexual intercourse, then I
would suggest you not waste any time but take her to a gyne-
cologist. The pill may be fine if you can be sure that she’ll take
it every day, or she can use an injectable form of birth control.

But remember, these types of birth control offer no protection
against STDs.

Once the contraceptive situation is under control, you still
have to face other issues involved in their budding romance.
Since they may already be missing out on much of what life has
to offer, they should not be denied the right to feel love and
have a romantic relationship. Although all parents worry when
their children first start to date, you also have the main job of not
letting go. You will continue to have responsibilities as she grows
older, and so you have to be intimately involved in her life. You
must make sure that no unintended pregnancy takes place. You
will also have to teach her how to exercise self-control and un-
derstand when it is appropriate to be physically intimate and
when it is not. They may decide they want to marry and have
children, and that will certainly add complications.

While your child may never have what others may call a
“normal” life, you can help her to partake in as many of life’s joys
as possible, and if appropriate, falling in love and having sex
should be part of it. It will be difficult, but I believe that both you
and your daughter will find that the rewards justify overcoming
these difficulties. Talk to her doctor to find professional help if
you feel you need it.



different set of challenges. Alexander, Sipski, and Findley (1993) evaluated the sexual activ-
ities in a group of 38 SCI males with a median age of 26 years before and after their injury.
Among these subjects, the frequency of shared sexual behavior decreased after the injury,
with a significant reduction in the frequency of sexual intercourse and a greater interest in
avenues of non-intercourse sexual pleasuring. Even among the tetraplegic subjects in this
sample, 38% reported having orgasms and ejaculating. In most cases, sexual desire was sig-
nificantly diminished after the injury.

In studying a group of 50 men with SCI (average age of 50), Phelps et al. (2001) found
three strong predictors of sexual satisfaction in this sample: perceived ability to please their
partners sexually, overall quality of the relationship, and maintained feelings of sexual desire.
These variables were better predictors of sexual satisfaction than erectile ability, degree of
genital sensation, and capacity for orgasm. Apparently, relationship factors may be more im-
portant than physical factors in maintaining a pattern of physical intimacy in a relationship
among SCI men.

Problems in sexual responsiveness are not easy to diagnose promptly and accurately in
SCI men, however. Courtois, Charvier, Leriche, and Raymond (1993) emphasize that sexual
advice is often given to SCI men without a full clinical understanding of exactly how much
sexual responsiveness remains after spinal cord injuries. These researchers recommend a full
physiological assessment before any medical recommendations or interventions are begun.
Their research reveals that 100% of men with high spinal cord injuries and 90% of those with
damage lower in the spinal cord are still able to have an erection elicited reflexively by geni-
tal stimulation. Almost all the men in their sample were able to ejaculate. These writers be-
lieve that because SCI men almost always underestimate their sexual responsiveness, labora-
tory testing procedures may be helpful in encouraging some men to explore a variety of erotic
activities with their partners and find out that, in fact, they may still enjoy a notable degree
of sexual responsiveness. In another study, White, Rintala, Hart, Young, and Fuhrer (1992)
asked a group of 79 SCI men about their most pressing sexual concerns. The men in their
sample reported three specific issues of particular importance: exploring new ways of enjoy-
ing sex, finding a way to help their partner adjust to their diminished sexual responsiveness,
and exploring different ways to have children. Although vacuum erection devices are not
chosen by all men with spinal cord injuries, they are an effective, inexpensive, and reliable
way to attain erections in SCI men (Denil, Ohl, & Smythe, 1996).

Since Viagra has been introduced, it has been shown effective in the treatment of erectile
dysfunction with different causes. One recent review of the literature (Derry et al., 2002) in-
dicates that this drug has been reported to be up to 94% effective in the treatment of erectile
dysfunction in SCI men, with up to 72% of attempts at intercourse being successful. In five
of the six studies summarized in this review, “significant improvement” in these men was re-
ported. Overall, Viagra was well tolerated by these men.

We have focused on the person with the spinal cord injury, but the partner’s sexual expe-
rience is important also. Kreuter, Sullivan, and Siosteen (1994) administered a questionnaire
to 49 partners of SCI patients in Sweden, 39 women and 10 men. In all, 84% of these part-
ners reported that their overall relationship was satisfactory, and 50% of these couples had
sex (which may or may not have involved intercourse) at least once a week. Over half of these
subjects were satisfied with their frequency of sexual interaction, while one-third reported
that they would like to have sexual relations more frequently. Almost half of these subjects
were very clear in noting that their current sexual activity was as enjoyable as it was before
the injury. While these injuries can be devastating to some people and their relationships, in-
formed, motivated, and creative individuals continue to explore new sexual activities and
find them highly rewarding.

Traumatic Brain Injury
Automobile accidents, sports injuries, falls, and interpersonal violence are the most common
causes of traumatic brain injury (TBI). It has been estimated that 2 million Americans are liv-
ing with TBI; twice as many men as women sustain such injuries with most being between
15 and 25 years of age. In recent years, interest in the sexual functioning of TBI individuals
has grown, as most live for many years both within and outside of a variety of rehabilitation
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medicine facilities. The impact of brain injury, of course, depends on the extent and location
of the damage. A variety of psychosocial, cognitive, and sensory-motor variables affect the
sexual functioning of those affected by TBI. Especially in cases of frontal lobe damage (see
Chapter 7 for an illustration of the human brain), individuals have sudden shifts in mood as
well as rapid changes in the experience of basic drives, including sexual self control. It is
common for these individuals to persistently deny the seriousness of their neurological and
psychological deficits for many years after the injury that caused them. In addition to a lack
of sexual self-control, many affected by TBI show decreased libido, erectile dysfunction, de-
creased frequency of intercourse (when married or partnered), and decreased ability to expe-
rience orgasm (Dombrowski et al., 2000; Eliott et al., 1996).

Coping With Traumatic Brain Injury in the Psychosocial Setting In many
cases, patients with TBI manifest poor sexual impulse control and inappropriate sexual be-
haviors (Eliott & Biever, 1996). One case study cited in Dombrowski et al. described a 36-
year-old woman who was in an automobile accident when she was 17 years old. On several
occasions she tried to perform oral sex on her roommates in the kitchen of the house they
shared. She was aggressively flirtatious with men and consistently allowed them to enter her
bedroom. An analysis of eight TBI patients (Miller et al., 1986) described four individuals
who were consistently hypersexual and four others who apparently changed their gender
preference after their injury.

Descriptive research analyzing over 50 TBI patients indicated that those with more recent
head injuries reported higher levels of sexual arousal than those with older injuries (Sandel
et al., 1996). Better sexual adjustment was seen in those patients healthy enough to enjoy
physical independence (Kreuter et al., 1998).

For TBI patients, family educational meetings and individual and group counseling are
especially important to recognize and modify inappropriate sexual behaviors. In some in-
stances, the use of medications may be required to suppress these behaviors or to assist with
sexual dysfunctions.

Cerebral Palsy
Brain injury at or around the time of birth often causes a condition called cerebral palsy.
“Cerebral” refers to the brain, and “palsy” refers to a lack of motor control. This condition is
not inherited, contagious, or fatal. It is not a progressive, degenerative disease; it does not get
worse, but it also does not improve. The United Cerebral Palsy Association, Inc. has esti-
mated that roughly 3,000 infants are affected by this disorder each year, and that between
500,000 and 700,000 Americans have cerebral palsy. As these individuals approach adoles-
cence and young adulthood, many begin to explore sexual behavior. Continued sexual ex-
pression is their right, despite personal and societal obstacles.

Physical Effects and Manifestations The more extensive the brain damage, the more
marked are problems of muscular control. In some cases, cerebral palsy may involve varying
degrees of mental retardation. Anything that blocks or interrupts the supply of oxygen reach-
ing the baby’s brain before, during, or after birth can cause some degree of cerebral palsy.
Fragile brain blood vessels that leak or break before, during, or after birth may also cause
cerebral palsy. Infants born prematurely or very prematurely have an increased risk of devel-
oping disorders of movement, including cerebral palsy.

Coping With Cerebral Palsy in the Psychosocial Setting Children and adoles-
cents with cerebral palsy need sex education programs tailored for their impaired motor abil-
ity and perhaps some degree of mental retardation. Issues such as birth control, menstrua-
tion, masturbation, and sexual intercourse must be introduced in a way that is clear and
understandable and easily remembered (Ziff, 1981). Masturbation requires some degree of
manual coordination, which may be an obstacle for individuals with cerebral palsy. Often par-
ents are highly protective of a child or teenager with cerebral palsy, yet encouraging self-
reliance in a climate of trust and love is extremely important for developing independence.
An issue of special importance is the parents’ preparing a daughter for her first pelvic exam-
ination and for what the doctor will do while she is being examined. Contraception can be
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especially problematic with impaired motor ability, although
taking oral contraceptives generally poses no real obstacles
except remembering to take them. 

Adults with cerebral palsy may need assistance from
trusted others in positioning themselves to enjoy sexual
sharing or intercourse. In addition to possible intellectual
and motor disabilities, many people with cerebral palsy have
impaired verbal communication and are not easily under-
stood. They may not easily describe their sexual intentions,
desires, or dislikes. Specialists in rehabilitation medicine are
an essential resource in this process. Facilitating sexual ex-
pression among those with cerebral palsy is a multidiscipli-
nary challenge, involving the guidance of physicians, physi-
cal therapists, and perhaps sex counselors and therapists as
well (Fig. 16-15).

Multiple Sclerosis
Multiple sclerosis (MS) is a disease of the nervous system
with a highly unpredictable progression. It is incurable, de-
bilitating, and progressive. Approximately 300,000 people
have MS in North America, with most people developing the
disease between the ages of 21 and 40. For unknown reasons
more women than men are affected. Genetic factors may be
involved in MS. This disease has active and inactive periods:
symptoms may be especially severe at some times and then
may diminish significantly for long intervals.

Physical Effects and Manifestations The symptoms
of MS are many and diverse. Not everyone with MS has all or
even most symptoms. The most common are muscular weak-
ness and spasticity, problems keeping one’s balance and
walking, tremor, visual difficulties, bladder and/or bowel problems, depression, pain, and im-
paired temperature sensitivity. Symptoms may come and go unpredictably. Many men with
MS experience sexual dysfunctions, and until recently the precise cause of this disorder has
not been fully understood. However, Yang et al. (2001) have reported significant disruption
of genital sensory pathways in men with this disease. Apparently, sensory messages from the
penis are disrupted in their path to the spinal cord and from there to the brain. Perceptual
and motor skills are both affected. There is no single diagnostic test for MS, and a definitive
diagnosis can take months or even years.

Coping With Multiple Sclerosis in the Psychosocial Setting Barak, Achiron,
Elizur, Gabbay, Noy, and Sarova-Pinhas (1996) studied 41 individuals with MS, 32 women
and 9 men. Of these, 16 women and 5 men reported problems with lowered sex drive, im-
potence, problems with sexual arousal, anorgasmia, or premature ejaculation. About one-
fourth of this sample noted a significant loss of libido, and about 20% noted problems with
arousal. Generally the women described their symptoms as more severe than the men. An-
other study (Dupont, 1996) confirmed that women and men with MS reported that their sex-
ual intimacy was powerfully affected by their disease. About one-third of the 72 women and
44 men in Dupont’s study noted serious relationship problems connected with their disabil-
ity, with women generally being somewhat more dissatisfied with their sexual activities. Fi-
nally, Stenager, Stenager, and Jensen (1995) studied a group of 27 women and 22 men with
MS and found that sexual dysfunctions increased significantly through a 5-year period, with
both sexes being equally affected.

Just as with cerebral palsy, motor deficits and communication difficulties can contribute
significantly to sexual problems among women and men with MS. Although cerebral palsy
doesn’t get worse, there is no way to predict whether or when MS will cause a decline in mo-
tor or perceptual functioning.
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Alzheimer’s Disease
The term dementia refers to diminished intellectual functioning and behavioral deficits as-
sociated with degenerative brain disorders that sometimes accompany aging. The most com-
mon kind of dementia is Alzheimer’s disease, which is accompanied by specific, microscopic
changes in brain tissue. Alzheimer’s disease is found in about 10% of people over the age of
65, and almost 50% of those over the age of 85. It appears in individuals as young as their
40s in 10% of cases. Generally, the earlier the onset, the more rapidly the disease progresses.
Because many people remain sexual beings until the end of their lives, this disorder can pro-
foundly affect a person’s sexual expression.

Physical Effects and Manifestations The microscopic changes in brain tissue are pro-
gressive and irreversible. These degenerative alterations in the brain cause dramatic behav-
ioral, cognitive, and emotional changes in the person as the disease advances. In its earliest
stages, Alzheimer’s disease is characterized by problems in concentration, irritability, and
short-term memory loss. There is no way to predict how rapidly this disease will progress,
but as it does, people begin to neglect their appearance and personal hygiene and may behave
impulsively. In its more severe manifestations, people begin to engage in involuntary move-
ments and may have convulsions; they may engage in acts of unprovoked physical aggression
and have delusions and hallucinations. Eventually, language functions are profoundly af-
fected. People over the age of 65 who are diagnosed with Alzheimer’s disease usually die
within five years. In a sense, Alzheimer’s disease robs individuals of their personality; they
eventually lack appropriate cognitive and emotional capacities and may lose the ability to ini-
tiate all voluntary movements. These individuals become totally dependent on others for all
of their needs.

Coping With Alzheimer’s Disease in the Psychosocial Setting This disease dra-
matically affects the marital relationship, which in many cases still involves regular sexual ac-
tivity. Wright (1991) found that 27% of the 29 couples in this sample continued to remain
sexually active (although not at the more advanced stages of the disease), and found a very
high level of sexual expression in 14% of the couples in which the male was afflicted with the
disease. This presented a problem for most of the female spouses, who reported that they had
tried to adjust to their husband’s changed behavior while still trying to exercise some per-
sonal control. Unfortunately, their husbands no longer had a clear understanding of their be-
havior or their interactions with their wives. Some caregivers continue to have intercourse
with their spouses and report that they are satisfied with their sexual relationship, yet some
reveal that they are dissatisfied with the absence of any sexual sharing at all (Ballard, Solis,
Gahir, Cullen, George, Oyebode, & Wilcock, 1997).

In a study carried out in France, 135 individuals with Alzheimer’s disease were evaluated
in terms of their continued sexual activity. The spouses of these patients filled out a ques-
tionnaire about their relationship. Seventy percent of the spouses reported that they had be-
come unconcerned with continuing the sexual aspect of their relationship, yet half of these
partners acknowledged that they had made lifestyle changes to meet their spouses’ sexual
needs (Derouesne, Guigot, Chermat, Winchester, & Lacomblez, 1996). Inappropriate sexual
advances or touching are not common among people with Alzheimer’s disease, but when they
occur they are extremely upsetting to family members and health care practitioners (Davies,
Zeiss, & Tinklenberg, 1992). With more people living into older age, the number of cases of
Alzheimer’s disease will increase, and more research will explore the impact of this terrible
affliction on sexual functioning.

Mental Retardation

The subject of mental retardation is large and complex, and consideration of all the causes
and manifestations of this large family of disorders is beyond the scope of this book. We will
only describe some of the behaviors and thought processes associated with mental retarda-
tion and will explore the importance of sexuality in mentally retarded individuals, their in-
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Dementia Diminished intel-
lectual functioning and behav-
ioral deficits associated with
degenerative diseases of the
brain. The most common kind
of dementia is Alzheimer’s
disease.

Mental retardation Be-
low average intellectual func-
tioning and problems in func-
tioning adaptively to one’s
environment.



terpersonal behavior patterns, and their legal rights regarding fertility, contraception, and
protection from exploitation.

The most obvious characteristic of mental retardation is below-average intelligence as
measured by various psychological tests. Additionally, mentally retarded individuals do not
adapt quickly and appropriately to the normal demands of an ever-changing environment.
There are many degrees of mental retardation. The Diagnostic and Statistical Manual of Men-
tal Disorders (4th edition, 1994) describes the attributes of mild, moderate, severe, and pro-
found mental retardation. Mental retardation is usually obvious before the age of 18, and the
different degrees of mental retardation involve an increasing inability in various areas of life:
caring for oneself, verbal communication, social and interpersonal skills, the ability to take
advantage of community resources, the capacity for self-direction, and the ability to work,
participate in leisure activities, engage in health-enhancing behaviors, and remain safe from
harm or threats of harm (p. 39). Mentally retarded individuals often have trouble expressing
affection and their sexual feelings, responding to affectionate and sexual gestures of others,
and anticipating the consequences of sexual behaviors.

Individuals with mild mental retardation do not typically require institutionalization, nor
in most cases do those with moderate mental retardation. However, in severe or profound
mental retardation, both the individual and the community often benefit by the individual
being placed in a group home or under the close, constant supervision of their families. In its
most profound forms, specialized nursing care in closely supervised institutional settings is
usually necessary. Most mentally retarded individuals enjoy the pleasures of masturbation
and also desire to share physical intimacy with others. Health care professionals face many
challenges as they try to acknowledge the independence and personhood of the mentally re-
tarded and to teach basic skills in impulse control and delay of gratification.

Social and Educational Issues and Sexuality
People with mental disabilities may encounter problems
forming intimate relationships (Bhui & Puffett, 1994). Over
the past three decades, professionals have sought to create as
“normal” a life as possible for those with mental disabilities
and to assimilate these individuals as fully as possible in the
mainstream of society. With mild or even some moderate
forms of mental retardation, marriage is feasible and mutu-
ally rewarding to both people (Fig. 16-16); however, it is es-
sential to meet the challenges of providing accurate, under-
standable information about birth control and the significant
stresses of parenthood. Bhui and Puffett (1994) note that
many mentally retarded adults do not have a realistic under-
standing of their personal rights, cannot tell the difference
between expressions of affection and exploitation, and do
not understand the importance of avoiding risky situations
in which they can be manipulated into doing things they do
not understand, want, or like (p. 462).

Specialists in developmental disabilities have created pro-
grams to help mentally retarded individuals develop their
skills in heterosexual interactions and practice dating behav-
iors. Valenti-Hein, Yarnold, and Mueser (1994) developed a
12-session Dating Skills Program that they offered to mildly
or moderately retarded adults between the ages of 18 and 50,
none of whom had perceptual or communication problems.
They evaluated these adults’ social skills, sexual knowledge,
and social anxiety before the program began, again after the
subjects finished all 12 sessions, and once more 8 weeks
later. Compared with subjects in the control group who did
not participate in the program, these subjects had improved
social skills and knowledge of sexual issues; however, their
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FIGURE 16-16 Those with
physical and mental disabili-
ties often require social guid-
ance and support in establish-
ing relationships. Sexual
health and wellness, as well
as contraceptive issues, are all
important to these populations
and must be presented in lu-
cid, understandable ways.



social anxiety did not change as a result of having participated in this program. Those who
completed the program increased the frequency with which they had interactions with mem-
bers of the other sex and decreased the number of same-sex interactions.

Social and behavioral researchers have known for decades that mentally retarded adoles-
cents masturbate just like those of normal intelligence but tend to engage in homosexual ex-
ploration very often (Simonds, 1980). Parents of these youngsters are typically quite anxious
about their child’s developing heterosexual interests also. Simmonds emphasizes that these
adolescents may be highly susceptible to inappropriate sexual advances, may use poor judg-
ment in responding to these overtures, and may fail to fully understand the outcomes of their
actions. Because the parents of mentally retarded adolescents may be very upset about these
matters, youngsters may get the idea that all sex is “bad” and that they are “bad” for having
sexual interests and feelings.

Varying degrees of mental retardation accompany Down syndrome, a congenital, genetic
abnormality that also results in a characteristic facial appearance, shortened height, and other
distinguishing physical characteristics. Despite a somewhat shorter life expectancy, most in-
dividuals with Down syndrome grow into adulthood. Sexual expression among these
teenagers has been a concern for their parents and caretakers, as well as health care profes-
sionals for many decades. Shepperdson (1995) pointed out an interesting facet of raising
youngsters with Down syndrome. Although many parents and caretakers proclaim the rights
of retarded individuals to explore their sexuality and eventually marry, they did not neces-
sarily believe this about their own mentally retarded child. Parents and caretakers of 78 chil-
dren with Down syndrome born in the 1960s and 1970s seldom supported the idea of their
child becoming a parent, and over half of them believed that in some cases sterilization might
be appropriate for their child. Still, most parents and caretakers believed that sex education
was important for their child, and that ideally such information would be offered in the
home, by professionals, or both. While these youngsters knew something about pregnancy
and childbirth, few were fully aware of sexual intercourse or its practical, physical aspects.

Reproductive and Contraceptive Considerations
American courts have ruled that individuals with any one of various different psychologi-
cal problems should be treated in the “least restrictive” environment in keeping with their
condition, level of development, and the seriousness of their symptoms. Often this means
finding ways to shelter and maintain these individuals within the communities in which
they live. For this reason, several sexual issues are basic to their safe and productive func-
tioning in these settings. Elkins, Kope, Ghaziuddin, Sorg, and Quint (1997) developed a
program at the University of Michigan Medical Center for mentally retarded individuals.
Their aim was to prepare their patients for safe, independent living in noninstitutional set-
tings. Over 100 patients ranging between 10 and 45 years of age were seen between 1986
and 1989. Of these patients, 52 were women and 51 were men. These patients were typi-
cally referred to the center because of sexually inappropriate behavior in their homes,
schools, or communities. Females were given complete gynecologic examinations, and all
subjects were given a psychosocial evaluation, psychiatric assessment, and group and/or in-
dividual counseling when needed. Many sexual issues were introduced in this program, in-
cluding sexual abuse, requests from clients or their parents and caregivers for sterilization,
sexual information, social development, questions about getting married, making decisions
about pregnancy, family problems, and abortion counseling. These researchers reported
that most of their subjects benefitted from their experience in the program, and only a sin-
gle unanticipated pregnancy occurred in the 4 years following the end of the program. Ap-
parently, programs like this one are highly beneficial when run by professionals who want
to work with mentally retarded people and who are trained thoroughly regarding the sex-
ual concerns of this population.

Because of intellectual deficits, communication difficulties, and the potential for ex-
ploitation, mentally retarded females, especially adolescents, must be evaluated for the need
for contraception and a choice made from suitable alternatives (Table 16-1). Chamberlain,
Rauh, Passer, McGrath, and Burket (1984) evaluated 69 patients between the ages of 11 and
23 years, representing all degrees of mental retardation except for profound deficits. Of the
41 subjects with mild retardation, half had had intercourse. Among those moderately re-
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tarded, 32% had had intercourse, and 9% of the severely re-
tarded group reported having intercourse. One-third of the
mildly retarded subjects reported that they had been raped or
sexually abused, and one-fourth of the moderately retarded
subjects reported similar occurrences. Slightly less than half
of the subjects reported using barrier methods of contracep-
tion at some time in their lives, preferring IUDs or Depo-
Provera injections. Many of the subjects who didn’t use con-
traception became pregnant. For this vulnerable population,
contraceptive counseling is extremely important. 

Legal Issues and Sexuality
The mentally ill have certain legal rights and protections
with respect to sexual expression, freedom from abuse and
exploitation, and independence in making personal repro-
ductive and contraceptive decisions. One of the more thor-
ough, balanced discussions of these considerations is that of
Abramson, Parker, and Weinberg (1988). These authors ad-
dressed the issues of the meaning of legal consent and men-
tal competency with respect to mentally retarded people.
They emphasize, as noted above, that mentally retarded per-
sons are not often given systematic sex education presented
in a way they can understand. They further address the
significance of mental “competency” with respect to sexual-
ity. Simply stated, to be mentally competent means that one 
is capable of coherently and meaningfully expressing oneself.
Legal “consent” to sexual activity assumes an intellectual
level sufficient to appreciate the act of sexual intercourse, its
nature, and some of its likely outcomes (Abramson, Parker,
& Weinberg,1988, p. 328).

All of these issues involve the psychosocial environment
in which the mentally retarded individual functions. For ex-
ample, it has been shown that when these individuals are liv-
ing in the community their sexual behavior is virtually iden-
tical to that seen in their peers, and that when these people
live in unusual environments, such as institutions, their sexual behavior is similarly unusual
(Gebhard, 1973). Abramson, Parker, and Weinberg write of the beneficial effects of sexual ac-
tivity on the quality of life of the mentally retarded: “sexual expression is significant to men-
tally retarded people (Edgerton, 1973; Hall, 1974, 1975; Hall & Morris, 1976). It is related
to their personal happiness and enhances the stability of their intimate affiliations” (p. 331).

Abramson, Parker, and Weinberg note that mentally retarded persons as a group tend not
to be effectively able to use birth control measures that require foresightful planning and
good manual dexterity for their use, such as a diaphragm. Contraception is especially critical
in this population because when they become pregnant or are implicated in a pregnancy, the
chances of having a mentally retarded child can be very high. Reed and Reed (1965) esti-
mated that when both parents are mentally retarded, there is a 40% chance of the child being
born mentally retarded. When one parent is afflicted, the chances are 15%, compared to 1%
in mentally normal parents. But the role of heredity is not always easy to establish. In mild
retardation, other family members are also often mentally retarded, but this is typically seen
among individuals who live in substandard housing, do not enjoy adequate nutrition, do not
receive important social and environmental stimulation, receive poor or little medical atten-
tion, and often receive little emotional nurturance as well. Therefore, in many instances
where mental retardation seems to run in families, an impoverished environment early in life
may also be an important factor (Hunt, 1995; Zigler, 1995).

Abramson, Parker, and Weinberg suggest that mentally retarded persons be offered the
same advantages as other disabled persons, in this case, sex education targeted to their level
of understanding. They, and we, believe that whenever legal or policy matters are designed to
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TABLE 16-1

Contraceptive Considerations for Women With
Mental Disabilitiesa

Barrier methods: Condoms, diaphragms, cervi-
cal caps, female condoms
used with or without spermi-
cidal agents

Requirements: Manual dexterity, high degree 
of personal motivation, un-
derstanding of mechanism of
action

Recommendation: Not widely recommended for 
women with mental
disabilities

Intrauterine devices: IUDs
Requirements: Sufficient dexterity to check 

placement, must be able to
promptly report abdominal
discomfort

Recommendation: Not widely recommended for 
women with mental
disabilities

Oral contraceptives: Birth control pills
Requirements: Patient’s ability to take 

regularly, dexterity in han-
dling packaging

Recommendation: Commonly prescribed in this 
population

aAfter Sulpizi, 1996.



restrict sexual expression among the mentally retarded, personal freedoms in their most ba-
sic sense are compromised.

Ames and Samowitz (1995) constructed standards that can be used to determine if a men-
tally retarded person is capable of giving sexual consent. These authors believe that there are
two separate categories for determining informed consent:

Category A: Determining the ability to give informed consent by examining knowledge, in-
telligence, and the ability to make a voluntary decision through verbal expression (p. 265).

This implies that the person knows what kind of sexual act is anticipated or being con-
sidered and can make a personal, informed decision as to whether he or she wants to en-
gage in that behavior. It also implies that the person understands that some sexual behav-
iors are illegal and could result in harsh, punishing outcomes. Category A also implies that
the person understands the means by which conception can be prevented and that dis-
eases can be transmitted through sexual contact. This individual also demonstrates that he
or she understands that “time and place” are very important issues for engaging in sexual
behaviors. Finally, the person reveals an understanding that some sexual situations can be
exploitative and that the person can act foresightfully to remove him- or herself from such
situations. As noted above, verbal expression is basic to the issues included in Category A.

Category B: Determining the ability to give informed consent by communicating through
responsible interpersonal behavior.

Category B involves somewhat different criteria. Both parties must be acting voluntarily
and must be protected from being harmed. Both parties should be free from any coercion
and abuse. Both parties have the freedom and ability to discontinue participation in sex-
ual acts. And both parties should demonstrate that they can choose socially appropriate
times and places for sexual behavior. Some mentally retarded individuals are not capable
of communicating with enough clarity to meet all the requirements in Category A. Because
of this, Category B offers families and professionals guidance for evaluating interactions in
which clear communication is in some way lacking.

Sexual Expression Among the Visually and Hearing
Impaired

The earlier discussion of mental “competency” focused on individuals’ ability to communi-
cate and express themselves. Competency involves persons’ awareness of their immediate en-
vironment and their ability to plan and act in ways that reveal their knowledge of who and
what is happening around them. As competency is often affected by mental retardation, so
too people who are visually and/or hearing impaired also have a potentially diminished ca-
pacity to be aware of what is happening in their immediate surroundings and to express
themselves and behave accordingly. The mentally retarded and visually and hearing impaired
are not challenged in the same ways or to the same degree in their ability to attend to their
surroundings or to express themselves. Despite the fact that sexual expression is such a ba-
sic aspect of our humanity, little research has been done concerning visual and hearing im-
pairments and sexuality. Even though a person may not be able to see or hear, he or she ob-
viously still has rights to free association and freedom from exploitation. Effective sexual
communication can most certainly take place in the absence of visual and/or auditory cues.

Gillman and Gordon (1973) noted that sexual learning and feeling often involve looking
at others and being looked at in return. Visual cues are basic to most people’s thoughts and
feelings about sex. What might then be the impact of blindness on the development of gen-
der identity and later on how one learns and uses sexual information? Some people, blind
from birth, are congenitally blind, whereas others lose their vision after varying amounts of
time. These people are referred to as adventitiously blind. Interestingly, and importantly, chil-
dren who are blind from birth develop gender roles in the same way as sighted children. The
same kind of sex-role typing in play activities, choice of toys, and imaginary heroes occurs
among both congenitally blind and sighted children.
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As sexuality emerges during adolescence, the more intelligent visually impaired teenager
shows virtually no signs of unusual sexual behavior and is quite capable of grasping basic in-
formation about sexual anatomy and physiology. Still, many act in a shy, uncertain way as
they begin to explore intimate contact during these years. Those who lose their vision later
in life often have psychological reactions to this enormous loss and the lifestyle adjustments
it demands. Depression is common in these circumstances and often plays a role in sexual re-
pression and, in some cases, impotence. Those who have successfully adapted to their dis-
ability seem able to enjoy an entirely normal sexual repertoire and normal physical respon-
siveness. Remember that our sense of touch might be the most important sense for fully
enjoying sexual activity.

As the visually impaired are challenged by a diminished ability to gain information from
their environment, the hearing impaired are too. Relatively little has been written about the
impact of deafness on sexuality. One interesting research report emphasizes the disadvantages
faced by this population and the need for sex education targeted to this group of people.
Joseph, Sawyer, and Desmond (1995) presented questionnaires to 134 deaf and hard of hear-
ing college students that were designed to assess the person’s understanding of susceptibility
to STDs and risks of unanticipated pregnancy, sexual activities, methods of birth control, per-
sonal reproductive health behaviors, sexual health information, and other personal charac-
teristics. Most of the respondents were women (72%). About three-fourths of the subjects
were Caucasian. The results of the survey were somewhat disturbing. Generally these sub-
jects were not well informed about their sexual health or sexual issues. Only one-third re-
ported using a condom in their most recent sexual experience. The most commonly reported
method of contraception was withdrawal, with only 17% of the subjects using oral contra-
ceptives. About one-third of the women in this sample said that they had experienced forced
sex. Overall, these subjects did not have a good knowledge base about a wide variety of sex-
ual issues, particularly those concerning fertility, HIV/AIDS, safe sex, and contraceptive is-
sues. Whether these responses reflected a lack of sex education in general or a lack of the type
of sex education readily understood by deaf people is not clear in this study. What did emerge
from this study, however, was the fact that, like their sighted and hearing counterparts, these
subjects relied primarily on their peers for information about sex. Research has yet to demon-
strate what kind of sex education would be most appropriate for these groups of individuals.

In Sickness and in Health

We all get older, more frequently become ill, and eventually die. Yet we are sexual beings from
birth to death, as well as in sickness and in health. A person’s sexual value system is based on
many diverse issues and influences that have an erotic meaning for that person, and a per-
son’s sexual value system doesn’t necessarily change because he or she gets sick or develops
a chronic or degenerative disease. Continued enjoyment in shared sexual intimacy is the rule,
not the exception, for those with chronic illnesses and disabilities. This chapter has sought
to validate and legitimate the importance of sexual expression among people who are sick.
Most of us will experience old age, and part of getting older involves increased vulnerability
to disease and diminished physical health.

A person’s inner strength, honesty, spontaneity, and authenticity may be of primary im-
portance for sexual attractiveness among those who are ill and/or disabled. Relationships that
are characterized by trust, sharing, and good communication typically involve a pattern of
lifelong sexual activity, even when one or both partners becomes ill or disabled. All the dis-
cussion of good communication in earlier chapters is directly relevant to continued sexual
behavior among people who are not in very good health or who may not have long to live.
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Conclusion

Illness and disabilities may or may not be related to how we live and
our lifestyle choices. Certainly, many of our day-to-day decisions
concerning diet, exercise, and stress affect our predisposition to dis-
ease and disability. However, most of the health problems addressed

in this chapter occur through no fault of the person afflicted. Many peo-
ple have done nothing to become sick, infirm, paralyzed, or retarded.

The next chapter will discuss sexually transmitted diseases
and AIDS, and a person’s lifestyle and daily decisions do play an



enormous part in that individual’s vulnerability to these disorders.
This chapter emphasizes how people react to different health
problems, but the emphasis of the next chapter is more proactive,

focusing on lifestyle decisions that can minimize a person’s
chances of contracting an STD or AIDS. Knowing a lot about STDs
is one of the best ways to avoid getting one.
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Learning Activities

1. List and discuss common stereotypes about the ill and disabled
and their continued expression of sexual feelings. What common
social and cultural biases perpetuate these prejudiced beliefs?

2. When one member of a couple is ill or disabled and their desire
for intimacy is affected, is this something they should be able to
work out on their own, or do you think some type of counseling
might be helpful?

3. Contraceptive education should be taught at a level appropriate
to an individual’s intellectual abilities. In the case of mental retar-

dation among young adults and adults, how do you feel about
each of the following statements?

a. Taking oral contraceptives should be a part of the female’s
daily hygiene routine if this choice is thought best for her by
her parents or guardians.

b. Norplant should be administered to mentally retarded fe-
males at the request of their parents in consultation with a
physician. Alternatively, Depo-Provera injections can be used.

c. Males should be offered explicit information and guidance in
the use of condoms, as well as be taught how and where to
obtain them.

Key Concepts

• When people become ill or disabled, we often think of them in
terms of the sick role, with attributions of passivity, lack of inter-
est, slow movement, and an inability to take any enjoyment in life. 

• Anticipatory guidance involves helping sick or disabled persons
to learn about their condition and what is likely to happen to them
in the future. 

• How we view and evaluate our physical selves is called our body
image. Illness and disability have a powerful negative impact on
our body image. 

• Not all illnesses are treated promptly and aggressively. Watchful
waiting involves monitoring the disease closely until the most ef-
fective intervention is appropriate. 

• Everyone has a personal erotic map based on his or her own
unique sexual experiences. Knowing a person’s erotic map helps
professionals assist that person to continue sexual activity when
he or she is sick or disabled. 

• Positive illusions are strategies people employ to see the world
as safer than it really is. In a very real sense we “lie” to ourselves
about our vulnerabilities and inadequacies and the risks we run
daily. 

• Common illnesses and disabilities affect a person’s sexual func-
tioning and inclination to enjoy physical intimacy with a partner.

Still, for ill and disabled individuals, sexual expression often re-
mains an important personal priority. Some of these ailments and
disabilities include:

Cerebrovascular accidents or “strokes”

Hemiparesis

Cancer

Kidney disease and dialysis treatments

Osteoarthritis and rheumatoid arthritis

Ostomy surgery

Spinal cord injuries involving paraplegia or tetraplegia

Cerebral palsy

Multiple sclerosis

Dementia, including Alzheimer’s disease

Mental retardation

• One’s sexual self-schema is one’s thoughts about various aspects
of one’s sexuality and the variables (e.g., physical attractiveness)
that contribute to it. 

• People are mentally competent when they can coherently and
meaningfully express themselves. Someone who is not mentally
competent is entitled to a variety of legal protections from abuse
and/or exploitation.
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Sexually Transmitted
Diseases and AIDS

Sexually Transmitted
Diseases and AIDS

OBJECTIVES

When you finish reading

and reviewing this chapter,

you should be able to:

� Recognize that STDs are epidemic in this country as well as in
other countries throughout the world and that the best way to
reduce the prevalence of these is through effective preventive
measures.

� Discuss why many people who have STDs are asymptomatic
and explain why delay in treatment is generally more harmful
for women than for men.

� Describe how a person can minimize or eliminate his or her
chances of contracting STDs.

� Discuss how HIV is diagnosed through blood tests and the
appearance of clinical signs. Define “seropositive.”

� Explain why HIV has a disproportionately adverse effect on
women, children, and minorities.

� Describe the transmission and clinical manifestations of each
of the following STDs:
� genital herpes
� human papilloma virus
� hepatitis
� chlamydia
� gonorrhea
� syphilis
� chancroid
� cytomegalovirus
� molluscum contagiosum

� Explain the challenges of developing treatments for viral and
bacterial STDs, and describe why some of these become
resistant over time to the drugs used to treat them.

� Explain what you should do if you think you have an STD.
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T his chapter examines common negative consequences of shared physical intimacy: sexu-
ally transmitted diseases, or STDs, often now also referred to as STIs, or sexually trans-

mitted infections. The older term “venereal diseases” is seldom used any more. We will also dis-
cuss AIDS in this chapter. Although AIDS can be transmitted also by nonsexual means (such as
intravenous drug use), most often this STD is transmitted by sexual means. The viruses and
bacteria that cause STDs are amazingly resilient and have been able to survive despite the best
efforts of medicine and public health campaigns. Many STDs seem to have become increasingly
resistant to the drugs used to treat them. Charles Darwin taught us that a “successful” organ-
ism can successfully adapt to changing environments and live long enough to reproduce. This
is no less true of the viruses and bacteria that cause STDs than of human beings.

Although this chapter discusses many different STDs and their unpleasant symptoms and
consequences, the main focus is prevention. Everyone must be individually motivated to take
personal responsibility for their own intimate behaviors and to engage in intelligent sexual
decision making. We want readers to be informed about these diseases and to feel confident
when facing less-than-safe sexual opportunities. If ever the expression “knowledge is power”
were true, this is certainly so with the material in this chapter.

The last chapter closed with the reminder that many illnesses and disabilities occur for
no apparent reason and that no one is at “fault.” In contrast, STDs do involve a significant el-
ement of ignorance, carelessness, magical thinking about one’s invulnerability, and negli-
gence. Our thinking and behavior are directly responsible for our getting or avoiding STDs. By
definition, a sexually transmitted disease is any disease transmitted from one person to an-
other through sexual contact, which also includes oral-genital contact, anal intercourse, and
oral-anal contact, and other unusual sexual behaviors. Not all STDs will be discussed in this
chapter, as more than 30 have been identified, but the most common ones will be: AIDS, gen-
ital herpes, human papilloma virus, hepatitis, chlamydia, gonorrhea, syphilis, nongonococ-
cal urethritis, some skin parasites, chancroid, cytomegalovirus, and molluscum contagiosum.
These are the ones you and those you know are most likely to be exposed to. Many different
kinds of organisms cause STDs: viruses, bacteria, single-celled animals, parasitic crustaceans,
and even fungi. Chapter 5 discussed a number of infections that affect the sexual and repro-
ductive anatomy of both women and men, and some of these can be transmitted through sex-
ual contact as well. This chapter discusses only those diseases that are transmitted exclusively
or primarily through sexual contact.

STDs are very prevalent; in fact, they are among the most prevalent communicable dis-
eases. The term epidemic refers to a very high number of cases of a disease in a specific
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From Dr. Ruth Westheimer

W hen I began my radio program in 1980, AIDS was not an
issue. I spoke often of avoiding sexually transmitted dis-

eases, but the consequences of those diseases then were not as
deadly, at least not if treated in a timely fashion. Obviously the
urgency of this message has increased greatly since those days.

That said, I also know that scare tactics don’t work, even now
with the growing prevalence of AIDS. During World War II, sol-
diers were told to stay away from prostitutes, and to enforce this
message, they were shown films full of horrible images of the
symptoms of STDs. Did those films work? Perhaps some men
were scared away, but a great many took advantage of any op-
portunity for sex without worrying about the consequences.
These men perhaps had the excuse of being in the heat of bat-
tle, but I know that in the heat of passion, two people are also
likely to put aside their fears and have unprotected sex rather
than listen to reason. That’s why the most important time to pro-
tect yourself from STDs is before you are in the arms of your
partner. Make sure a condom is available, or communicate your

wishes not to have sex until the relationship has further devel-
oped and you both know more about each other, perhaps in-
cluding the results of specific tests.

You won’t catch me using the phrase “safe sex.” I only say
“safer sex,” because there are always some risks.  But just be-
cause there are no 100% guarantees in life doesn’t mean that
you shouldn’t do whatever you can to limit the risks.

The five most dangerous words concerning STDs are “It can’t
happen to me.” While I want everyone to get as much enjoyment
from sex as possible, you must have a healthy respect for the
dangers out there. Even a relatively mild STD, one you don’t
even know you have, can lead to infertility. Of course, AIDS has
fatal consequences. The numbers of people infected with STDs
are in the millions in the United States. The fact is that unless you
are careful, not only can it happen to you, but it will happen. The
up side is that if you take precautions so you can have sex with-
out that little voice in the back of your mind constantly asking,
“Am I safe?” I promise you that you’ll enjoy sex a lot more.



population at any particular point in time, and many STDs are epidemic in many countries,
if not continents, throughout the world. In the United States, the Centers for Disease Con-
trol and Prevention and the National Institutes of Health have made every effort to inform
the American people about STDs of all types. While estimates of prevalence vary some-
what, everyone agrees this is a huge problem. By the end of 2002, more than 47 million peo-
ple throughout the world were HIV-positive or had AIDS. Approximately 16,000 people be-
come infected every day with HIV. By the year 2000, 400 million adults worldwide were
being diagnosed with a sexually transmitted disease every year. Of this number, 333 mil-
lion cases involved trichomoniasis, chlamydia, syphilis, and gonorrhea—all of which are
curable. This accounts for 11 out of every 100 adults in the world. The remaining cases in-
cluded incurable STDs, such as genital herpes, human papillomavirus, and HIV. The num-
ber of individuals diagnosed with STDs (excluding AIDS) in North America alone is 15 mil-
lion cases each year. In 2002 alone, over 783,000 new cases of chlamydia were reported in
the United States, along with 361,000 new cases of gonorrhea and 6,100 cases of primary
and secondary syphilis (SIECUS, 2003). When there are over one million new cases of
three types of STDs in our country in a single year, it’s obvious that this is an important
public health problem.

In 1996, the World Health Organization estimated that among people between the ages
of 15 and 49, there were 12.2 million cases of syphilis, 62.2 million cases of gonorrhea, and
89.1 million cases of chlamydia worldwide. The greatest number of new cases of non-AIDS
STDs was found in south and southeast Asia (45.6% increase), sub-Saharan Africa (19.7% in-
crease), and Latin America and the Caribbean (10.9% increase) (Gerbase, Rowley, & Mertens,
1998). Gerbase, Rowley, and Mertens (1998) noted that globally, the prevalence of STDs is
higher in cities than in rural areas, higher among the unmarried, and higher among adoles-
cents and young adults. They also noted that STDs generally occur at a younger age among
females than among males. World health experts note that the increase in STDs in any pop-
ulation depends on a number of variables, including the average number of partners infected,
the efficiency with which the virus or bacteria is transmitted from one person to another, the
frequency with which infected individuals change sexual partners, and the length of time a
person is infectious before they are treated.

One of the most powerful factors contributing to the prevalence of STDs is a lack of ade-
quate sex education and health information (Gerbase, Rowley, & Mertens, 1998). Current
data support the fact that adolescents and young adults who receive serious, systematic sex
education are far more likely to have positive attitudes about obtaining and using condoms
(O’Donnell, San Doval, Duran, & O’Donnell, 1995), although the subjects in this study only
reported their attitudes about using condoms, not their actual condom-using behavior. Ad-
ditionally, middle and high school students who watched video programs about HIV and
other STDs demonstrated that they understood that sex takes place as a result of personal,
willful decisions and doesn’t “just happen” and that even one sexual experience can involve
the transmission of HIV or another STD, and they had clear intentions to obtain and use con-
doms properly (Noell, Ary, & Duncan, 1997). As with much research in the social and be-
havioral sciences, follow-up studies are necessary to find out how enduring these behavioral
and attitudinal changes are.

Other issues also have an impact on the incidence of any particular STD in a society. For
example, because of the social stigma associated with seeking treatment for STDs, many peo-
ple delay and continue to spread the disease before they receive adequate medical care. Ad-
ditionally, in many parts of the world medical care is not easily available, a factor people in
the United States often have difficulty understanding. In addition, the fact that some STDs
have become resistant to certain antibiotics means that some people who are treated are not
being cured but continue to harbor the infection, perhaps without knowing it.

The Problem of STDs

Basic Facts About STDs
STDs are some of the most common communicable diseases in America. The National Insti-
tutes of Health has estimated that the cost of diagnosis, treatment, lost occupational produc-
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tivity, and lost wages amounts to about $10 billion each year. Following are some facts about
STDs compiled by the National Institutes of Health (June 1998 Fact Sheet).

� People of all educational, socioeconomic, religious, political, ethnic, and racial groups con-
tract STDs; no one is immune. Approximately two-thirds of all new cases of STDs are
found in individuals under the age of 25.

� The number of new cases of STDs increases each year. One of the reasons for this is that
people are more likely today to have multiple sex partners because they begin having sex
earlier in their teens and marry later, and therefore are more likely to date (and have sex
with) more individuals before they settle down. Additionally, more people are getting di-
vorced, which means that more people are dating other people again and having sex with
some of them.

� Many people who have contracted an STD have no symptoms and therefore may continue
to have sex with others (sometimes several others) and unknowingly transmit the disease
to them.

� The health consequences of STDs are generally worse for women than for men. Compli-
cations of STDs that are not treated or that are treated long after they have been contracted
often involve the uterus and fallopian tubes. This can result in infertility and increased
chances of an ectopic pregnancy. Additionally, some STDs are associated with an increased
risk of cervical cancer or other genital cancers. Finally, STDs can pass from an infected
woman to her embryo or fetus while she is pregnant.

� Delay in treating chlamydia and gonorrhea in men can also lead to infertility.
� When STDs are diagnosed and treated promptly, effective medical care can reduce the risk

of complications and in many cases completely eliminate the bacteria that caused it. Viral
STDs are far more difficult to treat, and in most cases the individual will carry the virus as
long as he or she lives. While viral STDs might not be curable, most are manageable, and
their symptoms can be minimized in most cases. Yet having STDs other than AIDS can in-
crease a person’s chances of contracting HIV.

History of STDs
For over 3,500 years it has been known that diseases can be transmitted sexually, although
the apparent relationship between sexual relations and the symptoms of STDs has not always
been clear. Michael Waugh’s comprehensive history of sexually transmitted diseases (1990)
provides the following information.

As early as 1550 B.C. ancient Egyptian papyrus scrolls described symptoms of what today
are recognized as vaginitis and infections affecting the vulva. These same documents also
note the presence of abnormal narrowing of the genitalia, presumably the urethra, of both
women and men, presumed to result from sexual activity. The ancient Egyptians provide a
clinical picture of pubic lice, but there are no clear records of syphilis in this ancient civi-
lization.  The Biblical Book of Leviticus, Chapter 15, makes specific reference to urethral dis-
charges that were thought to result from sexually transmitted infections. Although these
verses certainly describe what we today call urethritis, there is no way of knowing whether
this symptom was caused by gonorrhea or some other agent. Greek and Roman writers de-
scribed a condition that was most assuredly gonorrhea, as well as genital herpes and two
other lesser known STDs, chancroid and lymphogranuloma venereum. Anal warts, today
called human papillomavirus, were described as a consequence of anal intercourse. We can-
not be certain about historical descriptions of sexually related diseases because symptoms
alone are not enough to differentiate different diseases, which today require specific labora-
tory tests for a definite diagnosis.

Perhaps more so than other STDs, syphilis has been the subject of extensive historical re-
search and debate. Waugh notes that skeletal signs of the disease have been found in remains
that predate Columbus’s visit to the New World. Because these indications have not been dis-
covered in skeletal remains in Europe before 1493, some scientists speculate that some of
Columbus’s sailors contracted the disease in the Caribbean and spread it upon their return to
Europe. In fact, there was a serious epidemic of syphilis in Europe during that century. The
term “pandemic” describes the extremely high prevalence of this disease throughout Europe
at this time. A pandemic is more serious than an epidemic because it covers a very large area,
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such as a country, continent, or even the world. At first, the
relationship between sexual activity and the early symptoms
was not recognized, perhaps because these symptoms don’t
appear for about three weeks, which might have made it dif-
ficult to appreciate the connection between intercourse and
the appearance of the hard, round, red lesions that usually
signal syphilis in its earliest stage. In addition, syphilis is usu-
ally painless at this stage, so there may have been little dis-
comfort to notice. Jacques de Berthencourt first used the term
“venereal disease” in 1527, and that term was used until only
a few decades ago when “STD” replaced it. The word syphilis
did not appear in the English language until 1686 (Fig. 17-1).

During the Middle Ages, and well into the nineteenth
century, syphilis and gonorrhea were not recognized as dif-
ferent diseases. In the 1500s, most writers on the subject
viewed gonorrhea as an early symptom of syphilis; without
microscopes they could not discover that they were caused
by two different microorganisms. As early as 1564, the Ital-
ian anatomist, Gabriel Fallopius (after whom the fallopian
tubes are named), recommended using condoms to avoid
contracting STDs. The only condoms available then were
made of natural animal membranes or linen (see Fig. 11-2).
Sometime in the late 1500s or early 1600s the first treatment
for syphilis was being tried: the application of salves and oils
made primarily of mercury. This therapy would be used 
for another 300 years until the emergence of modern antibi-
otics.

The question of whether gonorrhea and syphilis were
two different diseases or different manifestations of the same
disease was debated in medical circles for many years to
come. In one of the most unusual medical experiments in
history, the British physician John Hunter attempted to prove
that gonorrhea and syphilis were the same disease. In 1767
he extracted the urethral discharge from one of his patients
who was suffering from gonorrhea and inoculated his own foreskin and glans with the infec-
tious pus. Unbeknownst to Hunter, the patient also had syphilis! Medical historians believe
that Hunter contracted syphilis as a result of his little experiment.

By the mid 1700s, most large cities in Europe had special hospitals for the diagnosis and
treatment of STDs, the most famous of which was the London Lock Hospital, founded by
the surgeon William Bromfield. Another important figure in the history of the study of
STDs was Philippe Ricord (1800-1889), who was the first person to demonstrate conclu-
sively, based on almost 700 cases, that gonorrhea and syphilis were two different diseases.
He was also the first person to recognize that syphilis progresses in three stages. By the
mid-1800s, mercury was gradually being replaced as the treatment of choice for syphilis 
by potassium iodide, which was effective in curing syphilis, particularly during its later
stages. Toward the end of the 19th century it became certain that untreated syphilis can af-
fect many of the body’s major organ systems, especially the cardiovascular and nervous
systems.

With the emergence of bacteriology, investigators could examine the bacteria that cause
gonorrhea and syphilis under the microscope and recognize that there are different microor-
ganisms giving rise to different diseases. Albert Neisser (1854-1916) (Fig. 17-2A) first de-
scribed the bacteria that cause gonorrhea in 1879. Soon afterwards, these bacteria were found
in the membranes surrounding the eyes of newborn babies whose mothers had active gonor-
rhea at the time of birth. This gave rise to the practice of placing silver nitrate eye drops into
the eyes of newborn babies to kill any of these bacteria that might be present. A number of
investigations between 1875 and 1913 finally isolated the specific bacterium that causes
syphilis, called Treponema pallidum.

Chapter 17 • Sexually Transmitted Diseases and AIDS 613

FIGURE 17-1 Many historical
documents report the wide
prevalence of syphilis, as well
as various approaches to the
care and treatment of this dis-
ease.



The early 20th century saw additional discoveries in the diagnosis and treatment of STDs.
In 1907, the German bacteriologist Paul Ehrlich (Fig. 17-2B) discovered a compound derived
from arsenic, a poison sometimes used as a weed-killer, that he called Salvarsan. This agent
proved to be far more effective than potassium iodide in the treatment of syphilis and became
a primary therapeutic weapon against this disease until penicillin became widely available.
Another ingenious approach to the treatment of syphilis was invented by Julius W. von
Jauregg (1857-1940) (Fig. 17-2C), who discovered that mild malaria could actually cure pa-
tients of advanced cases of this STD. Apparently he accidentally introduced a few drops of
blood from people with malaria into open skin lesions of syphilis patients and found that the
protozoa that cause malaria could actually cure people with syphilis. His results were pub-
lished in 1921, and this method remained a treatment of choice in dealing with advanced
syphilis among the mentally incapacitated until penicillin became available in the 1940s. von
Jauregg received the Nobel Prize in Medicine in 1928 for his discovery. The first reported suc-
cess in using penicillin to treat syphilis was published in 1943, and since that time it has been
a primary treatment of choice.

The history of STDs in the United States has also been interesting. The Continental Con-
gress decreed in 1778 that officers would be fined $10 and enlisted men $4 if they went to a
hospital seeking treatment for a venereal disease (Moore, 1947). In 1874, it was estimated
that 5% of the American population was infected with syphilis and that a woman would live
only about 5 years if she became a prostitute. At the onset of World War I, virtually all of the
combatant nations took steps to control STDs among their troops. Waugh (1990) noted that
at times up to 25% of British and French soldiers were incapacitated by STDs and could not
fight. When America entered the war in 1917 there were some 250 “venereal disease control
officers,” who helped lower the STD rates below those found in the military in peace time.
When World War II began, penicillin was not yet available, but a treatment of Koch’s
Salvarsan given intravenously over the course of 5 to 10 days had high rates of success cur-
ing syphilis. When penicillin did become available, however, there was a common miscon-
ception that it could cure all STDs. By the early 1970s, gonorrhea and syphilis were again epi-
demic in the United States. Sexual permissiveness had become more common, and oral
contraceptives contributed to fewer condoms being used correctly and consistently. The mi-
croorganisms that cause STDs had also become progressively resistant to traditional antibi-
otic therapies, leading to the development of newer and more powerful drugs.

The Scope of STDs and the Need for Prevention

On March 9, 1998, an article on the front page of the New York Times proclaimed, “U. S.
Awakens to Epidemic of Sexual Diseases” (Stolberg, 1998). To many people, headlines like
this seem a little strange as recently as 1998, but in fact, even into the mid-1990s, there was
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no effective national system for STD prevention. In 1996, the Institute of Medicine’s The Hid-
den Epidemic reported that the federal government spent approximately $230 million in 1995
to advertise the availability of diagnostic and treatment services for STDs, not including the
costs of similar services for AIDS. The actual cost of treating STDs was approximately $7.5
billion in that year alone. The figures are staggering: the number of non-AIDS STD cases re-
ported to the Centers for Disease Control and Prevention is about 80 times the number of
new cases of TB, HIV, and AIDS combined. Additionally, a person with chlamydia, gonorrhea,
syphilis, or genital herpes is two to five times more susceptible to contracting HIV. In light of
these data, President Clinton successfully encouraged Congress to appropriate an additional
$10 million for diagnostic and prevention services for STDs in 1999.

The Hidden Epidemic (1996) is a 448-page report that emphasized that there was virtually
no federally organized system for the diagnosis and treatment of STDs, even though these dis-
orders account for 5 of the 10 most common diseases reported to the CDC. The report noted
that the government spends only $1 on prevention for every $43 spent on treatment (though
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Research Highlight
Unethical Research With Horrible Long-Term Outcomes

R esearch Highlight sections throughout this book de-
scribe various investigations into aspects of human

sexuality. Until now all of these have been interesting or im-
portant research studies carried out with the approval of In-
stitutional Review Boards (IRBs) that assess research proj-
ects to protect the participants. Unfortunately, such
safeguards have not always been used in our country. In the
study described here there was a virtual absence of attention
to ethical principles, resulting in terrible consequences for
the participants.

The Tuskegee Syphilis Study was the longest nonthera-
peutic medical study in history. This study has likely con-
tributed to the skepticism of many African-Americans re-
garding the role of the Public Health Service in diagnosing
and treating AIDS in African-Americans today.

In 1928, the Julius Rosenwald Fund, a philanthropic or-
ganization in Chicago, approached the United States Public
Health Service with the intention of improving the health of
blacks living in the rural South. Significant monies were do-
nated, and thousands of individuals throughout the South
were examined and treated for a variety of ailments. Testing
for syphilis was a routine aspect of this screening. The preva-
lence of syphilis was discovered to be extremely high in sev-
eral areas, especially Macon County Alabama, where
30%–40% of African-American men tested positive for this
disease. At about this time, the Great Depression eliminated
the Rosenwald support for this project, and hundreds of
African-American men with diagnosed syphilis could not be-
gin the treatment phase of the project.

At this time, there were speculations that syphilis affected
different races differentially, but no experimental study of
this issue had been undertaken. Taliaferro Clark, MD, of the
Public Health Service decided in 1932 that these black men
diagnosed with syphilis should not be treated in order to
monitor the progress and impact of the disease over a signif-
icant period of time; some of the impact was planned to be
assessed at autopsy. Thus the “Public Health Study of Un-

treated Syphilis in the Male Negro” began. Here are some im-
portant facts about this project:

� Three hundred ninety-nine men with syphilis and 201
control subjects were studied from 1932 to 1972.

� No treatment was administered to the men with syphilis.
The role of sexual intercourse in the transmission of the
disease was not explained to these men, nor was the threat
of the disease to women, pregnant women, and the fetuses
they carried.

� The investigators hoped that their data would eventually
pressure Southern legislatures to improve health care serv-
ices for rural blacks.

� The infected men were excluded from military service
during World War II without an explanation.

� When penicillin became widely available to the general
public in 1951, it was withheld from the infected men.

Particularly noteworthy are the ways subjects were re-
cruited for participation in this horrible enterprise. Black
physicians, nurses, schoolteachers, and ministers all encour-
aged cooperation with the Public Health Service in addition
to the farm owners who employed the infected men. Essen-
tially, the disease was allowed to run its course; the men were
promised free burial expenses if they agreed to an autopsy.

The terrible ethical and moral failures of this study have
had a lasting impact on how African-Americans since have
viewed the motives and methods of the Public Health Ser-
vice. Just as doctors, nurses, teachers, and ministers encour-
aged these unfortunate men to cooperate with the govern-
ment years ago, these same authority figures now encourage
African-Americans today to participate in community pro-
grams for the prevention, diagnosis, and treatment of AIDS
(Thomas & Quinn, 1991). When the story of the Tuskegee
Syphilis Study became public on July 25, 1972, black leaders
across the country suggested that this investigation was a
systematic attempt to carry out genocide in the United States.



it is unclear how much cost-effective prevention expenditures are). The report emphasized
three areas of focus for enhancing prevention of STDs:

� Integrate STD prevention and treatment into the mainstream of primary care medicine.
Very few health care plans invest significant funds in these areas, nor do they typically pay
for better training for health care professionals in the area of STDs.

� Focus on teenagers. Changing adolescents’ awareness of STDs and their vulnerability to
these disorders is a key educational priority. The report recommends that every school dis-
trict in the country offer students age-appropriate sex education (typically beginning in el-
ementary school), access to latex condoms, and access to medical services for the preven-
tion, diagnosis, and treatment of STDs. The report also emphasizes the fact that no data
support the contention that making condoms available to teenagers increases the amount
of sexual activity.

� Start a public information campaign in which figures from the entertainment, sports, and
political areas of American life promote public discourse and awareness of safer sexual be-
havior. Because many adolescents are receptive to messages from authoritative figures in
the media, this initiative is especially important for this highly susceptible age group.

In all, this document is a realistic appraisal of contemporary health hazards and includes
many feasible measures that are likely to effectively diminish the impact of STDs and AIDS
on our society and enhance the quality of life of our citizens.

The Critical Role of Prevention
Some might think that a combination of good medication, good public awareness programs,
and fear might be enough to prevent STDs, but unfortunately, it’s not that simple. The chal-
lenge of preventing STDs is important because these diseases can have catastrophic, if not fa-
tal, long-term consequences. According to the Centers for Disease Control (CDC), 20%–40%
of women infected with chlamydia and 10%–40% of women infected with gonorrhea will de-
velop pelvic inflammatory disease (PID). About 20% of women with PID will develop scar-
ring in their fallopian tubes, which often results in infertility. Additionally 9% of these women
will have ectopic pregnancies, and almost 20% will experience long-term pelvic discomfort.
When these STDs are treated promptly and appropriately, the risks of ectopic pregnancy can
be reduced by as much as one-half.

Additionally, the CDC notes that human papillomavirus (HPV) is the single biggest risk
factor for the development of cervical cancer. HPV also causes genital warts. While genital
warts can be treated in different ways, the virus cannot be completely eliminated from the
body. This government agency has estimated that genital herpes is the most common STD in
the United States, with as many as 30 million people carrying the virus. Again, there is no
cure for genital herpes, but a number of effective drugs help manage it and limit or eliminate
the recurrences of symptoms that usually occur without treatment.

As seen earlier, much of the history of STDs involves syphilis, one of the most complex
of all sexually transmitted infections. Among pregnant women who have syphilis, approxi-
mately 40% will give birth to dead babies or babies who will die shortly after birth. Infants
who live may be blind, malformed, paralyzed, or mentally retarded. People who have syphilis
are also at an increased risk of contracting HIV if they have sex with an infected partner, be-
cause the open sores that characterize syphilis make it easier for HIV to enter the body.

As of this writing, approximately 60% of people who have contracted AIDS have died.
While researchers are continually developing better drugs to treat the health problems associ-
ated with HIV, prevention remains the most effective means of saving lives and minimizing the
impact of this epidemic. Other factors too make prevention especially critical. First, STDs have
a disproportionately large effect on women, newborn babies, and members of minority groups,
although men are certainly affected, especially in their increased risk of infertility when there
is significant delay in the treatment of chlamydia and gonorrhea. As discussed above, STDs af-
fect the development of cancers of the genitourinary system in women as well as cause in-
creased rates of involuntary infertility and ectopic pregnancy. Second, untreated gonorrhea and
syphilis have terrible effects on fetuses and newborn babies, as described above. Finally, the
CDC has reported that the prevalence of gonorrhea and syphilis among African-Americans is
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nearly 40 and 60 times that among Caucasians. Syphilis is four times more prevalent in His-
panics than in Caucasians. African-Americans are two to three times more likely than whites
to contract genital herpes. We are not saying that race involves any special vulnerabilities to
STDs, but rather that factors such as access to medical services, low income, illegal drug use,
and residence in areas of high STD prevalence plainly increase the risks of infection.

Taking Personal Responsibility for Preventing STDs
We have not yet described what individuals can do to prevent contracting STDs, but this is
the most important aspect of sexually transmitted diseases from the perspective of people
who might be at risk of getting one. For all the STDs discussed in this chapter, people can
take several simple, effective measures to protect themselves.

� Get the facts. As unpleasant as STDs may seem, a basic part of growing up and taking re-
sponsibility for one’s actions involves learning the names and symptoms of sexually trans-
mitted diseases and the high-risk sexual behaviors associated with them.

� Seriously consider sexual abstinence. If you are uninformed, unready, or unprepared for
sex, don’t have sex, and don’t engage in behaviors that are likely to lead to sexual behav-
iors in which STDs can be transmitted. If you think you might be persuaded by the “every-
body’s doing it” argument, maybe you’ll be dissuaded by the “everybody’s getting STDs” ar-
gument.

� If you make a foresightful decision to have sex, have mutually monogamous sex with
someone who does not have any STDs. It is a good idea to be checked for STDs if you have
had sex with others.

� Know your partner well and talk about sex before having sex. If you’re not comfortable
enough to talk with someone about having sex, maybe you shouldn’t have sex with that
person.

� Before having sex (even when using a condom) wash your genitals with soap and warm
water, and dry thoroughly. Ideally, use an antibacterial soap. Strong disinfectants are not
necessary and are likely to be highly irritating.

� Urinate before having sex. This creates a normal acidity that is inhospitable to many mi-
croorganisms that cause STDs affecting the urinary tract.

� Use a new latex condom and apply it properly (or help your partner apply it properly) be-
fore making any sexual contact. Latex condoms offer additional protection against STDs.
Latex is less permeable to bacteria and viruses than natural membrane condoms. Remem-
ber, birth control pills offer no protection against STDs. The same is true of IUDs, Nor-
plant, Depo-Provera, and some other contraceptive methods. 

� Men should grasp the condom where it meets their body before withdrawing their penis
from their partner so it won’t slip off and allow brief contact with exposed mucous mem-
branes.

� Urinate as soon as possible after having sex. This re-acidifies the urethra and makes it hos-
tile to bacteria and viruses that live and grow in alkaline environments. “Start-stop” Kegel-
style urination repeatedly flushes the urethra.

� Again wash your genitals with warm water and soap. Because bacteria and viruses cannot
survive even small changes in temperature, rinse your genitals with cool water. Dry thor-
oughly.

If you have had unprotected sex, do not douche after intercourse because it will remove bac-
teria in the vagina that have a protective effect against some STDs. In fact, douching can ac-
tually increase your risk of contracting an STD. (This is also true of anal douching if you
have had anal intercourse.) The suggestions above apply to intercourse. For other sexual be-
haviors there are other preventive considerations. Because some STDs can be transmitted
through oral-genital sex, fellatio with a condom or cunnilingus with a dental dam is rec-
ommended. Anal penetration should be accompanied by the use of a condom. Anal pene-
tration is also facilitated and made more comfortable by using sterile, non-petroleum-based
surgical lubricant with bacteriostatic qualities. Similarly, since STDs may be transmitted by
anilingus (oral stimulation of the anus), the use of a dental dam is recommended in this case
as well.
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The overall message behind all these suggestions for preventing transmission of STDs is:
“You can’t be too careful.”

Other Prevention Issues
The situation would be simpler if everyone who contracted an STD soon developed symp-
toms that motivated them to get treated right away. But in fact, many people acquire STDs
without knowing it, and this fact has a far-reaching impact on efforts to diagnose and
promptly treat these ailments. Many carriers of STDs are asymptomatic, meaning that they
do not have any obvious signs of being infected at all. Even visually examining one’s partner’s
genitalia does not always indicate whether a person is harboring an STD. For example, the
early sores that characterize syphilis or genital herpes may be inside a woman’s vagina or on
her cervix, where they cannot easily be seen. With diseases like chlamydia and gonorrhea,
most infected women (about 7 out of 10) do not have any obvious symptoms at all. Men who
are infected with chlamydia and/or gonorrhea do not always have painful urination and a ure-
thral discharge, the two most common symptoms of these two diseases. Therefore, anyone
who is sexually active, particularly with multiple partners, should have regular STD check-
ups, perhaps every few months, at a health care facility where he or she feels comfortable. No
one will criticize you as a hypochondriac for having a checkup when you aren’t having symp-
toms, and health care professionals will esteem your prudent good sense. These screenings
are especially important if you have had unprotected genital or oral sexual contact (sex with-
out using a condom) or have used condoms inconsistently.

People hold a variety of attitudes about STDs, some of which are simply unrealistic or
wrong. For example, many have an unwarranted feeling of safety and protection. They be-
lieve that bad things, STDs for example, only happen to other people, poor people, unedu-
cated people, or people who live in another part of town. A previous chapter referred to these
“delusions of invincibility” and noted that they contribute to risk taking. In fact, virtually all
of us are equally at risk of contracting STDs if we have unprotected sex with an infected part-
ner. None of us enjoys a special immunity to the hazards of STDs because we are wealthy,
well-educated, or live in a beautiful home.

Even though latex condoms are extremely effective if used properly for preventing the
spread of STDs, many people don’t want to be reminded of this. Local television stations are
often reluctant to air commercials for condoms, although in 1998 the makers of LifeStyles
condoms ran ads in New York and Los Angeles on a few late-night television programs
(Wilke, 1998). LifeStyles condoms were also advertised in Glamour magazine in 1998 and in
thousands of college newspapers (Fig. 17-3). Still, at the close of the century there remained
much nervousness in the media about condom ads. Apparently, society is sending our youth
a perplexing double message about disease prevention: “If you plan to behave responsibly
about disease prevention, you are planning to be an evil person . . .”
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Letter to Dr. Ruth Westheimer

Question:
I am a college student in my early 20s and I recently read that
one of the best ways to avoid getting a sexually transmitted dis-
ease is to know your partner well and to have open and honest
communication about sexual issues. But the problem is, I just
don’t know how to introduce this subject with a girl; it makes me
very uncomfortable to talk about it. I have never had an STD (I
believe in always using a condom). Can you give me some ad-
vice on how to discuss this complicated subject?

Answer:
First of all, let me congratulate you on using a condom all the
time. Talking about sex is difficult for most people. Luckily for
our species, people can let each other know when they’re will-

ing to have sex without having to express it in words; otherwise,
we might not have been able to reproduce in sufficient quanti-
ties to survive! But when it comes to communicating about STDs,
couples have to fall back on words.

Everybody has to use their own approach, but if I were in
your situation, I’d find the right time to say something like, “Did
you hear that there’s a new HIV infection every 13 minutes? I’m
sure glad I’ve never caught any STDs” or “I’m glad all I ever got
was a case of the crabs.” That gives an opening to the other per-
son to reveal something about their past, which hopefully they’ll
grab. If they don’t, then you might have to assume that they
have something to hide and vow to yourself not to go any fur-
ther in the relationship until you find out what it is.



Organizational Approach to STDs
The following sections discuss a number of common, and
not so common, STDs. We will explore a number of common
issues about each STD. We first describe the microorganism
involved and the means by which it is transmitted from one
person to another and its incubation period–the amount of
time it takes a person to develop symptoms. We will describe
the progress of the disease if it is not treated. Effective treat-
ments and disease management strategies are then described,
along with a discussion of how the doctor knows when the
microorganism is no longer in the body. We’ll also see why
people don’t build immunity to STDs as with other infectious
diseases.

STDs Caused by Viruses

Viruses are extremely small and can be seen only with very
powerful electron microscopes. They have an outer coat of
protein and have RNA or DNA inside. Unlike bacteria, they
do not have a surrounding membrane. Viruses can grow and
divide only in living cells, which makes it very difficult to
study them in the laboratory. Viruses cause many different
kinds of disease, some of which are sexually transmitted.
When viruses enter healthy cells, they affect the cell’s normal
functioning. The virus first attaches itself to a healthy cell
and then penetrates it. Only cells with a specific receptor
molecule on their surface to which a virus can attach itself can be infected. A viral infection
occurs when a virus destroys the cells to which it is attached and then releases copies of it-
self into surrounding fluids and cells, or the virus may enter the cell, make copies of itself,
and live there for some time, sometimes years or decades, without causing any symptoms.
Scientists are still studying how some viruses live inside cells for long periods of time with-
out causing problems, as well as the factors that then make them active and cause infections.

Acquired Immunodeficiency Syndrome (AIDS)
In the mid-1970s doctors at Bellevue Hospital in New York City noticed something perplex-
ing and frightening. Many very thin gay men were getting pneumonia and dying, and they
were unresponsive to all available antibiotic therapies. The specific type of pneumonia they
had was extremely rare. How could so many cases of this very rare pneumonia appear so sud-
denly and have such fatal outcomes? As this mystery unfolded, medical scientists through-
out the world began noticing this phenomenon, and no one could determine why these peo-
ple were dying, much less the nature of the disease they had or the infectious agent that
caused it. The prospect of a deadly infectious disease with no clear cause and no known cure
was very frightening, although many were confident that sooner or later scientists would dis-
cover the nature of the problem and develop an effective therapy. The emergence of AIDS
generated very little public attention, at least at first. Although some scientists suspected that
this disease was viral in nature and possibly sexually transmitted, these facts were not proven
conclusively for several years, and not until the early 1980s was the virus that causes AIDS
identified by teams working independently in France and the United States. AIDS was first
recognized in 1981, although the virus that causes it, human immunodeficiency virus
(HIV), certainly had been around for several years by that time. Scientists now know that this
virus may be transmitted sexually as well as through needle sharing by intravenous drug
users and several other more rare forms of transmission. AIDS is a worldwide epidemic to-
day. There still is no cure, but progressively more effective treatments are being developed to
manage the disease and slow or stop its damage to the immune system.

AIDS destroys or impairs the function of various cells of the immune system, specifically
the CD4 T cells (Fig. 17-4). Left untreated, HIV gradually destroys the body’s capacity to
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combat certain infections and plays a role in the development of certain cancers. These in-
fections are called opportunistic infections because the microorganisms that cause them take
advantage of the opportunity to infect the body when the immune system is not working
well. One of the most common opportunistic infections is caused by Pneumocystis carinii, the
organism causing the type of pneumonia that killed the first AIDS victims. HIV can be in a
person’s body for long periods of time (in some cases up to 15 years) without causing AIDS.
Scientists are still attempting to determine what triggers the development of AIDS in some-
one who has harbored the HIV for long periods of time without symptoms. The duration of
the incubation period for AIDS is not well understood.

Although the connection between HIV and AIDS was not to be demonstrated conclu-
sively until 1981, scientists examined frozen blood samples that went back as far as 1978 and
established deaths due to AIDS as early as that year. Questions still remained as to how the
virus was transmitted. Very early in the study of AIDS, key avenues of transmission emerged:
men having sex with men, heterosexual intercourse, drug use involving needle sharing, blood
transfusions with blood contaminated with the virus, and giving hemophiliacs blood prod-
ucts manufactured from blood contaminated with HIV. Strict standards for testing blood were
then developed, and today there are extremely few cases of accidental transmission of the
virus in medical settings. It was also determined that HIV cannot be transmitted through mos-
quito bites or casual contact like shaking hands.

As has happened in the past with highly infectious diseases without cures, AIDS spread
with alarming speed throughout the world. The National Institute of Allergy and Infectious
Disease estimated that by the end of 1997 there were almost 31 million people infected with
HIV worldwide, with about 16,000 new infections occurring every day. By the beginning of
1998, almost 12 million people had already died of AIDS. Since 1981, increasing numbers of
AIDS cases have involved women and unborn children. If a pregnant woman is HIV positive
or contracts the virus during pregnancy, there is about a one in four chance that her newborn
will also carry the virus. Although much early attention in the United States focused on its
prevalence among homosexuals, today about 75% of all HIV infections worldwide are trans-
mitted heterosexually. In the United States alone, there were almost 650,000 cases of AIDS by
the beginning of 1998.

How HIV Causes AIDS HIV is one of a number of viruses called retroviruses. Once the
virus has entered a cell it uses an enzyme to turn its RNA into DNA and can now actually be-
come a part of the cell’s genes. HIV is also characterized as a slow virus, meaning that there
can be a long period of time between the moment the virus enters the body’s cells and when
the person eventually develops symptoms. Once inside a cell, the virus stimulates the pro-
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duction of messenger RNA, which enters the cell’s nucleus, and the core of a new virus is
made. Messenger RNA creates a sequence of amino acids that become the cell’s DNA. These
immature virus cores then accumulate in the cell’s cytoplasm and are pushed out of the cell’s
surrounding membrane. These virus particles also have some of the cell’s protein molecules
and enzymes. The enzyme protease then “clips” these proteins and enzymes into smaller
pieces (Fig. 17-5). When this happens, the viral particles become infectious. This step in-
volving protease enzymes is especially important for current HIV and AIDS therapies.

These virus particles eventually make their way through the body into blood, semen, and
vaginal and cervical fluids. The virus has also been found in the milk of infected nursing
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mothers. When one of these body fluids containing these virus particles comes into contact
with another person’s mucosal membranes in the vagina, vulva, penis, rectum or, some think,
the mouth, the virus may then enter the other person’s bloodstream. If this person has any
other STDs at this time, especially one involving open lesions as in syphilis or genital herpes,
HIV more easily passes through mucous membranes. As soon as HIV enters the body, large
numbers of CD4 cells are infected, and the total number of these cells in the body decreases
by 20% to 40%. Two weeks to a month after infection, about 7 in 10 infected individuals will
manifest the symptoms of a bad case of the flu. As the immune system fights back, HIV lev-
els are significantly reduced, but the virus is never completely eliminated from the body dur-
ing this early stage of infection.

The average person begins to manifest the symptoms of AIDS about 10 to 12 years after
the initial infection. Yet this figure is highly variable, and 10% will develop AIDS in as little
as 2 to 3 years, and about 5% will have not developed AIDS after 12 years. Generally, the
higher the level of HIV in the individual’s bloodstream, the greater the chances that they will
develop symptoms associated with AIDS. These HIV levels are also referred to as the “viral
load.” Additionally, when high levels of HIV are found soon after initial infection, this usu-
ally predicts a rapid rate of the progression of the disease. Doctors believe that these patients
should be treated as aggressively as possible as early as possible.

While those infected with HIV may show no symptoms of AIDS for many years, data in-
dicate that during this time the virus continues to replicate in the lymphatic system. Cells in
lymphatic tissue eventually trap large numbers of the virus until the immune system can be-
gin its protective response. Eventually, however, the lymphatic tissues can no longer contain
the ever-increasing number of viral particles, and these then spill out into the bloodstream.
When this happens, the person becomes especially vulnerable to a number of different op-
portunistic infections. Many billions of new viral particles are produced every day, and be-
cause of mutation not all copies of the virus are identical. This means that therapies designed
specifically to fight one type of virus are ineffective in killing the variants that occur during
this period of rapid replication. Therefore, a vaccine developed to protect against one type of
virus would not be very effective against other forms of the virus. This is one of the reasons
that the development of an effective vaccine against HIV has been such an elusive goal for
medical researchers. Ironically, the immune system’s initial response to the presence of HIV
stimulates a large number of cells that are supposed to combat the virus, which leaves the
immune system vulnerable to a number of other illnesses.

Diagnosing HIV While the effects of HIV on the immune system are dramatic and easy
to detect, diagnosing HIV requires definitive proof of the virus in the bloodstream. In 1993,
the Centers for Disease Control changed its clinical definition of AIDS to consist of all those
infected with HIV who have fewer than 200 CD4 T cells per cubic centimeter of blood; nor-
mal T cell counts vary around 1,000 per cubic centimeter of blood. However, definitive di-
agnosis involves finding antibodies to the virus in the infected person’s blood. But the pres-
ence of HIV is not the same as having AIDS. These antibodies take at least 1 to 3 months to
reach detectable levels in the bloodstream, and in some cases, as much as 6 months. A per-
son who thinks that he or she have been exposed to HIV should be tested as soon as possi-
ble, for two primary reasons:

1. Doctors can begin prompt, aggressive treatment that will limit the number of viruses
and limit the possible development of opportunistic infections.

2. The sooner people find out that they are HIV-positive, the sooner they can share this
information with their sexual partner and the sooner they can begin taking precautions
and preparations to have safer sex.

HIV testing can be done in the doctor’s office, local health department, and other local health
care facilities such as a neighborhood urgent-care office, as well as confidentially by mail. Ide-
ally, testing is supplemented by counseling. Test results and related information are held in
strictest confidentiality. Two tests are used to detect the presence of antibodies to HIV. The
ELISA test, which stands for the enzyme-linked immunosorbent assay, reveals the presence
of antibodies in the bloodstream. In this case the person is said to be seropositive to the virus.
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A more sensitive and expensive test, the Western blot test, may be used to confirm a positive
result. Both tests are very unlikely to indicate that the virus is present when it is not. These
tests take only a few days. While these tests detect HIV antibodies, they do not detect the
presence of the virus itself, which can be confirmed by other, highly sophisticated medical
procedures.

As noted earlier, about one in four babies whose mothers are HIV-positive during preg-
nancy will be born with the virus, although when the pregnant woman is treated with the
drug AZT, the rate of transmission is 1% to 8%. However, a baby can be born with its mother’s
HIV antibodies and not contract the virus prenatally. Doctors cannot be sure that the baby
has the virus itself until about 15 months of age, by which time it will have begun to produce
its own antibodies if it has the virus. While we are writing this, new tests are being developed
to detect the presence of HIV in infants as early as 3 months of age, perhaps even earlier. This
is important in order to give early aggressive treatment when the person is HIV-positive.

Treatments for HIV and AIDS Although there is no cure, treatments have been devel-
oped for HIV infection and the opportunistic infections and cancers that often accompany
AIDS. A number of drugs have been approved for the treatment of HIV by the Food and Drug
Administration. One category of these agents, called reverse transcriptase (RT) inhibitors,
stops early viral replication. These include AZT (zidovudine), ddC (zalcitabine), ddl
(dideoxyinosine), d4T (stavudine), and 3TC (lamivudine). By limiting viral replication, these
act to decrease the viral load and perhaps defer opportunistic infections. The National Insti-
tute of Allergy and Infectious Diseases emphasizes that taking these drugs does not stop a per-
son from transmitting HIV.

A more recent advance in the treatment of HIV involves a category of drugs called pro-
tease inhibitors. These stop viral replication by stopping the last step in the production of in-
fectious viruses. This occurs by blocking the action of the enzyme protease. These agents in-
clude such drugs as ritonavir (Norvir), saquinavir (Invirase), indinavir (Crixivan), and
nelfinavir (Viracept). Since HIV can become resistant to both of these families of drugs, they
are typically used in combination. These drugs do not eliminate HIV from a person’s body,
however, or cure AIDS if it has developed.

The drugs that are commonly used to treat HIV often cause serious side effects, including
nausea, diarrhea, and other gastrointestinal problems. People being treated for HIV often take
dozens of pills throughout the day. Patients being treated for HIV may also require treatment
to prevent or cure any opportunistic infections that occur, including some cancers. As newer
and more powerful drugs are developed for the treatment of HIV, doctors hope that perhaps
HIV can be viewed as a chronic disease that can be medically managed over many years.

Detecting and Treating HIV After Early Detection of Other STDs As noted ear-
lier, when someone contracts a curable STD such as syphilis or chlamydia, the chances of
contracting HIV increase. In 1997 the Advisory Committee for HIV and STD Prevention
(ACHSP) found this strong connection and determined that the earlier other STDs are de-
tected and treated, the better the chances that the number of new HIV infections might be re-
duced. ACHSP recommended that:

Early detection and treatment of curable STDs should become a major, explicit compo-
nent of comprehensive HIV prevention programs at national, state, and local levels. In ar-
eas where STDs that facilitate HIV transmission are prevalent, screening and treatment
programs should be expanded. HIV and STD prevention programs in the United States,
together with private and public sector partners, should take joint responsibility for im-
plementing this strategy.

—Morbidity and Mortality Weekly Report, JULY 31, 1998

The link between curable STDs and HIV is no longer a matter of speculation (Cohen,
1998). Data indicate that aggressive preventive measures, diagnosis, and treatment of curable
STDs is a highly cost-effective way to reduce the prevalence of HIV. Evidence is now accu-
mulating that gonorrhea and bacterial vaginosis may significantly increase the risks of ac-
quiring HIV (Cohen, Hoffman, Royce, et al., 1997; Sewankambo, Gray, Wawer, et al., 1997).
Ideally, preventive measures focus on people who are sexually active but who have no obvi-
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ous symptoms of STDs. Measures such as these would seem
essential in both developed and undeveloped nations
throughout the world.

The Impact of HIV on Women, Children, and Mi-
norities The effects of HIV differ among various groups of
people in the population. The impact of HIV is especially se-
vere on women, children, and certain minorities. Between
1985 and 1996, the percentage of reported cases of AIDS
among women in the United States increased from 7% to
20%. The National Institute of Allergy and Infectious Dis-
eases estimates that among women between the ages of 25
and 44, AIDS is the second most common cause of death, as
it is for men in this age group. As of April 1997, the National
Cancer Institute estimated that 107,000 to 150,000 women
in the United States were HIV-positive (Fig. 17-6). Minority
women seem at especially high risk. By the end of 1996, 56%
of the cases of AIDS in women were in African-Americans,

and 20% were in Hispanics. Women who are HIV-positive are likely to have problems ob-
taining good health care, especially if they are single and lack health care benefits. These
women are also often responsible for the care of a child or children, who may also be HIV-
positive. Therefore, not only are women disproportionately affected by HIV, but they also of-
ten must bear the responsibility for taking care of infected children.

In 1996, 40% of AIDS cases in women were attributable to heterosexual intercourse, and
34% could be traced to intravenous drug use. For the remaining 26% of AIDS cases, “no
known exposure” was listed, although further investigation determined that most of these
were in fact due to heterosexual intercourse. On a worldwide basis the World Health Orga-
nization estimated that three of every four cases of AIDS among women are from the hetero-
sexual route of transmission. It seems that women are more easily infected with HIV than are
men during unprotected intercourse, for a number of reasons. Women are more likely to have
intercourse with partners who have sex with multiple partners, who are intravenous drug
users, and who have sex with both women and men. Intercourse is also an efficient means of
transmitting the virus to women. However, the data available at this time demonstrate con-
clusively that correct, consistent condom use dramatically reduces the risk of HIV infection,
by some estimates up to 69% (Weller, 1993). Although this isn’t perfect protection, it’s sig-
nificantly better than no protection at all. This is also true for couples in committed rela-
tionships when one of them is HIV-positive and the other is not. A number of gynecologic
problems occur in HIV-positive women with greater frequency than among women who are
not HIV-positive:

� vaginal yeast infections
� bacterial vaginosis
� chlamydia
� gonorrhea
� trichomoniasis
� genital herpes
� genital ulcers of unknown origin
� human papillomavirus infections
� pelvic inflammatory disease
� menstrual irregularities

One recent publication has highlighted a previously unexamined factor affecting a
woman’s susceptibility to HIV and other viral STDs. Transmission of sexually transmitted dis-
eases depends on a number of characteristics of the viruses, bacteria, or ectoparasites that
cause them as well as on the preventive measures taken by women and men. Yet there is an-
other variable that has received attention only during the last several years: the importance
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of the presence of female hormones on susceptibility to viral infections and the progression
of STDs caused by these agents.  

In a review of the literature, Brabin (2002) has summarized and analyzed the effects of fe-
male sex hormones, including those found in contraceptives, on HIV and herpes simplex in-
fections as well as the effects of hormonal contraception on the human papillomavirus (HPV)
infection in women. Because antibodies in the bloodstream are the body’s first defense against
viruses, it is noteworthy that there is an increase in the number of various antibodies about
3 days before a woman (not using oral contraceptives) ovulates. Further, the number of these
antibodies is much greater among women using oral contraceptives.

This author notes that antibodies found in the genital mucosa of commercial sex workers
testing negative for HIV contribute significantly to their resistance, even if they have been ex-
posed to the virus repeatedly. Cytokines are small protein molecules released by cells which
alter a cell’s interactions with other cells. These are thought to stimulate the activation of cer-
tain types of disease-fighting cells in the immune system. Women using oral contraceptives
had concentrations of one particular cytokine which were ten times greater than those found
in ovulating women during the middle of their cycle. Whether these increases create resist-
ance to HIV or herpes simplex infections remains a question for further research.

Current research has shown that hormonal contraceptives enhance immunity to HPV
among young women (age 25 or younger), and that teenagers using birth control pills have
a significantly lower incidence of HPV than subjects not using this method of birth control.  

Estrogen may have a protective effect on the development of genital tract infections in
women depending on the specific virus involved and the particular stage of the infection.
These data do not lead to consistent medical recommendations, yet there seems to be ample
evidence that the effects of female sex hormones on the development of HIV, herpes simplex,
or HPV infections are a factor that should be discussed between a woman and her physician.

Another unique aspect of HIV infection among women has emerged (Grady, 1998). HIV-
positive women are more likely to develop AIDS than men with the same viral load. This
means that a woman may have fewer viral particles in her body but that her immune system
is already more damaged than in a man with more viral particles in his body. Women with
5,000 viruses per cubic centimeter of blood have the same risk of developing AIDS as men
with 10,000 viruses per cubic centimeter of blood. The reasons for this difference and the im-
portance for changing the way HIV is treated in women are uncertain at this time.

The impact of AIDS on children is especially distressing, since it seems unjust for chil-
dren to have to “pay” for their parents’ actions. By the end of 1996, the World Health Orga-
nization estimated that about 2.6 million children were infected with the AIDS virus. With
only a few exceptions, children who are HIV-positive have acquired the virus from their
mothers during pregnancy. While there is some uncertainty about the way the virus is trans-
ferred from the mother to her baby, most researchers think that it occurs when the newborn
comes into contact with the mother’s mucous membranes during birth. Generally, the more
advanced the mother’s HIV infection and the greater the damage to her immune system, the
greater are the chances that the infant will be infected. Nursing mothers can also transmit the
virus to their newborns through their milk. By 1994 researchers had learned that when HIV-
positive pregnant women are given the drug AZT, the risk of the infant contracting the virus
drops from a 25% probability to an 8% risk. Current research has demonstrated that two ad-
ditional, inexpensive antiretroviral agents are also extremely effective in reducing mother-to-
child transmission of HIV. Moodley et al. (2003) administered either nevirapine or zidovu-
dine and lamivudine to HIV-positive pregnant women in South Africa. HIV transmission to
their infants was far below what would have been anticipated without treatment or with AZT
treatment. In addition, no drug-related adverse effects were reported among both mothers
and their babies, and the duration of prenatal treatment was extremely brief compared with
AZT treatment.

As mentioned above, it is not always easy to determine whether a newborn is carrying the
AIDS virus. A mother who is HIV-positive may pass along antibodies to the virus without ac-
tually transmitting the virus itself. Scientists now have sensitive laboratory tests that can de-
tect low levels of the virus in newborns as young as 3 months of age with a high degree of
accuracy. Early detection is especially important because it is crucial that treatments begin as
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soon as possible. Still, recent evidence reveals that administering multiple antiviral agents, in-
cluding protease inhibitors, to newborn infants (about 4 months of age) is ineffective in sus-
taining a lowered viral load two years after treatment began (Faye et al., 2002). Apparently,
these infants developed resistance to these drugs because of mutations of the HIV virus.

The National Institute of Allergy and Infectious Disease has reported that HIV infections
in children progress in two different ways. About one in five infected children will develop
AIDS by their first birthday, and most will die by the time they are 4. The other four of five in-
fected children will manifest a slower progression of AIDS and will not experience their most
grave symptoms until they begin school or, in some cases, they are well into adolescence.
Children with AIDS do not grow like their uninfected counterparts, and many develop serious
neurologic abnormalities such as mental retardation and seizures. In 1996, 84% of children
with AIDS were either African-American or Hispanic. Most of these youngsters live in densely
populated urban areas where poverty, drug abuse, and inadequate medical care are common.

Generally, minorities are more likely to contract HIV, and this has been true since the epi-
demic officially began in 1981. The factors noted in the previous paragraph are primarily re-
sponsible for this disproportionate victimization of these Americans. By 1996, there were
89.7 cases of AIDS (not those who were HIV-positive, but those who had progressed to AIDS)
reported per 100,000 African-Americans. This figure is more than six times that found among
Caucasian Americans (13.5) and more than double the prevalence among Hispanics (41.3).
It is distressing to note that AIDS is the most common cause of death among African-
Americans between the ages of 25 and 44, and that despite the fact that Hispanics are less
than 10% of the American population, they comprised about 19% of AIDS cases in 1996. 

Another American minority is the aging and elderly. Because so many young adults con-
tract HIV, we do not usually think of AIDS as a disease affecting people well into middle age
and later life. According to the Centers for Disease Control and Prevention, however, Amer-
icans over the age of 50 accounted for about 10% of the cases of AIDS diagnosed in 1995, and
14% of these individuals were over the age of 65 (Lavick, 1998). Older adults may actually
be at a higher risk of contracting HIV than their younger counterparts. Lavick (1998) re-
ported that the aging and elderly are less likely to use condoms correctly and consistently
than younger adults. Additionally, they are less likely to request HIV testing. Less attention
is paid to this population because society generally views them as sexually inactive and non-
users of intravenous drugs. This is a dangerous consequence of ageism, discussed in Chapter
13. Because there is a gradual thinning of vaginal membranes as women age, this can increase
the chances of an older woman contracting HIV through heterosexual intercourse. As people
get older, the immune system does not work as well, and this fact explains the devastating
impact of the virus on older individuals. In general, the HIV-infected aging and elderly are
unlikely to be diagnosed early and unlikely to be treated promptly. One case study (Ankrom
& Greenough, 1997) described a 78-year-old man who was admitted to the hospital with a
number of telling symptoms: significant weight loss, mental confusion, incontinence, and
trouble walking. The Western Blot test confirmed that he was HIV-positive and his CD4 T cell
count was only 103. Tests confirmed that he had no other STDs at the time he was admitted.
His medical history revealed that his wife had died 10 years earlier and he had visited pros-
titutes, sometimes weekly, and had unprotected sex. He had been treated for syphilis about
10 years earlier. While cases like this are unusual, they can make us more aware that the ag-
ing and elderly are also vulnerable to HIV infection.

Aging gay men also face several issues regarding HIV and AIDS. In an interview study of
27 gay and bisexual men 40 years old and older, Murray and Adam (2001) sought to clarify
a number of age-related subjects that bear on safer-sexual practices. One-third of these sub-
jects reported being HIV-positive. Most of these men indicated that age-related loss of phys-
ical attractiveness was an “essential dread” of aging, as it would foster a loss of desirability as
a partner, sexual or otherwise. In connection with HIV, these subjects reported three reasons
they perceived some unfounded optimism in the gay community about the risks inherent in
unsafe sexual practices: 1) many gay men have become complacent about correct, consistent
condom usage, 2) subjects report that there is an undue optimism about treatments for HIV,
and 3) there is the false belief that the inserter in anal sex acts runs no risks in acquiring the
virus. Because many of these subjects sensed some “social devaluation” because of their age,
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they often sacrificed sexual safety to get their emotional needs for nurturance and acceptance
met. Because men in later life often have problems attaining and maintaining an erection, the
use of a condom makes this situation even worse and may lie behind condom negligence in
this group.

Cancers Related to AIDS A number of different kinds of cancer are more common in
people with AIDS. Also, some cancers grow faster in these patients. The most common ex-
amples include certain types of cancer of the lymphatic system (usually called lymphomas),
Kaposi’s sarcoma (KS), and cancers of the anus and genitalia. The lymphatic system is one
of the main components of the immune system. It is made up of vessels that carry a fluid
called lymph, which transports the white blood cells that fight infections. The lymphatic sys-
tem also includes lymph nodes, which are located in the neck, groin, and underarms. Non-
Hodgkins lymphoma is the type of lymphoma most commonly associated with HIV infec-
tions. In this disease, cells in the lymphatic system grow uncontrollably and form tumors.
Therefore, in addition to the person’s immune system being already weakened by HIV, it is
still further weakened because of the lymphoma.

Kaposi’s sarcoma (KS) (Fig. 17-7) involves the growth of malignant cells under the skin
and in the mucous membranes of the mouth, nose, or eyes. It can spread to the digestive sys-
tem, lungs, and liver and may also affect the lymphatic system. The skin has raised, painless
discolorations, which may also be found in the mouth. In some cases, this disease does not
progress rapidly and can be treated by freezing or surgically removing these lesions. However,
in some people KS progresses throughout the body, and in this case chemotherapy is usually
recommended.

Because HIV suppresses the immune system, people who have contracted another STD,
human papillomavirus, or HPV, are at an increased risk of developing cancers of the cervix
or anus. These cancers can be detected by regular vaginal Pap smears and visual examination
of the anus. Surgical and radiation therapies may be employed to treat these cancers, al-
though they do not affect the progression of AIDS.

Personal Responsibility and AIDS Of all the STDs discussed in this chapter, AIDS has
the most pessimistic prognosis as of this writing. Preventive measures that protect a person
against AIDS will also protect them against other STDs.  Some simple, inexpensive strategies
help minimize or eliminate the chances of contracting any sexually transmitted disease. But
you have to think ahead, take the initiative, and take responsibility for yourself.

For decades now, condoms have been packaged with the chemical nonoxynol-9, which
acts as a spermicide and, until recently, was thought to be a microbicide (an agent effective
in killing viruses and bacteria). In the past, part of taking personal responsibility in avoiding
transmission of STDs was to use a condom with this substance. This situation has changed
rather suddenly.

On July 12, 2000, The Joint United Nations Program on HIV/AIDS made a press release
from Durban, South Africa reporting that women and men using nonoxynol-9 gel vaginally
or rectally did not gain any preventative effect in the transmission of HIV. In fact, the use of
this gel actually facilitated the transmission of HIV, perhaps through irritating delicate mem-
branes and making them more permeable to the virus (van Damme, 2002). Within one
month, the Centers for Disease Control in Atlanta published this information (Morbidity and
Mortality Weekly Report, August 11, 2000) in the United States. This led to a significant re-
sponse from the American medical community (Forbes & Heise, 2002). Ultimately, local tis-
sue inflammation caused by nonoxynol-9 was shown to facilitate penetration of the HIV virus
(Fichorova, Tucker, & Anderson, 2001). It should be noted that as long ago as 1992, a study
of prostitutes in Nairobi, Africa revealed no protective effect of nonoxynol-9 against HIV
transmission (Kreiss et al., 1992).

On May 10, 2002, the Centers for Disease Control reported that “Condoms lubricated
with spermicides are no more effective than other lubricated condoms in protecting against
the transmission of HIV and other STDs.” And further, “. . . N-9 [nonoxynol-9] should not
be used as a microbicide or lubricant during anal intercourse” (Morbidity and Mortality
Weekly Report, Sexually Transmitted Diseases Treatment Guidelines - 2002, May 10, 2002).
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FIGURE 17-7 Skin lesions as-
sociated with Kaposi’s sar-
coma.

Kaposi’s sarcoma A type
of cancer commonly associated
with AIDS that involves the
growth of malignant cells un-
der the skin and throughout
the mucous membranes of the
mouth, nose, or eyes.



Genital Herpes
Genital herpes is an extremely prevalent STD; some medical specialists believe that it is
among the most common STDs in the United States. It results in extremely painful genital
sores.  The genital herpes virus is related to a large family of viruses that are collectively re-
ferred to as herpes. Cold sores around a person’s mouth are caused by one variety of the her-
pes virus called HSV-1 (HSV means herpes simplex virus). Chicken pox is also caused by a
virus in the herpes family. Genital herpes is caused by the HSV-2 virus. It is often suggested
that HSV-1 is the “above-the waist” version and HSV-2 the “below-the waist” version, al-
though both viruses have been found in both body locations. When a person with a cold sore
on or near the mouth orally stimulates the genitals of his or her partner, the HSV-1 virus can
be transmitted this way too. Tayal and Pattman (1994) found that in urban areas in Europe
and North America more than half of the newly reported cases of genital herpes were caused
by the HSV-1 version of the virus. Therefore the “above-or-below-the-waist” distinction may
not always be accurate. Genital herpes is highly contagious, painful, and incurable, although
drugs are effective in managing the symptoms on a long-term basis. The Centers for Disease
Control and Prevention estimates that about one in four women and one in five men in Amer-
ica will become infected with this virus at some point in their lives.

The prevalence of genital herpes in the United States has increased significantly since the
1970s (Fleming, McQuillan, Johnson, et al., 1997). A study done by the Centers for Disease
Control and Prevention in cooperation with the Emory University School of Medicine in At-
lanta found a 30% increase in the number of people infected since 1976. The disease is more
common in women than in men over the age of 12 and is also more common in African-
Americans (45.9%) than whites (17.6%). Roughly 500,000 new cases of genital herpes are re-
ported every year in this country. Because the genital ulcers characteristic of genital herpes
are open sores, this STD increases the chances of contracting HIV as well. Both HSV-1 and
HSV-2 can cause lesions on a woman’s vagina and a man’s penis. Sores are also frequently
found on the anus, the thighs, and the buttocks. Once the herpes virus enters a person’s body
it never leaves, and from time to time a person infected with the virus has recurrent outbreaks
of the infection. For this reason, herpes infections are referred to as reactivation infections.

About 2 to 10 days after sexual contact with a person infected with the herpes virus, a
person experiences itching, tingling, or burning at the point where the virus entered the body.
These early symptoms, sometimes referred to as the prodromal period, indicate that soon,
clusters of white, translucent blisters will form in that location. In women, these may occur
inside the vagina where they cannot readily be noticed or inside the urethra. Shortly after
these blisters form, they break open and the fluid inside spreads to adjacent tissue and forms
the small, painful sores that characterize this STD (Fig. 17-8). These last from 5 to 10 days
and eventually dry out and heal. In some cases, the initial outbreak may last as long as 3
weeks (Corey, Adams, Brown, & Holmes, 1983). These small lesions do not generally leave
any scars. A number of other symptoms usually accompany this outbreak, including fever,
muscle pains, headaches, painful urination, enlarged lymph nodes in the groin and, in
women, a vaginal discharge. These symptoms go away in a few days, although the virus re-
mains in that person’s body for the rest of his or her life. The virus lives in an inactive or dor-
mant state in the dorsal ganglia of the spinal cord. These are clusters of sensory nerve fibers
and cell bodies that lie in pairs along the dorsal spinal cord. The virus makes its way from the
skin, following the nerves that supply the genital area, all the way to these dorsal ganglia and
live there without causing much trouble until the individual has another outbreak.

When a person has a recurrence, the viruses travel back to the site of the original out-
break and cause new blisters and lesions to form, preceded by prodromal burning, tingling,
and itching. In most cases, recurrences are not as severe, nor do they last as long as the ini-
tial outbreak. The future course of genital herpes can be highly unpredictable. While some
people have frequent, even monthly recurrences, others have only a few, or even none in the
rest of their lives. At this writing, doctors still do not know exactly what triggers recurrences.
Some think that prolonged exposure to the sun may play a role, whereas others think that
stress, another illness, or even menstruation can precipitate an outbreak.

In most cases, genital herpes is diagnosed by visual inspection, although laboratory tests
may be required to be sure that the genital lesions are caused by the herpes virus and not
some other infection. Blood tests can detect antibodies to the virus that have formed or can
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Genital herpes An ex-
tremely prevalent sexually
transmitted disease (STD), caus-
ing the appearance of painful
genital sores and sometimes
affecting internal structures of
the genitourinary system.

FIGURE 17-8 In genital her-
pes, small, translucent blisters
break open and the fluid
within them causes significant
local irritation and discom-
fort.



discriminate between different forms or strains of the herpes virus. It is important to re-
member that it is possible to spread the virus through sexual contact even when one is not
having an active recurrence of genital lesions. Correct, consistent condom usage is an effec-
tive way of managing the spread of this STD. Laboratory studies have shown that the virus
that causes genital herpes cannot penetrate the membrane of latex condoms, even when left
in contact with the condom for up to 8 hours (Conant, Spicer, & Smith, 1984). However, be-
cause lesions may also be on the base of the penis, this area not covered by the condom may
be involved in transmitting or receiving viral particles. Additionally, incorrect or inconsistent
condom use can also contribute to the transmission of this STD. When sex is vigorous or pro-
longed, the chances of tiny skin abrasions increases, and the virus can easily enter the body
through these tiny cracks in the skin. Most cases of genital herpes are transmitted when peo-
ple are not having any symptoms. In fact, most genital herpes is transmitted by people who
are unaware that they have the virus (Mindel, 1998). Genital herpes is transmitted only
through direct contact, not through indirect contact with a toilet seat or in a hot tub or bath
tub.

Although there is no treatment that can eliminate the virus from an infected person’s
body, several treatments can help one manage the outbreaks and decrease the frequency with
which they occur. Anything that promotes healing of the lesions reduces the length of a re-
currence. The National Institute of Allergy and Infectious Diseases recommends that the in-
fected area be kept as clean and dry as possible to reduce the spread of the inflammation. The
person should avoid touching the lesions and wash one’s hands thoroughly and promptly if
this happens. Finally, it is essential to avoid sexual contact after the earliest prodromal symp-
toms appear until the lesions have healed completely and have been covered with new skin.
A number of medications can speed the healing of the sores caused by genital herpes and can
also substantially decrease, if not eliminate altogether, recurrences. Drugs such as Zovirax,
Famvir, and Valtrex have been approved by the Food and Drug Administration. At this time,
doctors cannot reassure their patients that they will not shed contagious viral particles while
being treated with these drugs, but patients who have infrequent recurrences of outbreaks are
less likely to shed viral particles when not having any symptoms (Patel, Cowan, & Barton,
1997). These drugs are not cures but act to interfere with the replication of the virus. How-
ever, antiviral therapy is very expensive and may not be affordable to all those who need it.

Several factors seem to be associated with a lower probability of giving or getting herpes:
knowing prodromal symptoms, using antiviral agents, and avoiding all sexual contact during
the prodromal period and especially during the presence of genital (or oral) lesions.

Because viruses can be shed in the absence of any active lesions, those with genital her-
pes often do not know when they might transmit the virus to someone else. This can create
some complications in informing another person that he or she might transmit the virus. The
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Letter to Dr. Ruth Westheimer

Question:
I have genital herpes. My girlfriend gave it to me. We didn’t use
a condom and I know that’s partly my fault. But I am having a
lot of trouble handling my anger. She never told me that she had
this disease and she certainly didn’t tell me that she was having
symptoms when we had sex. I don’t know whether to be angrier
with her or myself, and we have now broken up. I am really de-
pressed and afraid that nobody will ever want to have sex with
me again. If you could tell me how to try to cope with this
predicament it would help me a lot.

Answer:
If it’s any consolation, you should know that more than 20 mil-
lion people have genital herpes, and most of them are coping.
Linking up with some of these people, either for support or to

find a potential partner, is an important part of adapting to this
disease. What you mustn’t do is crawl into a shell and act like
your life is over, because it isn’t. Herpes may close some doors,
as some people may not want to date someone with herpes;
however,  since someone else with herpes won’t find your con-
dition a problem, and there are many others willing to take the
lowered risks of sex using a condom, there’s no good reason to
spend the rest of your life as a pariah. So rather than trying to
hide the fact that you have herpes, be open about it.

I strongly recommend that you do some research about her-
pes on the Internet. Not only will you find current information
about various treatments, but you’ll be able to locate support
groups, both the on-line variety and local groups, either of which
I believe you’ll find very useful.



dynamics of disclosing genital herpes to sexual partners has recently been examined by Green
et al. (2003). In an interview study of 26 women and 24 men attending a herpes clinic in Lon-
don, the investigators found that patients were unlikely to inform casual sexual contacts, but
likely to inform those with whom they were having or planning a relationship. Disclosure
tended to occur later in those individuals who were planning a cohabitation relationship with
their partner. Many of these subjects significantly underestimated the risks of transmitting
the virus to their partner. Those subjects who felt deep affection for their partners were most
likely to tell them.

In some cases, genital herpes causes troubling complications. If a pregnant women has
genital herpes and the baby is born through an infected birth canal, consequences for the
newborn can be extremely serious or fatal. The most significant risks to the newborn occur
if the mother contracts genital herpes during her pregnancy. About half of these infants will
die of encephalitis, a serious brain infection, or develop other serious neurological problems.
If the mother is having her first outbreak around the time of giving birth, the chances are
roughly one in three that the baby will be infected by the virus. However, if the mother is hav-
ing a recurrence, the chances are much lower. Whenever there is any danger of delivering a
baby while a woman is having an outbreak of genital herpes, the obstetrician typically rec-
ommends delivering the baby by cesarean birth, which virtually eliminates the chances of in-
fection. A study of 202 women who had active herpes at the time of delivery (both new and
recurrent infections being counted together) revealed that 10 of these women (about 5%)
gave birth to infants with the virus, and only one infant out of 85 cesarean deliveries was in-
fected (1.2%) (Brown et al., 2003). Thousands of women with genital herpes give birth vagi-
nally every day to normal, healthy infants with no ill effects to the newborn. Because many
women with genital herpes have no symptoms of a recurrence during delivery, they should
be seen regularly by their doctors throughout pregnancy for tests to be carried out to deter-
mine whether the virus is present inside the vagina.

Human Papillomavirus (HPV)
Some STD experts believe that human papillomavirus (HPV) is the most common sexually
transmitted disease in the world. The Centers for Disease Control and Prevention has esti-
mated that approximately 20 million Americans harbor this virus, and the number of new
cases is increasing rapidly every year. Many different varieties of this virus have been isolated,
and at this point more than 60 have been identified. Of this number, about one-third may be
transmitted sexually and the virus will live only on the genitalia, causing genital warts. Some
types of HPV have been implicated in the development of cervical cancer, penile cancer, and
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Research Highlight
Developing a Vaccine for the Treatment of Genital Herpes

V accines have been developed to immunize humans 
against many viral diseases, such as polio and hepatitis.

Researchers have been working for many years to create a
vaccine to protect humans from the HSV-2 virus, which
causes genital herpes. As of this writing, these efforts have
proven ineffective and frustrating.  In 1997, researchers
working at the National Institute of Allergy and Infectious
Diseases finished their testing of a genetically engineered
vaccine against HSV-2. A number of puzzling findings
emerged from these early clinical trials. For example, the ex-
perimental vaccine was safe and didn’t cause any outbreaks
of herpes infections, and it caused a specific defensive re-
sponse in the immune systems of the volunteers who had
been inoculated with it. However, the vaccine did not protect

individuals who did not have the virus from getting it from
their infected partners. Researchers simply don’t yet know
why this vaccine failed to work. During the 12-year develop-
ment phase of this vaccine, it was proven effective in pre-
venting the transmission of the herpes virus in several differ-
ent species of laboratory animals. Yet these data did not
predict the vaccine’s effectiveness in preventing herpes trans-
mission in humans. Finally, this experimental vaccine re-
duced the number of outbreaks in humans by about 30%, the
same rate of effectiveness found with the use of the antiviral
drugs noted above. We are optimistic that eventually a vac-
cine against genital herpes will be developed, although this
research problem seems to be particularly complicated.

Human papillomavirus
(HPV) Perhaps the most
common sexually transmitted
disease (STD) in the world. Its
most common manifestation
involves the appearance of
genital warts.



anal cancer as well as other genitourinary cancers. According to government estimates, over
95% of cervical cancer cases are attributable to this virus. Many individuals who have con-
tracted HPV do not have, nor have they ever had, any obvious symptoms.

The most common manifestation of HPV is genital warts, historically called “venereal warts.”
The scientific name for these skin growths is condylomata acuminata. They are highly contagious,
and roughly two of every three individuals who have sexual contact with an infected person
when the warts are present will eventually develop genital warts. Although the exact incubation
period for HPV is not known, warts usually appear within 90 days of contact with an infected
partner. The National Institute of Allergy and Infectious Diseases estimates that one million new
cases of genital warts are diagnosed every year. In women, genital warts may appear on the vulva
or within the vagina as well as the anus (Fig. 17-9A). They may also appear on the cervix. Gen-
ital warts are often less obvious in men, sometimes occurring on the glans of the penis or the
shaft (Fig. 17-9B). Sometimes they appear on a man’s anus or scrotum. These growths may be
extremely small, or in some instances may cover larger areas of genital tissue. Occasionally they
appear in small clusters. Although genital warts often go away permanently by themselves,
someone who thinks he or she has them should seek medical attention.

The doctor can usually diagnose genital warts simply by looking at them. Or the doctor
may put a few drops of vinegar on suspicious growths, since genital warts become white
when vinegar is applied to them. This is especially useful when the growths are inside the
vagina and cannot be seen easily. A Pap smear may also reveal indications of genital warts on
the cervix.

There are a variety of treatments for genital warts, depending upon how large they are and
where they are located. Treatments can eliminate the warts, but the virus never leaves the in-
dividual’s body. Several chemical agents are effective for removing genital warts. An older
agent that is still effective is podophyllin, a plant resin with caustic properties. Prescription
drugs containing this agent are also available in solution form. Pregnant women should not
use podophyllin or drugs containing this substance because it readily enters the bloodstream
and can cause birth defects. Other agents such as trichloroacetic acid are also highly effective.
In recent years the United States Food and Drug Administration has approved the use of im-
iquimod cream and 5-fluorouracil cream. The development of drugs for the treatment of gen-
ital warts has become an active area of research, and newer and more effective treatments are
being developed. Genital warts can also be removed by freezing them (cryosurgery) or burn-
ing them off with electrocautery or a laser. If all these therapeutic approaches fail, surgery
may be necessary to remove the growths.

As noted above, some varieties of HPV have been implicated in an increased risk for can-
cers of the cervix, vulva, anus, and penis. However, HPV infections do not inevitably lead to
cancer. A woman with genital warts should have regular Pap tests so that any early growth
of abnormal cells can be detected and promptly treated. In May of 2003, the U. S. Food and
Drug Administration approved a laboratory test that can detect the 13 strains of HPV that
present the highest risk for the development of cervical cancer. The test is used together
with a Pap test to detect the virus and is recommended for use among women over the age
of 30 because HPV infections in younger women are rarely associated with the development
of cancer (Frieden, 2003). It is also important to point out that women who have HPV in-
fections of the cervix and genital herpes have a greater risk for the development of cervical
cancer than those who have only HPV (London, 2003). In certain rare cases, untreated gen-
ital warts may cause complications of labor and delivery or may cause the growth of warts
in the newborn’s respiratory passageways. At this time, there are no effective vaccines
against HPV. Latex condoms, when used correctly, offer some protection against the trans-
mission of the virus.

Finally, in the Spring of 2003 an experimental vaccine was shown effective against the
strain of HPV (number 16) that accounts for about half of all cases of cervical cancer (Net-
work, 2003). In testing at the University of Washington, none of the 768 women who re-
ceived three doses of the vaccine became infected with HPV-16 in comparison with 41 of the
765 women who received placebo injections. It is anticipated that the vaccine will become
available to the general public in 5 years. One of the reasons that this news is especially prom-
ising is that the amount of HPV-16 DNA in a woman’s vaginal smear is highly predictive of
the later development of cervical cancer (Josefsson et al., 2000).
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FIGURE 17-9 A, B. Genital
warts are a highly contagious
manifestation of the human
papillomavirus.



Hepatitis
Hepatitis is an infectious viral disease that causes inflammation of the liver. The liver is the
body’s “central processor” for all metabolic reactions. There are several different types of hep-
atitis, which are transmitted from one person to another by both sexual and non-sexual
means. Several different viruses cause the various forms of this disease. For the sake of sim-
plicity, these are usually referred to as hepatitis A, hepatitis B, hepatitis C (which used to be
called non-A, non-B hepatitis), and hepatitis D. More recent research has identified hepatitis
varieties E, F, and G as well. Because this chapter focuses on sexual routes of transmission,
we will not discuss forms of hepatitis caused by exposure to toxic substances or alcohol. The
primary means by which hepatitis is transmitted is through contact with various bodily flu-
ids, specifically feces, blood, semen, vaginal fluids, saliva, and breast milk. Hepatitis is also
transmitted by sharing needles used for injecting drugs intravenously, as in the case of HIV.
Sexual routes of hepatitis transmission include giving or receiving oral stimulation, penis-in-
the-vagina intercourse, anal intercourse, and anilingus. Although the virus is found in saliva,
kissing is not a very efficient way of transmitting the virus. Those who work in the health
care industry and those receiving kidney dialysis are also at an increased risk of contracting
the virus that causes hepatitis. Unborn babies can be infected if their mothers harbor the
virus during pregnancy. The incubation period for hepatitis is highly variable, ranging from
3 to 20 weeks.

The symptoms of hepatitis range from uncomfortable to disabling. Many people who con-
tract the virus have no symptoms at all in the early stage of the disease. In those who do have
initial symptoms, nausea and vomiting are common. Weakness, persistent headache, and ab-
dominal pain are frequently reported. Chronic fatigue and loss of appetite are common. Be-
cause many different disorders can cause these same symptoms, it is essential to have a blood
test to determine the exact cause of these problems. As the disease progresses, the individual
experiences swollen lymph nodes throughout the body, and during this time the liver is be-
ing damaged. Abdominal pain occurs on the right side, and the person’s skin takes on a yel-
lowish tinge, called jaundice. This is another sign that the liver is not functioning properly.
According to the Centers for Disease Control and Prevention, there may be up to 320,000
new cases of hepatitis B and 230,000 cases of hepatitis C each year in the United States.

Many who contract hepatitis will develop long-term infections; an estimated 5,000 to
10,000 people die each year in the United States as a result of the chronic liver disease caused
by hepatitis. Using condoms is an effective way to minimize the risk of giving or getting hep-
atitis, and individuals with the virus frequently receive counseling about ways to further min-
imize the transmission of the virus. They are further encouraged not to share toothbrushes,
razors, and other personal hygiene items.  Since 1982 a vaccine has been available against
hepatitis B, and several drugs effectively treat the consequences of this viral infection. At this
writing, there are not yet any vaccines available to immunize people against hepatitis A or C.
Currently, there are no effective treatment strategies for acute viral hepatitis; the patient is en-
couraged to rest, eat properly, and avoid drinking alcohol. Since 1993, there has been an in-
crease in the prevalence of hepatitis among heterosexuals with multiple partners, homosex-
ual men, and those who use intravenous drugs.

Cytomegalovirus as a Sexually Transmitted Disease
Cytomegalovirus (CMV) is a very common and usually harmless virus that is carried by
about half of all young adults in the United States, according to the National Institute of Al-
lergy and Infectious Diseases. This virus is a member of a large family of viruses that include
the herpes family. The virus may be present in saliva, urine, semen, and vaginal fluids. It has
been known for about 20 years that CMV may be responsible for chronic inflammation of the
cervix and can be spread by sexual intercourse, although it can also be transmitted by kissing.
In most cases, no symptoms are associated with the virus, although some people have swollen
lymph nodes, fever, and extreme fatigue—symptoms that are often confused with the symp-
toms of mononucleosis. Because the virus is efficiently transmitted through anal intercourse,
homosexual men have a higher prevalence of the virus than heterosexual women or men.

The same general type of blood test used to detect HIV antibodies can also detect CMV
antibodies. According to the National Institute of Allergy and Infectious Diseases, there are a
number of complex, expensive tests that can reliably and definitively diagnose the presence
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of CMV in the bloodstream. Even though there are no consistent, obvious symptoms associ-
ated with CMV, infected women can transmit the virus to their newborns. Although not all
affected infants have symptoms, some do develop serious, potentially fatal complications that
may lead to epilepsy, blindness, deafness, or mental retardation. At this writing, the National
Institute of Allergy and Infectious Diseases is developing antiviral agents that may be effec-
tive in the treatment of CMV. As with other STDs, people who have CMV are at increased risk
of contracting HIV. Currently, there is no known way to prevent CMV, although latex con-
doms are thought to be very effective.

Molluscum Contagiosum
Molluscum contagiosum is a viral STD that causes tiny bumps on the skin that eventually
grow to 3 to 5 mm in diameter. It is not transmitted solely through sexual contact. Small chil-
dren, for example, may transmit the virus through saliva. The incubation period is roughly 2
to 3 months, although symptoms can appear in as little as 1 week or as long as 6 months
(Douglas, 1990). In rare instances skin growths may be as large as 10 to 15 mm in diameter.
They are usually gray, yellowish, white, or flesh-colored. They are more commonly found on
the buttocks, thighs, and lower abdomen and less often on the genitalia. Most people with
molluscum contagiosum have 10 to 20 of these little bumps on their skin. If they are not
treated they usually disappear in roughly 2 years, but sometimes they will recur. Because of
the unique, pearl-colored appearance of these bumps, molluscum contagiosum is relatively
easy to diagnose accurately and quickly. These skin lesions are usually removed by surgery,
electrocautery, or local freezing. Occasionally, caustic acidic solutions are used to destroy
them.

Personal Responsibility for Viral STDs
One of the most distressing things about viral STDs is the fact that once the virus enters a
person’s body, it is extremely difficult if not impossible to completely eliminate it. Bouts of in-
fection recur or are reactivated, often by unknown causes. In the case of AIDS, better treat-
ments are being developed, but still no cure is in sight. Just as there has been significant im-
provement in the development of antibiotics for the treatment of bacterial STDs, there has
similarly been development of vaccines and topical and systemic antiviral agents for the treat-
ment of viral STDs. Two conclusions clearly emerge from this discussion of these diseases.
First, prevention is crucial, especially through the use of latex condoms. Second, one should
not become discouraged or fatalistic and thereby avoid or delay seeking treatment. Remem-
ber: you can make important personal decisions to reduce or eliminate your risk of contracting
these STDs! YOU are in control.

STDs Caused by Bacteria

Bacteria are microscopic single-celled organisms and can be seen under a light microscope.
In comparison with viruses, bacteria are enormous. Bacteria have a wide variety of shapes.
Some look like little rods, others are round, and still others have a corkscrew-like appearance.
They are usually found in groups or clusters called colonies, and some have a little tail that
allows them to swim through bodily fluids. Bacteria replicate asexually, which means that two
bacteria don’t have to join in order to form a third. One bacterium simply divides into two.
An important difference between bacteria and viruses is that bacteria can, given the right con-
ditions and necessary nutrients, grow and divide on their own. In contrast, a virus can’t repli-
cate itself unless it gets inside a living cell, as we described in the case of HIV. For bacteria to
divide, conditions have to be perfect, and this does not always happen when bacteria are in
a person’s body. Not all bacteria cause diseases. In fact, most don’t.

A group of drugs called antibiotics are used to treat bacterial infections. Antibiotics work
by interrupting the processes by which bacteria replicate, gradually decreasing the number of
bacteria in the body and giving the cells of the immune system the opportunity to find, en-
gulf, and destroy any remaining bacteria. Different kinds of bacteria are affected by different
antibiotic drugs. Penicillin was one of the first antibiotics to be developed, but penicillin is
not effective in killing all types of bacteria, and the same is true with other drugs. For exam-
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ple, the antibiotic that is effective in treating chlamydia doesn’t work at all in the treatment
of gonorrhea. In addition, sometimes antibiotics that have been effective in treating a partic-
ular STD grow progressively less effective and eventually become totally worthless. The rea-
son for this is that bacteria mutate as they adapt to ever-changing antibiotic environments
and thereby become more resistant to antibiotics and eventually do not respond at all. This
form of adaptation is what Charles Darwin suggested all “successful” species have to do to
survive: adapt flexibly to constantly changing surroundings. For example, one particular
strain of gonorrhea not only became resistant to penicillin but actually began to use the drug
as a nutrient and grew actively in its presence. There is one more important introductory
point to note: no one has any natural immunity to sexually transmitted diseases.

Chlamydia
The most common bacterial STD in the United States is chlamydia, and has been for many
years. It is a sexually transmitted infection of the genitourinary tract in men and the repro-
ductive tract in women, although in some cases, a woman’s urethra too may become infected.
The Centers for Disease Control and Prevention estimates that approximately 4 million new
cases of chlamydia are reported each year. It is most commonly diagnosed in adolescents be-
tween the ages of 15 and 19, although all age groups may potentially be affected. The bac-
terium that causes chlamydia is Chlamydia trachomatis, which can be transmitted by vaginal
intercourse, oral stimulation, and anal penetration. For this reason, checking individuals for
chlamydia frequently involves culturing fluids from the penis, vagina, throat, and/or rectum
just to be sure that all potential sites of infection are studied.

Frequently, chlamydia is a “silent” STD, meaning that a person has acquired the bacteria
but has no immediately obvious symptoms. Men may have a urethral discharge (pus coming
out of the urethra) and painful urination; inflammation of the lining of the urethra is called
urethritis. In some cases, swelling of the scrotum may develop due to a bacterial infection 
of the epididymis, a condition called epididymitis. Some men may develop prostatitis if 
their prostate gland becomes infected or proctitis if the lining of the rectum is infected.
LaMontagne et al. (2003) have shown that when men under the age of 25 visit clinics with a
concern that they may have acquired an STD (but no obvious symptoms), routine testing for
chlamydia can detect over 90% of asymptomatic infections. The number of cases detected de-
clines dramatically in men over the age of 29, but this is not to suggest that older males are
any more resistant to infection, only that this disorder is more prevalent among younger
adults. Chlamydia produces no specific, consistent symptoms in women, and many women
become asymptomatic carriers of the disease without knowing it. It has been estimated that
about 15% of women who have chlamydia will have an unusual vaginal discharge and may
also feel burning during urination. In those cases where there are symptoms, they usually ap-
pear between 1 and 3 weeks after sexual contact. It has been estimated by the National In-
stitute of Allergy and Infectious Diseases that about one woman in three who has contracted
this STD will eventually develop pelvic inflammatory disease (PID). Once these bacteria have
entered a woman’s fallopian tubes, they may cause significant scarring, thereby eventually
causing blockages due to the build-up of scar tissue. Lack of prompt treatment for chlamy-
dia is one of the most common causes of infertility in young women.

An estimated 1 million cases of pelvic inflammatory disease occur each year in the United
States, and about 100,000 of these women will become infertile as a result. A woman can have
PID for quite some time, sustaining damage to her fallopian tubes, before she begins to ex-
perience any symptoms. These symptoms usually include lower abdominal pain. When scar-
ring has occurred in the lining of the fallopian tubes, a fertilized egg can get stuck and begin
to develop, causing an ectopic pregnancy. Pelvic inflammatory disease is the most common
cause of death during pregnancy among American adolescents. As the prevalence of chlamy-
dia has increased in recent years, so too has the number of ectopic pregnancies among young
women.

Diagnosing chlamydia can be difficult. Because its symptoms are somewhat similar to
those of gonorrhea, laboratory tests must be carried out to be certain which STD is present.
A person may also have both chlamydia and gonorrhea at the same time. Samples of a man’s
urethral discharge or a woman’s vaginal secretions are needed for these tests, which are rela-
tively inexpensive and take little time. The U. S. Food and Drug Administration has approved
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a urine test for chlamydia that has become widely available; this test can be very convenient
in those instances where a regular pelvic examination is not practical. Results from this urine
test are available in one day. Accurate laboratory diagnosis is essential because the antibiotics
that are effective in the treatment of chlamydia are not effective in the treatment of gonor-
rhea, and vice versa.

Several antibiotics are effective in the treatment of chlamydia. These include azithromycin
(which is taken for one day) and doxycycline (taken for one week). Other antibiotics such as
erythromycin, levofloxacin, and ofloxacin are also effective. Penicillin is ineffective in the
treatment of chlamydia. If a woman has or contracts chlamydia during pregnancy,
azithromycin, erythromycin, or amoxicillin are effective and will not cause any problems for
the developing embryo or fetus. When being treated for chlamydia or any other STD, it is es-
sential to take the prescribed medication exactly as prescribed until all pills have been taken, even
if symptoms disappear before the medication is consumed. One should refrain from sexual ac-
tivity until he or she has been checked by the doctor and it is established that the bacteria are
no longer in the body and he or she are no longer contagious. If symptoms do not disappear
within a week or two of finishing the medicine, one should promptly discuss this with his or
her doctor. Of course, it is also necessary to inform one’s sex partner(s) when one is diag-
nosed with an STD and receiving treatment. A person should never share medication with his
or her partner(s); she or he may be highly allergic to the drug, and neither individual will get
all the medication needed to be cured of the infection.

If a woman gives birth by vaginal delivery while she has chlamydia, her baby may develop
an infection of the membranes surrounding the eye, or the baby may be born with pneumo-
nia. Both infections can be treated successfully with antibiotics, but because of the risks,
many doctors routinely test pregnant women for chlamydia just to be sure they are not har-
boring the bacteria without any obvious symptoms.

Latex condoms and diaphragms effectively reduce the risk of transmitting the bacteria
that cause chlamydia. Cervical caps are also effective in preventing the bacteria from enter-
ing a woman’s cervix, a common first site of infection. Inflammation of the cervical canal is
called cervicitis. Having unprotected sex with multiple partners dramatically increases a per-
son’s risk of contracting virtually all STDs, and many physicians recommend screening for
chlamydia for everyone under the age of 25 who has had sex with more than one person. This
is important even in the absence of any symptoms. Data (Mertz, Levine, Mosure, Berman, &
Dorian, 1997) reveal that routinely screening young women who are at a high risk for con-
tracting chlamydia is not particularly effective in reducing rates of infection on a community-
wide basis. In fact, a study of routine screenings of over 3,200 sexually active inner-city ado-
lescent females between the ages of 12 and 19 (Burstein, Gaydos, Diener-West, Howell,
Zenilman, & Quinn, 1998) indicated that 24.1% of these young women had active chlamy-
dia during their first visit to family planning centers and school-based clinics. Finally, as
noted elsewhere, oral contraceptives, like many other contraceptive methods, do not prevent
the transmission of STDs. However, one report (Mardh & Hogg, 1998) demonstrates that
they may actually mask the symptoms of chlamydia and therefore further delay diagnosis and
treatment.

Gonorrhea
After chlamydia, gonorrhea is the second most common bacterial STD in the United States.
In street language gonorrhea is often called the “clap.” An analysis of demographic and geo-
graphic trends in the prevalence of gonorrhea in the United States between 1981 and 1996
(Fox, Whittington, Levine, Moran, Zaidi, & Nakashima, 1998) revealed that since 1981 the
incidence of reported cases of gonorrhea has decreased in this country from 431.5 cases per
100,000 people to 124.0 cases per 100,000 people. These scientists found that the prevalence
of gonorrhea was 35 times higher in African-Americans than in Caucasians in 1996. Among
women of all racial groups, those between the ages of 15 and 19 had the highest incidence
(716.6 per 100,000), and among men of all racial groups, those between the ages of 20 and
24 had the highest incidence (512.9 per 100,000). Although the overall prevalence has fallen,
this STD continues to present a significant health risk in this country.

The bacterium that causes gonorrhea is Neisseria gonorrhoeae. It quickly replicates in
warm, moist areas of the body that are slightly alkaline, including the reproductive tract, the
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mouth and throat, and the rectum. In women, the earliest site of a gonococcal infection is
usually the cervical canal. When gonorrhea is not diagnosed and treated promptly, it can
quickly spread throughout a woman’s fallopian tubes, causing pelvic inflammatory disease.
The uterus is another common site of infection. In men, the infection may spread to the epi-
didymis, causing epididymitis, and this can lead to scarring in this structure. Just as pelvic
inflammatory disease can lead to scarring of a woman’s fallopian tubes with an increased risk
of infertility and ectopic pregnancy, epididymitis can also cause infertility because scarring
can make it impossible for sperm to enter the vas deferens, and therefore they cannot leave
the body during ejaculation. Gonorrhea is most commonly spread through vaginal, rectal, or
oral sexual contact. If a woman has a gonococcal vaginal discharge, the fluids may also spread
to her anus, thereby causing rectal involvement of the infection. Like chlamydia, gonorrhea
can be transmitted from a pregnant woman to her newborn infant as it passes through an in-
fected birth canal.

An estimated 7 of 10 women who have contracted gonorrhea do not have any symptoms
in the early, uncomplicated stages of the disease. Because the infection affects a woman’s re-
productive system and does not usually affect her urinary system, she will have no urethral
discharge or pain during urination. The situation is quite different in men, however. Because
the urethra in men is part of both the urinary and reproductive systems, most men experi-
ence urethral discharge and painful urination between 2 and 14 days after they have been in-
fected (Fig. 17-10). Some men and women have no symptoms whatsoever for many weeks
after they have contracted gonorrhea. This is still another reason why individuals who are
sexually active, especially with multiple partners, should have regular check-ups (perhaps
every few months) to find out if they have contracted gonorrhea or any other STDs. When
there is a significant delay in diagnosing and treating gonorrhea, women may have a mal-
odorous, yellow, green, white, or gray discharge, occasional vaginal bleeding unrelated to
menstruation, and abdominal pain that can be so severe that it causes nausea and vomiting.
When gonorrhea has been contracted orally, the infection usually involves a serious sore
throat, and when contracted rectally it may be accompanied by rectal itch and very uncom-
fortable bowel movements.

Sometimes gonorrhea leads to complications distant from the reproductive tract, espe-
cially if the infection has been treated with an antibiotic to which it has developed some re-
sistance. For example, the bacteria may settle in a person’s joints and cause a local inflam-
mation. This is called gonococcal arthritis (Wise, 1995). A more rare and worrisome
complication involves the spread of the bacteria to a person’s heart, a condition called gono-
coccal endocarditis. In this case, the bacteria can attack and damage the valves in the heart
(Cartwright, Petty, Reyes, & Illuminati, 1996). Although these are uncommon, they are seri-
ous complications of gonococcal infections.

Diagnosing gonorrhea is not always a straightforward matter. A sample of discharge is
taken from a man’s penis or a woman’s vagina or, when indicated, from the throat or anus.
This discharge is mixed with a special dye and examined under a laboratory microscope. Al-
though this test can often reveal the presence of the bacteria that cause gonorrhea, it is gen-
erally far more accurate in men than in women. Men with gonorrhea almost always have a
positive test result using this technique, but only half of women infected with gonorrhea have
a positive result. For this reason, a woman may also have a smear taken of the fluids sur-
rounding her cervix and sometimes from her urine as well. Newer tests can detect the genes
of the bacteria that cause gonorrhea and are therefore more accurate, although they take
longer and are more costly. In still other cases, the discharge is cultured in a laboratory cul-
ture dish to see if any bacteria grow. This last test is especially accurate in diagnosing gonor-
rhea in women. Generally, the results of culture tests and the doctor’s clinical judgment may
be as valuable for making an accurate diagnosis as the more sensitive DNA tests that dis-
criminate between gonorrhea and chlamydia.

In the past, doctors prescribed penicillin for the treatment of gonorrhea. Almost 70% of
the cases of gonorrhea in China are highly resistant to some common antibiotics; the com-
parable figure is almost 60% in Hong Kong and 40% in Korea (Ison, Dillon, & Tapsall,
1998). Fortunately, a number of other drugs are very effective in curing this STD when the
bacteria prove resistant to traditional antibiotics or when patients are allergic to them. One
especially effective drug is ceftriaxone, which can be injected in the buttocks in a single
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treatment. Other drugs that can be taken orally are also very effective, including ofloxacin,
ciprofloxacin, and levofloxacin. A single oral dose of ciprofloxacin is almost 100% effective
in treating gonorrhea (Echols, Heyd, O’Keeffe, & Schacht, 1994) at a very low cost (less
than $5.00 per dose). The drug selected usually depends on the extent to which the doc-
tor feels the patient will take the medication exactly as prescribed. When a doctor is con-
cerned that the patient may not be compliant in taking all of the pills as directed, or if the
doctor is not sure that the patient will show up for the follow-up check, then a one-dose
injectable treatment or one-dose oral treatment may be appropriate. As noted above, some
patients have both chlamydia and gonorrhea, and then a combination of antibiotics can be
used.

Because follow-up care is so important in the effective treatment of all STDs, public health
officials have long sought innovative ways of being sure that all those being treated are, in
fact, cured. The San Francisco Department of Public Health has developed a promising strat-
egy of achieving this goal (Steiner et al., 2003). A “field-delivered therapy” program was im-
plemented in which public health officers went out into the community to be certain that pa-
tients who were treated for chlamydia and gonorrhea, although asymptomatic, were free of
these disorders. Patients were evaluated with a new urine test that allows rapid screening out-
side the clinical setting and, if the test is positive, the patient can be treated with a single dose
of an oral antibiotic. Completing follow-up treatment improved from 61.8% in 1998 to 81.0%
in 2000 because of this program. This approach has the further advantage of not requiring a
physician or nurse to draw blood, take vaginal or urethral swabs (which require time for a
culture to grow), or give injections; public health field workers can complete the treatment
protocol alone.  

Follow-up treatment has become an especially pressing concern in this region because
gonorrhea has become highly resistant even to some of the most recently developed antibi-
otics (such as ceftriaxone) in California, Hawaii, Asia, and the nations of the Pacific (Con-
traceptive Technology Update, June 2003), and alternatives or alternative combinations of an-
tibiotics are being used instead.

As is the case with chlamydia, delay in treating gonorrhea may lead to pelvic inflamma-
tory disease in women. Similarly, an infant born through a birth canal infected with gonor-
rhea may develop serious, vision-threatening eye infections. Finally, having gonorrhea in-
creases a person’s risk of acquiring HIV, and therefore prompt, effective treatment is extremely
important.

Latex condoms are very effective in preventing the spread of gonorrhea; female condoms,
diaphragms, and cervical caps are also helpful because they block the spread of the bacteria
into a woman’s cervix. Still, barrier methods seem more effective and should be used correctly
and consistently if there is any possibility that one’s partner may have an STD. Just as
nonoxynol-9 has been found ineffective in preventing the transmission of HIV, and in fact
may facilitate transmission of the virus, this agent when used as a gel alone or as a lubricant
with condoms has been found ineffective in protecting women from the transmission of
chlamydia and gonorrhea (Roddy et al., 2002).

Gonorrhea can be transmitted orally, vaginally, or anally. Condoms are highly effective in
reducing infection. However, condoms must be used not only during vaginal intercourse, but
also during oral-genital stimulation and anal penetration as well to minimize the risk of
transmission of this, and other, STDs. In a study of over 1,600 Singapore brothel workers be-
tween 1990 and 1998, Wong et al. (1999) reported that a successful condom promotion cam-
paign was accompanied by a marked increase in the number of cases of oral gonorrhea. Ap-
parently, clients often demanded unprotected oral sex, which is frequently believed to be
safer, when prostitutes required that they use condoms for vaginal sex.

So far this discussion of bacterial STDs has focused primarily on the heterosexual trans-
mission of infections, but of course homosexual transmission is both possible and common
and, unfortunately, growing at an alarmingly rapid rate. A thorough study of gonorrhea in gay
men between 1993 and 1996 (Morbidity and Mortality Weekly Report, September 26, 1997)
reveals significant increases in the prevalence of gonorrhea in this population studied in 26
STD clinics across the United States. Importantly, significant increases in the number of re-
ported cases of rectal gonorrhea indicate that large numbers of gay men are engaging in un-
protected anal intercourse, which is an efficient means of transmitting HIV as well. In clinics
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in which data were available about both gonorrhea and HIV, approximately 25% of men hav-
ing sex with men and contracting gonorrhea were also HIV-positive, showing an important
relationship between the spread of a viral STD and a bacterial STD.

One recent study (Bauer et al., 2001) demonstrated that the probability of female-to-
female transmission of STDs is “not negligible.” In this investigation, 286 women attending
a gay/lesbian/bisexual/transgender pride event filled out questionnaires regarding their per-
sonal STD history. Of this sample, 39 women who had had exclusive sexual contact only with
other women reported having contracted an STD at some time in the past. Results indicated
that the probability of acquiring an STD in female-female physical intimacy is much lower
than in male-female physical intimacy, and that the disorders reported, primarily HPV and
HSV, require only external contact for transmission. Cases of chlamydia and gonorrhea were
not reported in this sample, presumably because cervix-to-cervix contact would be required
for such transmission, a highly unlikely avenue of contact.

Pelvic Inflammatory Disease
Although pelvic inflammatory disease may occur if prompt, effective treatment is lacking
for chlamydia and gonorrhea, PID can also be caused by bacteria that are not sexually trans-
mitted. PID is a very common cause of infertility and ectopic pregnancy in young women. 
In one study of 58 women with PID (Pavletic, Wolner-Hanssen, Paavonen, Hawes, &
Eschenback, 1999), 19 (40%) became infertile as a result of this disease. Note that pelvic in-
flammatory disease is not, in and of itself, considered a sexually transmitted disease. How-
ever, the National Institute of Allergy and Infectious Diseases emphasizes that PID is the sec-
ond most common complication of STDs, AIDS being the first. PID can affect not only the
fallopian tubes but also the uterus, ovaries, and urinary tract. Roughly 1 million American
women suffer from an episode of PID each year, most being teenagers. Of these, about
100,000 will become infertile as a result, and another 70,000 will have ectopic pregnancies.
These are enormous psychosocial and medical consequences of STDs. Over 90% of women
with blocked fallopian tubes had either chlamydia or gonorrhea at some time in the past
(World Health Organization Task Force on the Prevention and Management of Infertility,
1995). Women at highest risk for PID are those who have an STD and sexually active ado-
lescents with multiple sex partners.

Diagnosing PID is not always simple. While lower abdominal pain is a common symp-
tom, a pelvic examination is necessary to determine the reason for the discomfort and its lo-
cation. Tests for chlamydia and gonorrhea are usually carried out, and the patient is evalu-
ated for signs of a fever or any unusual vaginal discharge or inflammation of the cervix. To
rule out other problems, the doctor may also carry out an ultrasound examination of the
woman’s pelvic area, perform a biopsy of her endometrium, or even perform a laparoscopy to
view her internal organs. Prompt, aggressive medical attention is very important. With early
antibiotic treatment, the prognosis for cure and normal future fertility is excellent.

Syphilis
No other sexually transmitted disease has evoked more fear, misinformation, and supersti-
tion throughout recorded human history than syphilis. In its early stages, syphilis is a highly
infectious STD, affecting virtually all of the body’s major organ systems. If it is not treated,
progressive degenerative changes frequently occur that are often fatal. Between 1986 and
1990, an epidemic of syphilis occurred throughout this country, after which time the inci-
dence began to decline. In the late 1990s, approximately 6,000 cases of primary and second-
ary syphilis were reported annually to the Centers for Disease Control and Prevention, rep-
resenting an 88% decline from the earlier period of the epidemic (Morbidity and Mortality
Weekly Report, June 26, 1998). Syphilis is more prevalent among African-Americans than
among other racial and ethnic groups in the United States. As with other STDs, having
syphilis increases a person’s chances of contracting HIV.

Syphilis is caused by the bacterium Treponema pallidum (Fig. 17-11), which looks like a
little corkscrew under a darkfield microscope. This STD goes through a number of different
stages, each with its own symptoms and physical manifestations. Fortunately, syphilis can be
treated effectively with a variety of antibiotics. Because the bacteria that cause syphilis can-
not be cultured in the laboratory, a variety of other diagnostic tests are required to accurately
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confirm a diagnosis of syphilis. These bacteria are extremely sensitive to drying, even slight
temperature changes, and mild antiseptics (including soap and water), and therefore the pre-
ventive measures outlined at the beginning of this chapter are very effective in preventing
syphilis. Each bacterium divides into two bacteria every 30 hours, so the course of the dis-
ease can be rapid, especially since thousands are transmitted during sexual contact with an
infected partner.

The first, or primary, stage of syphilis is characterized by a small ulcer at the point where
bacteria first penetrated the skin or mucous membrane (Fig. 17-12). This ulcer is called a
chancre (“chan-ker”), and its appearance can be highly variable. In most cases, it appears be-
tween 2 and 6 weeks after exposure to the bacterium. The chancre usually causes no dis-
comfort. In women it may appear on the cervix or inside the vagina, places where it cannot
normally be noticed. The same is true of syphilis transmitted through anal intercourse, when
the chancre is located inside the rectum. It is often a hard, red, round, shiny ulcer. Even if
syphilis is not diagnosed and treated, the chancre will disappear by itself in a few weeks. If
the bacteria were transmitted through oral sex, a chancre may appear on the lips or inside the
mouth or throat. If someone with oral syphilis bites his or her partner, for example, on the
shoulder, a chancre will form in that location too.

In its secondary stage, syphilis is characterized by small, round copper-colored skin sores
(Fig. 17-13). These appear 3 to 6 weeks after the symptoms of primary syphilis appear. Fa-
tigue, headache, swollen lymph nodes, and sore throat may also occur at this time. The fluid
inside these sores has thousands of bacteria in it, so any contact with these sores may trans-
mit syphilis. Like the chancre of primary syphilis, these skin sores will disappear even if the
person is not treated. Without treatment, the symptoms of secondary syphilis may reappear
a number of times over the next year or two.

If the disease is still not diagnosed and treated, it enters its latent stage, during which
there are no longer any symptoms and the person is no longer contagious. But the bacteria
are still in the body. Many people with latent syphilis never experience any additional adverse
consequences, but 1 in 3 will develop tertiary syphilis, in which the bacteria cause damage to
various internal organs, in particular, the heart and brain, as well as bones, joints, and the
eyes. When heart muscle cells or brain nerve cells are damaged, they do not regenerate or re-
pair themselves, and this can sometimes lead to heart attacks, damaged blood vessels, blind-
ness, stroke, dementia, and even death. Tertiary syphilis can last for many years.

In some cases, bacteria enter the central nervous system during the earliest stages of in-
fection, and in 3% to 7% of those who are untreated, neurosyphilis will develop. Although
some of these people will never have any obvious manifestations of nervous system damage,
others will develop serious and often life-threatening neurological problems. In some cases,
decades elapse before these health problems become obvious. In general, then, diagnosing
syphilis requires capable medical care because its symptoms can vary so much depending
upon the stage the disease has reached. Therefore the best advice remains: if you ever notice
anything unusual about your genitalia, seek your doctor’s
opinion immediately and don’t have sex with anyone until
you do. Syphilis is still epidemic in many parts of the United
States and is still a target of aggressive military indoctrina-
tion/education programs.

The National Institute of Allergy and Infectious Diseases
describes three ways to make a positive diagnosis of syphilis.
The first involves a physician’s recognition of the physical
signs and symptoms of the disease. Because the appearance
of a chancre can be highly variable, there is often some doubt
based on visual examination alone. The doctor may then
want to look at the bacteria inside a chancre or skin sore un-
der the microscope. The doctor presses on the lesion until
the fluid inside it oozes out. The fluid is placed on a slide and
examined under a microscope to visualize the characteristic
corkscrew-shaped bacteria. This offers a more definitive di-
agnosis than simply examining a skin sore or genital ulcer.
Finally, blood tests may be used to detect the presence of the
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bacteria, although often blood tests for syphilis are negative for several months after initial
infection. Two blood tests are frequently used to diagnose syphilis: the Venereal Disease Re-
search Laboratory (VDRL) test and the Rapid Plasma Reagin (RPR) test. These tests detect
specific immune system responses to the presence of Treponema pallidum, although they may
also give positive results when a person has other diseases, such as viral infections. Still other
blood tests may be used to diagnose syphilis when the results of these are not clear or do not
correspond to obvious physical symptoms of the disease. When neurosyphilis is suspected,
cerebrospinal fluid may be removed from the central canal of the spinal cord with a spinal tap
to make a definitive diagnosis.

In some cases, penicillin administered by injection is effective in promptly curing
syphilis. Some cases may be somewhat resistant to this antibiotic, requiring long-term follow-
up blood tests to be certain that the bacteria have been completely eliminated from the pa-
tient. Roughly 10% of the population is allergic to penicillin, but doxycycline and tetracycline
are also highly effective for those allergic to penicillin. When neurosyphilis has been diag-
nosed and treated, the patient may require follow-up blood tests for two years. Although
syphilis can be effectively treated during any of its stages, the damage it has caused cannot,
in most cases, be undone.

As with some other STDs, a pregnant woman who has syphilis can transmit it to her un-
born fetus. When syphilis is diagnosed and treated early in pregnancy, there may be no ill ef-
fects on the newborn. However, when the disease goes untreated, about one in four infants
will be stillborn or will die shortly after birth. The National Institute of Allergy and Infectious
Diseases estimates that 40% to 70% of babies born to mothers with syphilis will themselves
be infected with the disease.

Because syphilis is highly infectious in its primary and secondary stages, it is essential to
avoid contact with the infected ulcers and skin lesions characteristic of these periods. Latex
condoms are very effective in avoiding the transmission of syphilis. Epidemiologists have re-
cently asked whether the eradication of syphilis in the United States is a reasonable goal
(Hook, 1998). Despite the availability of effective antibiotics and accurate diagnostic tests,
these resources are not generally available to the segments of the population most in need of
them. If these people are to be reached, community-wide intervention programs will be nec-
essary. If unequal access to health care resources can be eliminated, we can be more hopeful
about eliminating this disease in the United States.

Nongonococcal Urethritis
Inflammation of the urethra may also result from STDs other than gonorrhea. In fact, a num-
ber of different bacteria can cause nongonococcal urethritis (NGU) and in some cases non-
specific urethritis. Although chlamydia is one cause of nongonococcal urethritis, it may also
be caused by a bacterium called Ureaplasma urealycticum as well as a number of other infec-
tious agents. Some women with nongonococcal urethritis may have painful urination, but
most women have no symptoms at all. In men with this disease, painful urination is com-
mon, as is a thin, watery urethral discharge that is quite different from the thick, yellow dis-
charge characteristic of gonorrhea. Sexual contact is the most common avenue of transmis-
sion of nongonococcal urethritis. This STD is effectively treated by tetracycline, doxycycline,
or erythromycin. Because a variety of bacteria may cause urethritis, it is important to be di-
agnosed by a doctor to be sure that the symptoms are treated with an antibiotic that is most
likely to be effective.

Chancroid
Chancroid is a significant STD quite common in Africa but less prevalent in the United
States, even though there have been periodic outbreaks, particularly in southern and eastern
states. The last major epidemic occurred in the late 1980s. Chancroid is a bacterial STD
caused by the microorganism Haemophilus ducreyi. It causes the appearance of small ulcers,
usually on the genitals, and may also be accompanied by swollen lymph nodes in the groin
that are tender to the touch. As with syphilis, this ulcer is referred to as a chancre. The chan-
cre may be inside a woman’s vagina or on her cervix, a site that makes detection difficult. The
incubation period is short, typically between 4 and 7 days (Ronald & Albritton, 1990). Un-
like the chancres of syphilis, however, these chancres are quite painful. Chancroid does not
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spread to the body’s major organ systems, nor is it passed to newborns when pregnant women
have an active infection. Chancroid is diagnosed by culturing the fluid from the ulcers.  Be-
cause simply examining this fluid under a microscope may not yield an unambiguous diag-
nosis of chancroid, culturing the bacteria is important.

Chancroid can be treated effectively with a number of different antibiotics: penicillin,
tetracycline, streptomycin, and sulfa drugs such as Bactrim (sulfamethoxazole and trimetho-
prim). However, like other STDs, Haemophilus ducreyi has become somewhat resistant to sev-
eral commonly used antibiotics. Newer antibiotics such as cephalosporin and ceftriaxone can
cure chancroid in a single injection. In a very small percentage of cases a second treatment
may be necessary to completely eliminate these bacteria from the body.

Because chancroid causes open genital ulcers, it has been implicated in spreading HIV in
Africa. Data reveal that an individual who is HIV-positive may not respond to treatment for
chancroid. It has been suggested, in fact, that the high prevalence of chancroid in Africa may
in part be responsible for the rapid spread of HIV in that part of the world.

STDs Caused by Parasites On or In the Skin

In addition to infections transmitted sexually, sexually transmitted infestations involve the
spreading or swarming of tiny organisms on or in the skin. Pubic lice and scabies are ec-
toparasites that live on the outer surface of the body. They are not viruses or bacteria but tiny
crustaceans. Both can be transmitted readily from one person to another during sexual in-
tercourse or other non-intercourse avenues of intimate pleasuring. While these almost always
cause significant itching and discomfort, the infested individual frequently delays seeking
medical treatment for fear of embarrassment and may try a number of home remedies, most
of which are ineffective for eradicating these tiny organisms.

Pubic lice, often called “crabs” (Fig. 17-14), are related to the same kind of lice that com-
monly infest the heads of schoolchildren. However, these lice are found primarily in pubic
hair although they may spread to other areas of the body, such as the armpits, eyelashes, or
facial hair. Pubic lice feed on human blood from tiny capillaries in the skin. A microscope is
not needed to see them, although they are quite small. In addition to sexual activity, a person
can also get them from infested bedding or the clothing or towels of someone who has them.
Because they are transferred so readily from one person to another, it has been estimated that
there is about a 95% likelihood of getting pubic lice after only a single contact with someone
who has them. They can even be transmitted by furniture and toi-
let seats. Many young people get crabs in a variety of types of col-
lege housing, and people have been known to get them even in
hospitals.

Pubic lice lay their eggs at the base of pubic hairs, seen as little
discolorations at the base of each affected hair. The crabs them-
selves can often be seen, and these signs together with the itching
make it easy to diagnose pubic lice. The over-the-counter medica-
tion Kwell is highly effective in treating pubic lice, although sham-
pooing alone won’t completely and permanently get rid of pubic
lice. This shampoo usually kills adult lice within a day or so, but
the eggs they laid will still hatch in about 6 days. A person has to
wash all their clothing and bedding and if necessary treat furniture
fabrics as well. Ideally, these items should be dried in a professional
clothes dryer at higher temperatures than most home clothes dry-
ers. Infected garments should be placed in sealed plastic bags for
one full week after washing (Francoeur, 1991). Anything boiled or
dry cleaned can be used immediately. A hot iron should be used on
furniture and mattresses. All these precautions show how difficult
it is to eliminate these pests.

Scabies is caused by a mite (Fig. 17-15) that is so small it can
be seen only with a microscope. This mite is Sarcoptes scabiei. It is
very effective in burrowing its way into the skin where it deposits
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its eggs. It causes severe itching, which can be especially painful when a person begins a hot
shower. Sometimes little bumps form on the skin’s surface, and dark blue or red spots may
appear as well. Some people have a more obvious rash, and some may notice tiny flecks of
blood on their clothing. While these signs often appear in a person’s genital area, the mites
can infest virtually any area of the body. Scabies is effectively treated by prescription oint-
ments. The person must coat the entire surface of their body with these medications, and of-
ten several treatments are required to kill all the mites and their eggs.

Pubic lice and scabies can cause discomfort, annoyance, and embarrassment, but prompt,
appropriate treatment is usually effective in very little time.

Recent Advances in the Treatment of STDs

Because STDs affect so many people worldwide and because many have become resistant to
traditional antibiotic therapies, the search for better and more effective treatments is a public
health research goal. Over the last 15 years there have been both encouraging and discour-
aging changes in the prevalence of various STDs (Carne, 1998). For example, the number of
new cases of gonorrhea had been falling steadily until 1995 when the prevalence again began
to rise. New strains of gonorrhea developed that were resistant to both penicillin and tetra-
cycline. A new family of antibiotics called fluoroquinolones was developed, but then new
strains of gonorrhea proved resistant to them. Tetracycline family drugs have been the treat-
ment of choice for chlamydia, and a combination of these called Deteclo is proving especially
effective. Azithromycin is also very effective in treating chlamydia.

Two relatively new antiviral agents are proving successful for treating genital herpes:
Famvir and Valtrex. Until only a few years ago, Zovirax was the only highly effective agent
for the treatment of genital herpes. It remains to be seen how well these new drugs will work
to stop recurrences of genital lesions and diminish the duration of outbreaks. Of course, none
of these treatments entirely eliminates the virus from the body.

Since 1996, protease inhibitors have been used in the treatment of HIV, and their role in
the medical management of this virus is now well established. More than a dozen antiretro-
viral drugs are in use today. Although at this writing there are still no promising signs of a
vaccine against HIV, drug combinations have become progressively better in profoundly low-
ering viral load and increasing life expectancy. Importantly, recent research (Quinn et al.,
2000) has demonstrated in a large African population in Uganda that when the viral load is
significantly reduced (to fewer than 1,500 viral particles per cubic centimeter of blood)
through the use of protease inhibitors, heterosexual transmission of HIV becomes highly un-
likely.

If You Think You Have A Sexually Transmitted Disease

Because many of us, especially adolescents and young adults, often feel that bad things hap-
pen only to other people, we therefore may actively deny the possibility of getting an STD
and resist acknowledging that possibility unless we are plainly in physical discomfort. But not
all STDs cause discomfort or obvious, troubling symptoms. Additionally, the early signs of
some STDs may not be detectable if they are inside a person’s rectum or inside a woman’s
vagina or on her cervix. Denial is especially likely in people who have an STD but do not have
any symptoms, who are referred to as asymptomatic carriers. Additionally, because the incu-
bation period of some STDs can be quite long, extending over weeks, months or, in the case
of HIV, years, a person can have an STD and give it to others long before he or she is aware
of any signs or symptoms.

Communicating with one’s partner or partners about STDs requires maturity, good com-
munication skills, a sense of personal responsibility, and a genuine sense of concern for that
other person or persons. If one felt close and trusting enough to have sex with someone in
the first place, hopefully one feels close and trusting enough to work through the unhappy
consequences that sometimes result. Ideally a couple discusses preventing STDs before they
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Other Countries, Cultures, and Customs
Advances in the Treatment of STDs in Developing Countries

U ntil AIDS began to take an enormous toll in lives and 
human misery in the world’s less economically devel-

oped countries, most of these nations did not have a national
agenda for the early diagnosis and treatment of STDs. AIDS
was a wake-up call in these impoverished parts of the globe
concerning the importance of STDs for the overall health and
well-being of their people. Not only are the effects of STDs
now being studied far more carefully, but their effects on a
person’s future reproductive potential as well as the health of
yet unborn babies are now major public health priorities in
even the world’s poorest nations (Mayaud, Hawkes, &
Mabey, 1998). It has been reported that STDs account for as
much as 17% of all significant disease among women of re-
productive age in sub-Saharan Africa (Over & Piot, 1993).
Additionally, the fact that people with STDs have a markedly
increased risk of acquiring HIV infection has forced public
health officials around the world to think of procedures and
programs for controlling STDs of all types.

For example, it has been shown that public programs
promoting the use of condoms can be extremely successful,
and that these successes almost always translate into lower
STD and HIV infection rates. Condom sales in Ethiopia in-
creased in a 5-year period during the late 1980s and early
1990s from less than 500,000 to almost 20,000,000 (Lamptey
& Goodridge, 1996). Increased condom availability and
health information programs were primarily responsible for
this increase. These figures refer to the number of condoms
being purchased in a poor country. When condoms are given
away, comparable or even better progress can be expected in
limiting the prevalence of STDs and HIV infections. In other
developing countries such as Thailand, condom use has been
promoted among prostitutes, brothel owners, and customers,
and this has led to a remarkable decrease in the number of
STD and HIV cases in that nation.

An especially important example of a community-wide
program for the early diagnosis and treatment of STDs is the
Mwanza region of Tanzania in Africa (Grosskurth, Mosha,
Todd, et al., 1995). Under the guidance of the World Health
Organization there was a 40% decrease in the incidence of
new HIV infections in a 2-year period. This program had five
elements, each of which was essential to the overall success
of the entire enterprise:

1. Local STD clinics were set up to train health care workers
and to study the various factors that lead to increased
rates of STD and HIV infection. These individuals also
studied the degree to which the locally prevalent strains of
gonorrhea were resistant to antibiotics.

2. Health care workers were trained to manage the course of
treatment of various STDs and to learn how to dispense

condoms without seeming to be judgmental. Additionally,
they were taught how to present basic STD prevention in-
formation in simple terms.

3. Large supplies of antibiotics were made available to en-
sure no interruption or shortage in the availability of these
drugs.

4. STD clinics were regularly inspected and care was taken
to be sure that staff were well-trained and that supplies of
antibiotics were adequate. Patient records were checked
to be sure that appropriate care was given and that pa-
tients had made their follow-up visits.

5. Public information programs were begun in every village,
and residents were taught to recognize early symptoms of
STDs and to seek medical treatment promptly.

This program demonstrated dramatically and conclusively
that an integrated, thorough approach is indeed effective in
significantly lowering the rate of new STD and HIV infec-
tions in a specific region. However, one problem encountered
in implementing this program concerned the large number of
individuals who had active STD infections but showed no
symptoms; these people had no idea that they needed to seek
the services of these clinics.

In 1994 the International Conference on Population and
Development was held in Cairo, Egypt. One of the key rec-
ommendations from this meeting was that developing coun-
tries make the diagnosis and treatment of STDs and other re-
productive health issues a high priority, and that women who
attend prenatal health clinics and family planning centers re-
ceive systematic education regarding these infections and
prompt treatment and thorough case management when a
positive diagnosis is made. A second recommendation was
that men should also be approached about these issues. It has
been shown that STD clinics located near the workplace are
particularly successful in lowering the prevalence of STDs
and HIV infections.

A final challenge facing developing countries as they try
to lower the rate of STDs and HIV infections is the issue of
partner notification. It is necessary to inform one’s sexual
contacts when one has contracted an STD so that partners
can benefit from prompt medical evaluation. But locating and
treating the source contact are more essential, and this focus
has become a high priority in many developing countries.
The source contact is the person from whom an individual’s
partner acquired HIV, and ideally the person from whom they
acquired it. This backtracking is basic to effective HIV treat-
ment programs, and public health officials around the world
are keenly interested in isolating and treating these source
contacts as an essential first step for decreasing the preva-
lence of STDs and HIV infections.



have sex, but of course, that doesn’t always happen. Working through this together is a good
example of adult behavior in which a person assumes responsibility for their own actions and
the consequences. Not only is it essential that one talk with their partner if they believe they
have given or received an STD, but promptness is of the utmost importance for seeking med-
ical assistance. It is absolutely essential that a person refrain from all sexual activity as soon
as they suspect that they might have an STD.

Telling Your Partner or Partners
Telling one’s partner or partners as soon as one suspects they might have an STD is impera-
tive. This is something one has to do in one’s own way, being as genuine and honest as one
possibly can. Do not do this on the telephone! These are important, personal issues, and face-
to-face communication is imperative. Because both people played a role in transmitting the
infection or infestation, both should be willing to share the responsibility and the expense
of being treated. This is definitely a private discussion and should take place when two
individuals are certain that they will not be interrupted. It is important to make a specific
plan and to plan to talk again soon so that both individuals are sure that they are receiving
medical attention. Going to the same doctor or health care facility together might be a good
idea.

This is not yet the time for the couple to explore the impact of an STD on their relation-
ship, if there is one, and every reasonable effort must be made to engage in productive, mu-
tual problem solving with a minimum of blame and recrimination. These two people can talk
about their relationship later; getting treated now is the first priority.  It is important to talk
about only those issues both individuals are sure about. Until they have been to the doctor,
they cannot be certain about which, if any, STDs are involved. At this point, the only thing
that is really important is getting medical attention as soon as possible.

Do Not Attempt Self-Medication Many people have some leftover antibiotics in their
medicine cabinet at home, but it is very important not to start taking any medication with-
out first being diagnosed. First, the medication may be totally ineffective against the STD
contracted. Second, even if a person starts taking an antibiotic that is effective, they will
probably not have enough of it for a complete course of treatment. That means that the symp-
toms might go away for a little while, not actually curing the disease but masking the con-
tinued progress of the infection. Third, one might be allergic to the medication and have a
terrible, life-threatening reaction to it. Finally, the antibiotics a person might have may no
longer be effective if they are old. While home remedies might be appropriate for some other
types of health problems, they are definitely not appropriate for STDs.

Where to Go for Help Again, ideally one has a close, confidential relationship with their
doctor. But not everyone has a personal or family doctor, and many feel embarrassed or hu-
miliated going to their doctor with an STD. Yet part of the professionalism of medical train-
ing involves a non-judgmental attitude toward the people one treats and their problems.  In
most instances, a doctor will not think less of an individual because they have contracted an
STD. In fact, the doctor is likely to respect the person’s maturity and courage in asking for
treatment promptly. All communication with a doctor is confidential, including the diagno-
sis and any course of treatment prescribed. Pharmacists too are similarly bound by the same
professional code and cannot discuss with anyone the medicines a customer is taking or the
reason they are taking them.

Still, for many people, a personal or family doctor is not a reasonable option. The local
health department can often offer appropriate medical care, however, often for a markedly re-
duced fee; they also are happy to provide condoms free of charge or at very low cost. The lo-
cal Planned Parenthood also can generally offer prompt, suitable medical treatment for a rea-
sonable fee. Finally, local urgent care facilities also offer excellent medical care, although they
usually cost more than the other two alternatives.

Sometimes people think that they have contracted an STD, seek medical testing, and find
out that they have not. Even though this is generally good news, a negative diagnosis involves
interesting issues. People who find out that they have not acquired an STD may develop a
false sense of security and fail to practice safer sex. This is one reason why people who have
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had a negative AIDS test are required by law in some states to be counseled about their sex-
ual activity and any high-risk behaviors in which they might be involved.

Take Medication as Prescribed While in some cases STDs are treated with injectable
drugs, often the individual needs to take pills each day for a specified number of days. Need-
less to say, it is extremely important to take all medications exactly as prescribed and to re-
frain from all sexual contact until the course of treatment is over and they have been med-
ically checked to ensure that they no longer harbor a sexual infection. In most cases, the
doctor will ask the patient to return to the office for tests to confirm that they have been
cured, in those cases where a cure is possible. Follow-up check-ups are important because
various strains of different STDs have become resistant to some of the antibiotics commonly
used to treat them. Sometimes they are somewhat resistant, and in other cases they may be
totally resistant. An antibiotic also may be less effective than hoped, and traces of the infec-
tion may remain after all the pills have been taken. Another reason follow-up is so important
is that it gives the doctor the opportunity to counsel the patient and teach them how to avoid
getting another sexually transmitted infection. Often people feel immensely relieved to be
treated for an STD and tell themselves that they will never again get into a situation where
they could become infected. However, the guidance and expertise of a doctor are especially
important in encouraging an individual to practice safer sex in the future.

Medical Professionalism You don’t need to read this book to understand that many
people are quite judgmental about sexual behavior and its unpleasant outcomes. Unfortu-
nately, some people working in the helping professions also find it difficult to separate their
personal beliefs from their professional responsibilities. Everyone has a right to competent,
courteous, nonjudgmental interactions with health care professionals when seeking diagno-
sis and treatment for an STD. Anyone who goes to a doctor, local health department, Planned
Parenthood, or student health center should never be made to feel ashamed or “dirty” be-
cause they have contracted a communicable disease. Anyone who is treated in this way
should seek treatment elsewhere and make a complaint to the appropriate responsible authori-
ties such as the local or regional medical society. Everyone has rights as a patient and is al-
ways entitled to respect and the highest standards of medical and interpersonal attention.

Counseling Contracting an STD can make a person fearful, anxious, and depressed, feel-
ings that we would call normal under the circumstances. When it comes to diagnosis and
treatment for STDs, we believe in the importance of treating the whole person, which might
involve some counseling along with medical treatment. The most important thing to do first
is get treated for the STD. A good counselor rarely tells a client what to do or think, but of-
ten they can help a person understand why they took sexual risks. If one feels that one is not
attractive or lovable unless one has sex with someone, then a counselor can help one better
understand these faulty assumptions and perhaps gain a better understanding of oneself and
one’s motives and fears. We are not saying that everyone who has an STD needs counseling,
but that in some cases it can be very helpful.

The Future After an STD Contracting and being cured of an STD can teach one some
important lessons that might make them a better person. The mistakes a person makes are
much less important than what the person does about their mistakes. If one learns something
about oneself and one’s relationships because of an STD, there is an opportunity to adjust
one’s life and behavior accordingly. With those STDs for which there is no known cure, there
are many effective medical interventions to treat recurring symptoms, and new treatment ap-
proaches are being developed.

The Psychosocial Context of Sexually Transmitted Diseases

So far, we have discussed STDs primarily from the point of view of diagnosis and treatment.
But of course, it is in a wider psychosocial environment that people engage in health-
enhancing behaviors or high-risk behaviors. The relationship between biology and society is
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close with respect to the prevalence of STDs. The social and psychological aspects of these
infections involve a number of questions. For example, how do people approach opportuni-
ties for sex in a hazardous social setting? Which populations are at the highest risk for ac-
quiring STDs? Social and psychological factors often have deterministic effects regarding STD
and HIV transmission.

Adolescents and Young Adults
Although teenagers seem to be experiencing decreased rates of unanticipated pregnancies
and a lower prevalence of STDs, young adults, especially those in their early 20s, are show-
ing an increase in both. In this section we will examine the relationship between these ado-
lescent and young adult lifestyles and the high rate of sexually transmitted infections among
these individuals. While we are not referring to all individuals and all STDs in these age
groups, we are most certainly describing many. Public health organizations have targeted
these populations and worked hard to educate them about the prevalence, risks, and conse-
quences of STDs.

To motivate people to avoid getting pregnant or contracting an STD, two basic approaches
have been taken: programs that teach safer-sex communication and behavior and programs
that encourage sexual abstinence (Fig. 17-16). For many years, social and behavioral scien-
tists have studied the effectiveness of these. Current data related to HIV in African-American
youth (Jemmott, Jemmott, & Fong, 1998) indicate that abstinence-only programs are not as
effective in delaying sexual intercourse among adolescents as programs that teach safer-sex
skills and behaviors. Both sides in this argument agree that STDs and HIV infection are a se-
rious threat to the health of American teenagers. The United States Congress allocated $250
million for the advocacy of abstinence-only programs between 1998 and 2002. Despite the
fact that almost $90 million is being used for abstinence-only programs, very few data sup-
port the effectiveness of this approach compared with safer-sex programs (DiClemente,
1998).

In research by Jemmott, Jemmott, and Fong (1998), African-American adolescents who
were sexually active at the beginning of this study were compared with an abstinence-only
group. The sexually active youngsters received systematic safer-sex instruction. Three
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months after the beginning of the study, those receiving abstinence education were less likely
to report that they had had sexual intercourse. However, this difference was no longer obvi-
ous six months later. Those who were sexually active at the outset were less likely to remain
abstinent. Additionally, among those subjects who were sexually active and who received
safer-sex instruction, consistent condom use was reported 6 and 12 months after the begin-
ning of the investigation. Generally, at this writing, there are few persuasive data to support
the effectiveness of programs that encourage abstinence only. An editorial in the Journal of the
American Medical Association (DiClemente, 1998) emphasized that it is difficult to justify the
allocation of substantial funds for the implementation of abstinence-only programs. Still, this
issue requires continued serious, systematic study with larger sample sizes and more hetero-
geneous groups of adolescents.

Ideally, adolescents have already received complete, accurate information about sex from
their parents, and therefore these programs outside the home might be thought of as supple-
mentary. In fact, this does not always happen. Not all parents are well informed themselves
about sex, nor are they easily approachable with questions. Raffaelli, Bogenschneider, and
Flood (1998) explored the characteristics of communication about sex between parents and
teens. They studied 510 pairs of fathers and teens and 666 pairs of mothers and teens. Gen-
erally adolescents found it easier to talk with their mothers about sex than with their fathers,
and daughters more commonly reported communication about sexual issues with their
mothers than did sons. This is not to imply that adolescents never talk with their fathers
about sex, because in fact they do so frequently. This study focused on three specific topics:
the appropriateness or “normality” of adolescent sexual behavior, the risks and consequences
of STDs and HIV infection, and various methods of contraception. These authors speculate
that one of the reasons communication about sexual topics seems better among girls than
among boys is that parents are plainly aware that the consequences of sexual activity can be
more serious for girls than for boys, especially in terms of unanticipated pregnancy. Rosen-
thal, Cohen, Biro, and DeVellis (1996) found that when female teenagers come from families
in which their parents are involved in their lives, attentive to their social activities, and con-
cerned about their academic achievement, they usually feel that their parents would respond
supportively if they were to contract an STD. More importantly, when there is good family
support and communication on sexual topics, teenagers are far less likely to engage in sex-
ual risk-taking behaviors and more likely to practice safer-sex routinely.

Other researchers have also explored the psychosocial characteristics of teenagers who are
most at risk of acquiring an STD (Rosenthal, Biro, Succop, Bernstein, & Stanberry, 1997). In
one study 44 males and 88 females were contacted through their primary care physicians. The
average age of these subjects was about 17 years, and most had begun having intercourse at
around age 14. In this group of subjects, those most likely to report having contracted an STD
were somewhat older and female. They were also likely to report having had more sexual part-
ners in their lifetimes, generally thought that STDs were quite common among teenagers, and
felt less negative about having had an STD. These data describe some of the psychosocial fac-
tors characteristic of teenagers who are most likely to get STDs. This study used a fairly small
sample that was not representative of the American population (86% of respondents were
African-American and 14% were Caucasian). Furby, Ochs, and Thomas (1997) interviewed 48
teenagers using an open-ended questionnaire. These researchers were particularly interested
in learning about teenagers’ measures to reduce the risk of acquiring an STD. Interestingly,
they found that preventive actions had both positive and negative effects. For example, many
respondents reported that taking action to prevent STDs (like using condoms) also was very
effective in reducing the chances of pregnancy. However, some subjects reported that if they
suggested taking precautionary measures, their partner would interpret it as a gesture of mis-
trust and it therefore might hurt the quality of the relationship. While many subjects reported
that contracting an STD would be viewed in a highly negative way by their peer group, others
emphasized that preventive measures such as condoms would diminish the “naturalness” of
the sexual experience. In general, taking action to prevent transmission of STDs can have both
positive and negative implications for these adolescents, and teenagers frequently consider
these pros and cons when they think about having unsafe sex.

While teenagers might not know all they need to know about STDs, recent data indicate
that the same might be true about college students. In a study in Australia, Minichiello,
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Paxton, Cowling, Cross, Savage, Sculthorpe, and Cairns (1996) surveyed over 600 college
students regarding the completeness and accuracy of their knowledge about STDs. These
students demonstrated a wide degree of variability in their knowledge of the names and na-
ture of diseases that are transmitted sexually. Almost 100% of this sample understood that
HIV and AIDS are sexually transmitted, and more than two-thirds understood that genital
herpes, HPV, pubic lice, syphilis, hepatitis B, and gonorrhea are also passed from one per-
son to another during physical intimacy. Yet fewer understood the sexual nature of chlamy-
dial infections, scabies, and non-gonococcal urethritis. Although these subjects had a good
grasp of the names of STDs, their understanding of symptoms and other medical informa-
tion about these diseases was not as good, depending on the STD. These respondents had
difficulty identifying the means by which genital herpes, chlamydia, hepatitis B, syphilis,
and pubic lice are transmitted. The researchers demonstrated that the level of knowledge
these students had about STDs did not predict the prevalence of any specific STD in the
Australian population, however. While data like these are descriptive, they show the level
of information about STDs likely in college students, although these findings cannot nec-
essarily be extended to the entire Australian population. The population of Australia is also
likely to differ from the U.S. population in significant ways. Today in the United States
there are more than 12 million students in community colleges, colleges and universities,
and postgraduate institutions of higher learning—a very large number of individuals who
might be less than adequately informed about an extremely significant aspect of their psy-
chosocial environment.

Sexually Transmitted Diseases and Risk-Taking Behaviors

Obviously we do not always do what is good for us, and in fact, we sometimes do stupid, dan-
gerous things. Unfortunately, this aspect of human nature is also related to the risks some of
us run in relation to STDs. Social and behavioral scientists have studied the way people think
about these risks and how they behave as a consequence. There are some key differences in
how women and men take risks.

Sexual Risk-Taking Among Adolescent and Young Adult Women
To fully appreciate the possible risks of acquiring an STD, a person must be able to think
ahead and anticipate the consequences of one’s actions. While these cognitive skills have usually
developed by adolescence, there is much variability regarding the age at which these thought
processes are operating. Baker and Rosenthal (1998) reviewed the literature concerning the
psychological aspects of sexual risk-taking among teenage girls, and their analysis makes
clear that, in fact, adolescent and young adult females do not always engage in foresightful
thinking about sexual activity. Unless a young woman enjoys the faithful exclusivity of a sin-
gle sexual partner, there are always risks to consider. It is also important to take into account
whether she had any partner or partners before a current, sexually exclusive relationship.
When these young women are able to discuss the possibility of STDs with their potential
partners, they are not as likely to participate in high-risk sexual behaviors (Sieving, Resnick,
Bearinger, et al., 1997). Some young women need to think about many other factors first,
such as their need for acceptance from males in general and perhaps one young man in par-
ticular, their thoughts about how their girlfriends are behaving sexually, and their own men-
tal and emotional maturity and development. Generally, when adolescent and young women
feel that they are full partners in a relationship and can make their feelings, fears, and pref-
erences known to their partners, they are more likely to make sexual decisions that are both
self-protective and foresightful.

Television, movies, and romance novels bombard our society with depictions and prom-
ises of exciting sex. However, these media almost never show characters who have acquired
an STD or the protective measures they take to be sure they don’t. The AIDS epidemic has
changed this situation somewhat, but with the exception of HIV infections, women or men
are seldom seen talking about having safer sex, buying and using condoms, or candidly dis-
cussing their personal sexual histories. The media therefore give the wrong impression that
STDs are rare and happen only to other people.
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Alcohol and other drugs complicate the situation further. These agents generally con-
tribute to sexual risk-taking because they lower inhibitions and contribute to a person be-
having in less than cautious ways. Baker and Rosenthal (1998) note that substance use or
abuse play a role in early first intercourse, a lack of condom usage, and the higher risk that
one will be “used” sexually. Another problem is negotiating the use of latex condoms. Many
men tell their prospective sex partners that they “can’t feel anything” if they use a condom
and “they really don’t work anyway.” We recommend that if a man tells a woman that he can’t
feel as much when he uses a condom, she should tell him that if he doesn’t use a condom he
won’t feel anything at all. Someone who truly cares about a woman and respects himself
would not fail to use latex condoms.

Sexual Risk-Taking Among Adolescent and Young Adult Men
As with women, there are a number of reasons adolescent and young adult men engage in
sexual risk-taking behaviors that are likely to lead to acquiring or transmitting STDs. Hoff-
man and Bolton (1997) distributed questionnaires to almost 150 self-identified heterosex-
ual men who had visited STD clinics in California. These researchers selected about a
dozen sexual behaviors that involved low, moderate, and high risks for acquiring STDs and
HIV and asked their respondents whether they engaged in these “always, regularly, some-
times, used to, or do not.” On average, these men were about 31 years old, 44% were
African-American, 36% were Caucasian, and 20% represented other races; 77% were sin-
gle. Most had some college education, and almost one in five was a college graduate. At the
time of this study, 72% had been diagnosed with an STD and 67% had a history of some
type of sexually transmitted infection. From the reports of these subjects, five different rea-
sons for their high-risk sexual behavior could be isolated. These included feelings of being
in love, compliance with their partner’s wishes, the enjoyment of erotic pleasure, sexual be-
havior while in an altered state of consciousness, and the desire to express dominance and
power in a relationship. The pleasure factor seemed to be most frequently associated with
high-risk sexual behaviors likely to lead to STDs and HIV infection: fellatio without the use
of a condom, their partner swallowing their semen, coitus interruptus, vaginal sex without
a condom, and anal sex without a condom. This study described heterosexual behaviors
that are most likely to lead to the transmission of an STD or HIV and the most common
motives behind them. 

A study in England addressed issues involved in the decision to be tested for HIV. People
seeking testing usually have a good reason for doing so. Perhaps they were careless and had
frequently engaged in unsafe sexual behaviors, or maybe one of their partners tested positive
for HIV. Making a decision to get tested usually carries with it some awareness that one has
not been as careful as one should have been. One might therefore hypothesize that those who
receive a negative report would begin to be more careful, but an investigation by George,
Green, and Murphy (1998) showed this is not necessarily true. In a sample of 114 subjects
who tested HIV-positive and another 114 subjects who tested HIV-negative, 5.3% of those
who tested negative acquired an STD in the year after their test, while among those who
tested positive, 2.6% acquired an STD during the same period of time. Apparently, the anxi-
ety surrounding HIV testing, even when it yielded a negative result, was not as effective in
dissuading unsafe sexual practices as a positive test would have predicted. A negative test re-
sult may give a person a false sense of security and unrealistic ideas about the very real risks
he or she are taking. Results like these demonstrate the importance of counseling for indi-
viduals who have tested negative for HIV as well as those who have tested positive.

Finally, another study explored the risk of acquiring an STD based on whether a person
was engaging in unsafe sexual practices with his or her monogamous partner or with multi-
ple partners. A study in France explored this issue in a sample of over 1,600 subjects who ac-
knowledged having at least two sexual partners over the previous twelve months (Messiah,
Pelletier, et al., 1996). These respondents reported engaging in a wide variety of sexual be-
haviors. Manual stimulation, penis-in-the-vagina intercourse, mutual masturbation, and oral-
genital contact were very common in this sample of subjects. Anal sex was uncommon. In
most sexual encounters a condom was not used. Condoms were more likely to be used when
a person’s partner was an occasional partner. Similarly, sexual behaviors not involving pene-
tration, including oral stimulation, were more common among occasional partners. Impor-
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tantly, the women reported that they did not commonly initiate condom usage with their oc-
casional partners; the men, however, were more likely to have done so. 

Irregular Use of Condoms

When it comes to preventing STDs, condoms are available, inexpensive, and very effective
(Fig. 17-17). So why don’t people use them regularly? We have already noted some of the
psychosocial factors related to consistent, correct condom usage. Personal attitudes are also
important in relation to use or nonuse of condoms. Earlier, we noted the double message of
society to teenagers: “If you obtain condoms to take personal responsibility for your sexual
behavior, you are planning to behave in an evil, immoral way.” It’s no wonder that there is a
lot of confusion about obtaining and using condoms. Research has shed some light on this
issue, however.

Condom Use Among College Students
Beckman, Harvey, and Tiersky (1996) asked almost 200 college students to fill out a ques-
tionnaire about their attitudes regarding condom use and oral contraceptives. Approximately
70% of this sample was female. A significant percentage of these subjects emphasized the dis-
ease prevention aspects of condoms as basic to their decision to use them. They also found
them available and convenient to use. Many students reported that the condom interfered lit-
tle with sexual spontaneity, a commonly reported reason that many people don’t like using
them. However, only 60% of the students in this study reported using condoms during the
previous 6 months. Another noteworthy finding was the fact that African-American respon-
dents believed more strongly than their Caucasian counterparts that condom use was an im-
portant way of preventing pregnancy and sexual infections. While this research dealt exclu-
sively with the male condom, more research is now being published about the female
condom, especially its ability to prevent STDs.

Female Condoms and Women at Risk for HIV Infection
Most of what we have written so far about condoms has been about male condoms, but fe-
male condoms, while still new, are being used more frequently. Research has explored the use
of the female condom among women who are at a particularly high risk for acquiring HIV in-
fection (Surratt, Wechsberg, Cottler, Leukefeld, Klein, & Desmond, 1998). These researchers
note that few educational programs about HIV are targeted to women. This research focused
on women who were receiving treatment for the recent use of injectable drugs and/or crack
cocaine and who were also likely to include unsafe sexual behaviors in their drug-related
lifestyles. Over 300 women in San Antonio, Texas, St. Louis, Missouri, and Rio de Janeiro,
Brazil participated in the study. The average age of these subjects ranged from 28 in Rio de
Janeiro to 36 in St. Louis. Most of these women had a history of trading money or drugs for
sex, and one-third of the total number of women had multiple sex partners over the course
of the previous 30 days. About two-thirds of the women from Brazil had used the female con-

dom, while about 20% of those in San Antonio and St. Louis
had tried it. Those women who had a history of trading sex
for drugs were far more likely to use the female condom.
This finding was especially pronounced in the South Ameri-
can women, as was the fact that the women who decided to
use the female condom were also eight times more likely to
have been using male condoms. Most of the women in this
study reported that they were generally satisfied with the fe-
male condom, and in Rio de Janeiro and St. Louis about 75%
continued to use them 3 months after the study began. Ap-
proximately 40% of those in San Antonio continued to use
them. It is still too early to tell if the female condom will be-
come widely used by women who want a more independent
role in pregnancy and STD prevention, but these early data
certainly look promising.
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FIGURE 17-17 A community
health education counselor
(right) hands out condoms in
a high school sex education
class in Iqaluit, Canada.
While condom distribution is
controversial, many commu-
nities support this simple, ef-
fective measure to reduce the
number of nonmarital preg-
nancies and the transmission
of STDs.



Condom Use Among Separated and Divorced Women
When people separate or get divorced, they often begin to date and explore sexual relations
with other people. For both women and men, this transitional period can be a time when they
have intercourse and share other intimate behaviors with several other people. It is a time when
safer-sex practices such as condom use are especially important. Women most often bear the
negative consequences of contraceptive negligence or the failure to use condoms correctly and
consistently. Marion and Cox (1996) studied condom use in a sample of over 250 separated and
divorced women, dividing their sample into women who could still conceive and those who
could not. These women were between the ages of 20 and 49, with more than 75% having had
some college experience. More than half the subjects had been separated for 3 years or less. All
of these women reported having sexual intercourse with someone who was not their spouse in
the previous years. The results of this study are troubling: 41% of the subjects reported that they
had never used condoms since they became separated or divorced, while “38% reported some-
time to half-time condom use, and 21% reported regular condom use. Almost 60% of the re-
spondents never used condoms with regular partners. With last intercourse, 77.7% of the re-
spondents did not use condoms” (p. 114). These women are at a high risk of acquiring an STD
or HIV infection. The women who were fertile were far more likely to be careful about using
condoms than those who could not conceive. Ideally, separated and divorced women who are
sexually active should ensure that condoms are available if sexual intimacy is in any way likely
and should communicate their desire to use them to their partners.

Specific Populations and STD Risks

The incidence and prevalence of STDs vary significantly among different population groups.

Prisoners
It has been estimated that at any point in time in this country, there are approximately
567,000 individuals in local and county jails (MMWR, June 5, 1998). People incarcerated in
these facilities typically are on short sentences or are waiting for their trial to begin. In a study
of women in these facilities, 35% tested positive for syphilis, 27% for chlamydia, and 8% for
gonorrhea. With even greater numbers of prisoners in state and federal facilities, this popu-
lation presents public health officials with special challenges. Since women with STDs do not
always have any obvious symptoms, the prevalence of STDs and HIV infection in correctional
facilities is generally based on just those who are having symptoms. The Centers for Disease
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Letter to Dr. Ruth Westheimer

Question:
Is it really true that latex condoms offer enough protection
against HIV? They’re so cheap and easy, I just can’t believe that
something so simple works so well. Is there some kind of catch?
I am a college student and I see advertisements for condoms all
over campus, and I have a hard time understanding why some-
one wouldn’t use them if they work so well. Why would people
take such terrible risks?

Answer:
If you were walking down the street and saw a man up ahead
waving a gun around, you’d turn around and head in the other
direction. The problem with STDs is that they’re invisible, and as
the old saying goes, “out of sight, out of mind”—particularly if the
opportunity for sex is there and both parties are in a high state
of arousal. That’s why it’s important to be prepared with a con-
dom before things go too far.

As to why people actively refuse to use a condom, I can only
say that they feel invulnerable or are careless, or both. They
think that they can’t become a statistic. Now I recognize that in
this life one must take some risks to get ahead, but when you
weigh the risks of catching an STD against using a condom, the
scales tip greatly in favor of using a condom. Luckily many more
people are using condoms, and the spread of HIV is slowing, but
still far too many people are not practicing safer sex and, sadly,
many will regret it.

As to the protection offered by a latex condom, yes, they are
effective at preventing both disease and pregnancy. According to
the 17th Revised Edition of Contraceptive Technology, however,
27,000 condoms slip or break on an average night in the U.S. I
don’t know how they determine such statistics, but we know
enough about the reliability of the condom to say that there is
no such thing as safe sex, only safer sex.



Control and Prevention in 1997 found that most city and county jails test for STDs only when
an inmate is having symptoms or specifically requests testing. Voluntary testing to locate in-
mates who have STDs but are asymptomatic is generally not done, regardless of the conse-
quences of the lack of prompt treatment for sexually transmitted infections. Because conju-
gal visits are common and because same-sex activity is a part of jail and prison life, these
issues seem to warrant serious, systematic, quantitative study.

Military Personnel
Eitzen and Sawyer (1997) studied the questionnaire responses of almost 600 unmarried fe-
male army recruits to questions about the consistency with which they used condoms, the
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Research Highlight
Condom Use in Nevada’s Legal Brothels

C ommercial sex workers are certainly at a high risk for
STDs if they do not use condoms. In 1988 the Nevada

legislature passed a law mandating condom use in legal
brothels. Posters reminding prospective customers of this
law are placed in conspicuous locations in these establish-
ments. Still, many men who come to these brothels try to ne-
gotiate penetrative sex acts without the use of a condom.
This issue is the focus of an interesting research study by Al-
bert, Warner, and Hatcher (1998).

These researchers found that most commercial sex work-
ers use condoms regularly and correctly with their cus-
tomers. The fact that these women are shown free of HIV and
other STDs in regular tests supports their consistent use of
condoms. Forty licensed commercial sex workers working in
two legal brothels in Nevada participated in this study. All
were at least 18 years old and had worked in their current es-
tablishment for at least 1 month. Of these, 26 women indi-
cated that in the previous month they had encountered a
prospective customer who said that he did not want to use a
condom. Thirteen women reported that they had been ap-
proached by more than one prospective customer who resis-
ted condom use. These women had sex with a total of 3,290
customers during the previous month, of whom 90 at first re-
fused to use a condom.

Of the 90 customers who at first refused to use a condom,
65 decided to comply when they were told that the women
working there would not have vaginal intercourse or engage
in fellatio with them unless they did so. Four of these men
had a condom applied to their penises without their know-
ing it; the woman held a condom in her cheek and applied it
to the client’s penis during oral stimulation. Condoms lubri-
cated with nonoxynol-9 further protected the woman from
risk of oral infection. Of the almost 3,300 clients who had
visited the brothel during the time of the study, only 14 left
without having purchased any sexual services.

When questioned about their personal lives, 38 of these
women acknowledged that they had a lover sometime in the
previous year, and 14 indicated that they had more than one.
In all but three cases, these lovers were men. Virtually all of
these women used condoms with all of their clients during
penetrative sexual acts, but only 7 of them used condoms
consistently with their lovers. Of the 14 women who had

more than one lover, 10 reported that they did not use con-
doms consistently in their private lives. These data suggest
that commercial sex workers in this sample may have been at
a higher risk of acquiring an STD or HIV infection from a
lover in their personal life than from a client with whom they
had sex for money. 

Norma Jean Almodovar heads a group called the Interna-
tional Sex Worker Foundation for Art, Culture, and Educa-
tion. She is holding a painting of a brothel in Butte, Mon-
tana and is hoping to turn the building into a museum that
describes the lives of prostitutes.



number of men they had had sex with in their lives, the variety of sexual behaviors in which
they had participated, alcohol use as an accompaniment to sexual activity, their previous re-
productive health care history, pregnancy, and personal history of STDs. Ninety percent of
these women reported having sexual intercourse at least once, with most women having had
three lifetime partners. Of the women in this sample, 26% had at least one pregnancy, and
14% reported having had at least one STD in the past.

The authors of this study described these women’s condom use as “erratic,” noting that
as few as 14% of the women in this sample had used condoms while having sex with a “ca-
sual” partner. Alcohol use was commonly incorporated into sexual activity, contributing to
lessened inhibitions and less care about taking safer-sex precautions. Alcohol use was gen-
erally predictive of a greater number of lifetime sexual partners and fewer screening tests for
STDs. Of the women in this sample, those with steady partners and those with casual part-
ners were just as likely to seek testing for STDs. Because there are more than 350,000
women in the military today, these data reveal real and pressing public health issues affect-
ing almost 14% of the total American military establishment. Clearly, health education pro-
grams should be developed and implemented for STD prevention and treatment for women
in the military. This is especially important because STDs are five times more common in the
American military population than in the general civilian population in times of peace and
30 times more common in times of war (Eitzen & Sawyer, 1997, p. 686). Between 1985 and
1994, almost 2,400 soldiers, sailors, and air personnel tested HIV-positive. Although those
statistics primarily involve men, the purpose of this study of military women was to high-
light the importance of studying more carefully a sample of military personnel at greater risk
from unsafe sexual practices and inadequate STD screening. Data like these should encour-
age greater emphasis on STD education, testing, reporting, and treatment in the armed
forces.
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Other Countries, Cultures, and Customs
Condom Use Among Commercial Sex Workers in Thailand

T here is a new phenomenon in the vacation industry: sex 
vacations. It has become common for foreign visitors to

fly to several countries in Southeast Asia to spend several
days as “guests” in brothels. As this industry has grown, so
too has the prevalence of HIV infections, placing customers
at a high risk of acquiring the virus unless they use condoms
conscientiously and consistently. The managers of these
brothels took action to support their sex workers and clients
with condom use. Because of differences in sex roles and
women’s rights in other countries, not all commercial sex
workers may be able to successfully negotiate condom-only
sex with prospective clients, and therefore the support of
their brothel manager is an essential first step in creating
such a policy. Sakondhavat, Werawatanakul, Bennett,
Kuchaisit, and Suntharapa (1997) studied this issue.

These researchers addressed the public health challenge
to the commercial sex workers in Khon Kaen City. At the be-
ginning of the study in 1990, only two brothels had a con-
dom-only policy enforced by brothel managers. The man-
agers of the city’s 24 brothels were encouraged to comply
with a condom-only policy. The brothel managers were given
a slide presentation about AIDS and they also received addi-
tional information about HIV infection and the importance
of condom usage in reducing the number of new cases of

HIV. They were given condoms to distribute to their sex
workers, and their supplies were replenished each month.
They received encouragement and reinforcement for their ef-
forts to begin a condom-only policy in their brothels. Com-
mercial sex workers were given free blood tests for HIV and
syphilis and then checked again 6 months later. Between 200
and 300 commercial sex workers were working in these 24
brothels at any time.

After 3 months, 74% of all the brothels in Khon Kaen
City had a condom-only policy, and clients who refused to
use a condom were refused sexual services. When the supply
of condoms was uninterrupted, high rates of condom com-
pliance continued. However, when there were inconsisten-
cies in the delivery and availability of condoms, the number
of unprotected sex acts increased. When condoms were
available without interruption, about 90% of all sexual inter-
actions involved the use of a condom. These researchers be-
lieve that the support and encouragement of the brothel
managers are critical to the success of their program. Because
there is an extremely high rate of turnover among commer-
cial sex workers in Thailand every year, these measures may
hopefully play a major role in lowering the rate at which
STDs and HIV infections are transmitted.



Heterosexual Activity Among Self-Identified Homosexual 
and Bisexual Men
Chapter 9 notes that sexual orientation is a continuum, not a dichotomy. It is rare for a per-
son to have either exclusively heterosexual thoughts, feelings, and fantasies or exclusively
homosexual thoughts, feelings, and fantasies. Chapter 9 also noted the difficulties in clearly
defining the term “bisexual” unambiguously. When studying the transmission of STDs and
HIV, it is important also to explore heterosexual behavior by men who identify themselves as
primarily homosexual. Evans, Bond, and MacRae (1998) studied these issues among a sam-
ple of 1,490 men who had presented themselves at an STD clinic in London. Of them, 1,212
were self-identified heterosexuals, 234 homosexuals, and 44 bisexuals. Of the homosexuals
in this sample, 8.5% reported having heterosexual sex at least once during the last year,
45.2% said that they had had heterosexual intercourse but not during the past year, and
46.2% reported never having heterosexual intercourse. Among the respondents who identi-
fied themselves as bisexual, 34.3% had sex with at least one woman during the previous year,
28.6% had sex with two women during this time span, and 11.5% had three or more part-
ners. In this sample, 25.7% had not had sex with a woman during the past year. An impor-
tant finding was a large difference in the frequency with which heterosexuals used condoms
consistently (16.9% of the sample) compared with homosexuals and bisexuals (40.9% of the
sample). While in the past HIV was more likely to be transmitted during homosexual anal in-
tercourse, today there is a rise in HIV transmission among heterosexuals having vaginal in-
tercourse. Again, these are public health issues of real importance.
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Conclusion

STDs such as HIV are serious health problems that can happen to
good, and sometimes careless, people. Despite the unfortunate
consequences of STDs, people are still powerfully impelled to en-
gage in sexual behavior when they know the risk, and it is still not
completely clear why this so commonly happens. The emphasis
here is the importance of taking personal responsibility for one’s

sexual behavior, making intelligent and cautious sexual decisions,
taking appropriate and effective preventive measures, and avoid-
ing sexual risks as a lifestyle issue. Also important are early, accu-
rate diagnosis and effective treatment. Everyone needs to feel re-
sponsible for their own health and behaviors.

Learning Activities

1. What might be a good way to encourage sexually active women
to have periodic STD check-ups, especially since so many of them
are asymptomatic carriers of these disorders?

2. Summarize the psychological, social, and cultural obstacles to
the conscientious use of condoms. Why should or shouldn’t con-
dom advertising appear on television?

3. Give examples of some good sexual communication skills be-
tween two individuals that might help them prevent the transmis-
sion of STDs. Be specific.

Key Concepts

• Prevention of STDs requires an individual to take personal re-
sponsibility for their intimate behaviors and to engage in intelli-
gent decision-making so that they will be less likely to participate
in high-risk behaviors. 

• Asymptomatic carriers of an STD do not have any obvious signs
of being infected. Women infected with chlamydia or gonorrhea,
for example, may have no symptoms. When signs of an STD oc-
cur inside a woman’s vagina or on her cervix, she may be unaware
of these. 

• Sexual risk-taking occurs when people do not think ahead and
anticipate the possible consequences of their sexual behaviors. It
is a basic psychological factor in the transmission of STDs. 

• If you think you have a sexually transmitted disease it is imper-
ative to talk, in person, with your sexual partner or partners and
fully, clearly, and honestly tell them your symptoms and your di-
agnosis (if you have already gone to a doctor), and encourage
them strongly to seek prompt, competent medical care, perhaps
seeking assistance together. 

• In seeking care for STDs, you are fully entitled to competent,
courteous, nonjudgmental medical professionalism without con-
cerns about feeling shameful. Counseling is sometimes beneficial
for helping individuals cope with STDs, their treatment, and their
long-term effects, if any. 

• Adolescents and young adults often feel that they are immune
to the risks inherent in unprotected sex and frequently do not feel



vulnerable to STDs. Personal growth and development often in-
volve recognizing these potential problems and acting proactively
to avoid them. 

• Irregular and/or inconsistent condom use is not unusual among
sexually active adolescents and young adults. Educational, cul-

tural, and religious considerations affect a person’s adherence to
cautious, prudent condom usage on a regular basis. 

• The risks of transmitting and receiving STDs are no less serious
among homosexual and bisexual individuals.
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Sexual Variations 
and the Paraphilias
Sexual Variations 
and the Paraphilias

OBJECTIVES

When you finish reading

and reviewing this chapter,

you should be able to:

� Briefly describe historical figures and writings relevant to the
study of unusual or deviant sexual practices.

� Discriminate among the meanings of these terms: “atypical,”
“variation,” “deviation,” “perversion,” and “paraphilia.”

� Discuss why it is difficult to accurately determine the
prevalence of paraphilias in the general population.

� Discuss four theories about the origins of sexual variations and
deviations.

� Explain the diagnostic features of paraphilias that are common
to all forms.

� Describe common and uncommon paraphilias, noting the
distinguishing characteristics of each. Discuss the degree to
which each may or may not involve legal offenses and the
extent to which each victimizes others.

� Explain the “operating rules” of the sadomasochistic subculture
and the “understanding” that governs interactions between
sexual sadists and sexual masochists.

� Review some of the manifestations of paraphilias in everyday
life and human relationships. Explain the degree to which
these are tolerated or condemned by society as a whole.

� Discuss the characteristics of sexual addiction. Speculate
whether sexual addiction is a true paraphilia.

� Summarize the approaches to treating paraphilias. Explain the
distinguishing features of each and comment on their relative
effectiveness.
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P revious chapters in this book have discussed the more common or “normal” aspects of
human sexuality. Some of these sexual topics might be unappealing to some people, but

they are generally acknowledged as an ordinary part of the world in which we live. However,
some sexual inclinations and behaviors are indeed very unusual, and sometimes frankly
against the law. The variations and deviations of human sexual desire know no boundaries,
either geographically or in terms of race, religion, educational attainment, or socioeconomic
status. Some people are astonished or even disgusted by the sometimes bizarre manifestations
of human sexual inclinations (Fig. 18-1). In previous chapters sexual issues have been dis-
cussed that are not matters of “right” or “wrong,” but this chapter and the next will focus on
some aspects of human sexuality that are illegal and exploitative.

Complex Language Issues

Many different words are used to refer to unusual sexual inclinations and behaviors, and we
need to make sense out of these terms and their diverse and sometimes overlapping mean-

ings. Different authors, scientists, experts, psychologists, and psy-
chiatrists often use these terms in idiosyncratic ways, and the sug-
gested meanings here are by no means definitive, only useful in the
scope of this chapter. Finally, these terms are social constructions,
not scientific terms referring to observable, measurable aspects of
behavior. Rather they are determined by historical influences, cur-
rent laws and traditions, and varying social conditions, and may
change as new information is acquired.

� Atypical. This term is used in a generic sense to refer to any-
thing not characteristic of most people most of the time. It
means “unusual” but is value-free. Atypical sexual behaviors
are not common avenues of intimate expression, but this word
does not imply they are bizarre, illegal, or highly peculiar. In a
statistical sense, atypical means rare when compared with the
norm.

� Variation. Sexual variations are sexual behaviors engaged in by
a minority of individuals in any particular society, but of which
there is generally not wide disapproval.

� Deviation. Society plainly disapproves of sexual deviations. Still,
there may be significant differences between the opinions of so-
ciety as a whole and psychiatrists or psychologists.

� Perversion. This word is not as common today among sexolo-
gists as it used to be in the writings of Krafft-Ebing, Freud, and
Ellis. It generally refers to deviant sexual behaviors the person
prefers to heterosexual sexual intercourse. Like the term “deviant,”
perversion clearly has unpleasant connotations. Sex experts
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From Dr. Ruth Westheimer

M any of the questions people ask me have to do with
what is “normal.” Many people are very concerned about

whether their particular behavior is normal or not. What I think
is much more important is whether someone is getting hurt by
such behavior. If that’s the case, it should be avoided, no matter
how many other people are doing it.

Certainly, there are particular sexual behaviors that most
people do not indulge in. But if somebody gets sexual satisfac-

tion from one of them, and it doesn’t cause them any harm or
harm anyone else, then I see no reason why they should refrain
from this behavior. But it’s important that these behaviors are
mutually consensual and occur in private.

Many of the behaviors described in this chapter do have
negative consequences, however. In those cases, individuals who
cannot stop themselves from such behavior need help.

FIGURE 18-1 The public may
sometimes react to flamboyant
displays of sexual tastes and
preferences with undistracted,
focused interest. This reveals
nothing about the “normality”
of the viewer or the viewed.



rarely use this term anymore, and when people use the word, it carries a clear value judg-
ment.

� Paraphilia. Of these different terms, paraphilia has the most contemporary usage and is
preferred by sex experts and specialists in the treatment of psychological disorders. It im-
plies persistent, strong atypical sexual urges associated with highly distracting sexual fan-
tasies. Paraphilias may involve erotic feelings for nonhuman objects, age-inappropriate in-
dividuals, unwilling or nonconsenting adults, or the allure of punishment or humiliation
and degradation as aspects of sexual activity. There are a variety of paraphilias, which will
be discussed in this chapter. Paraphilias are included in the Diagnostic and Statistical Man-
ual of Mental Disorders. A person with one paraphilia may have others as well. Paraphilias
are officially recognized as mental disorders and are thus thought treatable by psychiatrists
and psychologists.

Historical Background

For many centuries, uncommon sexual practices have been described, but the serious, sys-
tematic exploration of unusual sexual practices began with Krafft-Ebing and Freud in the
19th century. Earlier, descriptions of atypical sexual behavior existed in the context of non-
scientific disciplines such as religion, mythology, literature, and the law. This study was gen-
erally taken over by more empirical areas of scholarly inquiry, such as anthropology, medi-
cine, psychiatry, psychoanalysis, and sexology (Travin & Protter, 1993). In his famous
Psychopathia Sexualis, Richard von Krafft-Ebing (1939) originally wrote in Latin about un-
usual sexual practices in an attempt to diminish what he anticipated would be a huge public
outcry over these “indecencies.” In this important scholarly treatise, Krafft-Ebing describes a
large number of case studies dealing with a large variety of uncommon sexual practices:
sadism, masochism, fetishes, exhibitionism, frotteurism, zoophilia, pedophilia, and sado-
masochistic behaviors. His clinical examples were drawn from the published psychiatric lit-
erature of many different countries in Europe, Russia, and Asia. Part of the tremendous im-
portance of Krafft-Ebing’s book is that it was among the first to present an exhaustive,
systematic compilation of unusual sexual inclinations and behaviors.

Two other important historical figures forever changed our culture’s view of the diversity
of sexual behaviors. The Marquis de Sade (Fig. 18-2), born in
1740, wrote a number of books while a resident in various asylums
for the criminally insane. The best known of these include One
Hundred and Twenty Days of Sodom, and The Adversities of Virtue.
These books include lucid descriptions of a wide variety of behav-
iors in which the inflicting of pain is associated with sexual excite-
ment. Various tortures, floggings, and physical mutilations of
women are described in minute detail. These books aroused so
much public hostility that Napoleon believed that de Sade should
be kept under lock and key for his own as well as society’s protec-
tion (Travin & Protter, 1993). The other person of historical im-
portance in relation to sexual deviations was Leopold von Sacher-
Masoch, who was born in 1836. In his book Venus in Furs,
Sacher-Masoch described in keen detail how a male character was
the object of humiliation and degradation by a dominating female
character who tormented him with a whip while dressed in high
boots and furs. When Krafft-Ebing read these books, he coined the
terms sadism and masochism to refer to how some people become
sexually aroused by inflicting pain on others or by being the object
of such abuse.

According to Travin and Protter, modern perspectives on sex-
ual deviation began with the publication of Krafft-Ebing’s book in
1886. This book had an enormous impact on the psychiatric com-
munity of his day. His fame and reputation as a member of the
medical faculty at the University of Vienna added weight to his
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FIGURE 18-2 The Marquis de
Sade (1740–1814) explored
and wrote about the erotic as-
pects of administering pain
and suffering, as well as re-
straint and humiliation.



pronouncements, even if they were not entirely correct. Yet there was a serious problem in
the general tone and approach of this book. Krafft-Ebing believed that anyone who partici-
pated in the unusual sexual behaviors he described was a “degenerate” and could not likely
be cured by the therapeutic methodologies of his day. Another very important figure in the
early scientific study of sexual variation and deviation was Magnus Hirschfeld, introduced in
Chapter 2. He founded the Institute of Sexual Science in 1918 in Berlin, where his clinical
work involved the study of homosexuality, exhibitionism, sadomasochistic behaviors, and
fetishism. Hirschfeld invented the term transvestism to refer to what is often called cross-
dressing.

Havelock Ellis’ important book Studies in the Psychology of Sex was of profound signifi-
cance for the modern approach to sexuality in general and sexual variations and deviations
in particular. This book was first published in English in 1897. He was among the first to sug-
gest that homosexuality and masturbation are not sexual perversions but rather variations of
normal sexual inclinations and behaviors. Ellis sensitized the professional and lay elements
of society to view and interpret sexual behaviors within the framework of the relative social
norms of the particular culture, not in an absolute, rigid diagnostic framework. He encour-
aged serious students of human sexuality to appreciate the psychosocial and interpersonal
context in which any sexual activity takes place; his approach was nonjudgmental, fore-
sightful, and professional.

The work of Krafft-Ebing and Ellis had a powerful effect on the thinking of Sigmund
Freud who, in 1905, published one of his most important books: Three Essays on the Theory
of Sexuality. Freud’s psychosexual theory of development (discussed in Chapter 12) was first
presented here, and for the first time psychiatrists began to speculate that sexual variations
and deviations in adulthood might have their earliest roots in the experiences of children and
young adolescents. Freud argued that if early in life a baby’s erogenous zones are incom-
pletely and inconsistently stimulated, the child may grow up to symbolically make up for this
early infantile deprivation. Similarly, the overindulgences of childhood may become manifest
later in life. Freud believed that here could be found the roots of deviant sexual urges and ac-
tions in adulthood.

Another important figure in the brief history of the study of sexual variations and
deviations is Alfred Kinsey. Largely through his exhaustive clinical interviews with thou-
sands of people, the public became better informed about the enormous variety of sexual
desires and behaviors found in apparently normal individuals. For example, Kinsey
reported that a sizeable percentage of males with rural origins or residence patterns had
had at least one sexual encounter with an animal, but this did not mean that these indi-
viduals continued to prefer animals to women or that they were forever “perverted” by this
experience.

Contemporary thinking about sexual variations and deviations seems powerfully influ-
enced by policy statements of important professional groups such as the American Psychi-
atric Association as well as state and federal laws intended to minimize or eliminate sexual
victimization and exploitation. The Diagnostic and Statistical Manual of Mental Disorders
(DSM-IV) includes descriptions and diagnostic criteria of a number of sexual deviations, col-
lectively called paraphilias.

The Diagnostic and Statistical Manual of Mental Disorders

We described the Diagnostic and Statistical Manual of Mental Disorders in Chapter 14 in the
context of sexual dysfunctions. It represents the final word regarding the criteria and symp-
toms used to diagnose mental disorders, and virtually all professionals in psychiatry use it
consistently to make diagnoses based on a client’s signs and symptoms. This book can be ex-
tremely helpful in making a distinction between normal sexual interest and behavior and  ab-
normal and deviant behavior. Although the DSM-IV is published by the American Psychiatric
Association, it is used by sex therapists, clinical psychologists, nurses, mental health techni-
cians, and licensed clinical social workers as well and even has a powerful bearing on legal
deliberations concerning deviant sexual behavior.
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Diagnostic Features of the Paraphilias
According to the DSM-IV, paraphilias involve “recurrent, intense sexually arousing fantasies,
sexual urges, or behaviors generally involving 1) nonhuman objects, 2) the suffering or hu-
miliation of oneself or one’s partner, or 3) children or other nonconsenting persons, that oc-
cur over a period of at least 6 months” (Diagnostic and Statistical Manual of Mental Disorders,
4th edition, 1994, pp. 522–523). These fantasies, urges, and activities are necessarily accom-
panied by significant subjective inner turmoil and problems interacting with others socially
at work or in other arenas of the person’s life. These fantasies, urges, and activities might be
necessary for the person to experience sexual excitement, while in other cases they may be
expressed occasionally, such as during periods of significant personal stress.

In addition to these characteristics, the DSM-IV goes on to note that, “The behavior, sex-
ual urges, or fantasies cause clinically significant distress or impairment in social, occupa-
tional, or other important areas of functioning” (Diagnostic and Statistical Manual of Mental
Disorders, 4th edition, 1994, p. 523). Although all of us become somewhat preoccupied by
sexual fantasies and feelings from time to time, these differ in their persistence and potential
to cause mental distraction in those with paraphilias. Recently, Krueger and Kaplan (2001a)
have suggested that paraphilias involve such uncontrollably recurrent thoughts and behav-
iors that they might be thought of as obsessive-compulsive disorders. Further, these writers
also believe that a number of other psychiatric disorders may be involved in the paraphilias,
such as substance abuse problems, attention-deficit/hyperactivity disorder (ADHD), anxiety
disorders, and problems in impulse control. In addition, there is a difference between having
a fetish and enjoying lingerie or other stimuli that enhance sexual excitement. For example,
Chapter 15 describes how many women find using a vibrator very stimulating. In  fact, many
women do not consistently have orgasms unless they use a vibrator. This situation, however,
does not indicate a sexual deviation because these women are rarely distressed about using
vibrators—they are generally quite comfortable with them. In most instances, people with a
paraphilia do not have a very diversified sex life but are rigidly dependent on a specific con-
stellation of sexual cues and stimuli to feel any erotic excitement or responsiveness at all.
This raises another question: Can someone with a paraphilia have “normal” sexual relations?
Probably so, but such an experience would not likely be that individual’s preferred avenue of
sexual expression, and in all likelihood they would be fantasizing about the object of their
sexual attraction during such sexual relations.

What Causes Paraphilias?

The cause of paraphilias is by no means simple, clear, or straightforward. No one really
knows if paraphilias may be caused or contributed to by a single, unusual sexual experience.
Like all complex human behaviors they are learned, sometimes over a long period of time and
sometimes very subtly. Indeed, many factors seem to contribute to the development of the
paraphilias. As discussed in a later section, there are a number of different theories about the
etiology of the paraphilias.

Brockman and Bluglass (1996) described factors inside an individual and in the wider
psychosocial environment that may play a role in the development of paraphilias. They be-
lieve that childhood experiences certainly have the potential to affect the way an individual
begins to associate a number of social and physical cues with the pleasure derived from eroge-
nous zone stimulation. A current analysis (Lee, Jackson, Pattison, & Ward, 2002) of devel-
opmental risk factors in the emergence of the paraphilias includes the following: childhood
emotional abuse, dysfunctional family, childhood behavior problems, and childhood sexual
abuse. While these do not cause paraphilias in later life, they are strongly associated with their
appearance. Second, the individual’s physical make-up may also play a role. Feelings of un-
attractiveness, congenital abnormalities, and atypical urogenital anatomy and physiology
might all foster the belief that one is somehow not acceptable or worthy for normal sexual
activities. Third, cognitive factors may certainly contribute to feelings of being “different” and
the expectation that one’s sexual advances will be rejected. These thought patterns may orig-
inate in the interpersonal dynamics of a person’s family of origin as well. Fourth, a person’s
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moods and emotions may involve a predisposition to depression, anxiety, anger, or low stress
tolerance. Some individuals are noted to engage in paraphilic behaviors only when they are
feeling especially stressed, fatigued, or anxious. While these four factors deal mostly with in-
ternal issues, paraphilic behaviors do not take place in a psychosocial vacuum, and a num-
ber of environmental cues or triggers are usually necessary to activate these behavior
patterns.

Measurement Problems

Social, behavioral, and medical scientists believe it is essential to be able to measure the phe-
nomena one is studying. Laws and O’Donohue (1997) emphasize that it is extremely difficult
to measure the nature and manifestations of paraphilias because it is difficult to estimate the
frequency of private behaviors and to try to reconcile those data with other data from the law
enforcement system or the mental health professions. But the scientific methods of the labo-
ratory differ from the scientific methods of the clinic, and both approaches are usually valid
and reliable in their respective contexts. Another measurement problem is an ethical one.
People have a right to keep their intimate desires and activities to themselves, and it may not
be easy to probe these highly sensitive areas of their lives. Just as people are not eager to dis-
cuss even apparently normal aspects of their sexuality, people are even less willing to report
unusual behaviors.

At this writing, there are virtually no standardized, valid paper-and-pencil questionnaires
that have been shown to be reliable in large, representative, randomly selected pools of sub-
jects studied in terms of the prevalence of the paraphilias.

Clinically assessing individuals who have paraphilias requires keen attention to many
aspects of the person’s thoughts, emotions, and actions and presents the diagnosing pro-
fessional with a number of complex issues and questions. For example, Seligman and
Hardenburg (2000) have reported that the specific reason for the referral to the psychologist
or psychiatrist itself may carry useful information (e.g., is the visit court-mandated or per-
sonal and voluntary?). The clinician must determine the onset of symptoms, their duration,
frequency, and any progression or escalation. Diagnosis also requires some sensitivity to the
various environmental stimuli that trigger paraphilic thoughts, feelings, or behaviors. Fur-
ther, Lanyon (2001) has developed a six-part model for assessing individuals with various
paraphilias. Such an evaluation would consist of an appraisal of the individual’s general psy-
chological attributes, analysis of their deviant sexual interests, the probability of offenses con-
tinuing, the person’s willingness to seek treatment, their level of self-deception or misrepre-
sentation of symptoms, and conformity with specific DSM-IV criteria. As you can see,
assessing paraphilias can be highly subjective and dependent on long years of professional
experience.

A newer way to get some feeling for how common sexual deviations are in our society in-
volves analyzing how many “hits” various Internet websites get in a set period of time (Fig.
18-3). However, the fact that someone decides to go to one of these websites does not mean
that he or she necessarily desires to participate in the types of sexual activity being depicted
or even finds such depictions arousing. The same may be said about the apparent growth in
the pornography industry. As First Amendment rights have been clarified over the last four
decades, many publications have appeared that intend to appeal to individuals with highly
unusual and sometimes frankly bizarre sexual behaviors. These types of information can tell
us something about the general interest in certain paraphilias but cannot tell us about their
prevalence in the population as a whole.

Theories About the Origins of Sexual Variations 
and Deviations

Productive scientific investigations are generally stimulated by a broad theoretical perspec-
tive, a general way of looking at phenomena with which that science deals. The same is true
with sexual variations and deviations. The following sections describe different theories
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about why and how people develop different sexual tastes and preferences, some of which are
deviant. Each theory is useful in its own way, and one should always try to keep an open
mind about different explanatory approaches. Remember that theories guide not only re-
search into the causes of variations and deviations but also treatment approaches. Just as no
one theory seems best, no one therapeutic strategy is either.

Psychodynamic Approaches
The terms “psychodynamic” and “psychoanalytic” are generally used to refer to the theoret-
ical and clinical contributions of Sigmund Freud. Freud and some of his contemporaries had
much to say about the various reasons some people develop unusual sexual tastes, prefer-
ences, and behaviors. Chapter 12 introduced Freud’s psychosexual theory of development
and the basic assumptions underlying it. As infants develop and become young children, they
go through a number of stages, each of which is characterized by a part of the body that when
stimulated consistently yields “sexual” pleasure. Remember that Freud used the term “sex-

Chapter 18 • Sexual Variations and the Paraphilias 663

FIGURE 18-3 Learning about
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sites may give us some idea of
their appeal throughout the
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fact that viewers just see these
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that they are aroused by or
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ual” as the term “sensual” is used today. These body parts are called erogenous zones, and the
primary erogenous zones are the mouth, anus, and genitalia. The secondary erogenous zones
include parts of our bodies that through personal experiences gradually come to be associ-
ated with sexual arousal and response. Freud used the term “perversion” to refer to sexual
inclinations that are very powerful but are not anxiety states called neuroses. A perversion ac-
cording to Freud is a “raw,” primitive sexual drive that does not conform to society’s expec-
tations of appropriate sexual behavior but that is not apparent as a disturbed mood state that
includes anxiety. Perversions have a powerful, compulsive quality that cannot be disguised as
other feelings (Travin & Protter, 1993).

In psychodynamic theory, the unresolved Oedipus complex (Fig. 18-4) and its associated
castration anxiety are at the heart of the development of sexual deviations. Recall that the
Oedipus complex involves a young boy’s unconscious sexual feelings for his mother. He does
not consciously realize that he is his father’s rival for his mother’s attention and affection or
consciously think that if he were to act on these feelings his father would castrate him. Yet
this deep, unconscious fear of castration lies behind the development of sexual deviations ac-
cording to this approach. Adult sexual deviations, according to Freud, are symbolic attempts
to deal with this terrible threat, and as a result men divert their sexual feelings away from
women and sexual relations with them because they are a reminder of the castration threat.
As explained in Chapter 12, one does not have to believe this speculative theorizing to rec-
ognize that these ideas have been of great importance in the development of psychiatric and
psychological approaches to sexual variations and deviations. Because men unconsciously
feel threatened by reminders of their castration anxiety, they transfer their sexual urges to
inanimate or non-human objects, in the case of a fetish. Paraphilias having to do with non-
human objects are better explained by another theoretical alternative, however, as we will see
soon.

Because, in Freud’s theory, females do not have to negotiate an Oedipus complex and the
castration anxiety that goes along with it, sexual deviations are by far less common among
women. Other theoretical approaches do not always explain this difference.

Behavioral and Cognitive Perspectives
Another influential theoretical perspective on the development of sexual variations and de-
viations deals less with supposedly innate biological tendencies to pursue pleasure and more
with simple learning and cognitive issues involving pleasure. We learn not only facts but also
preferences and emotional habits, because our thoughts, feelings, and actions become asso-
ciated with pleasurable consequences. Learning does not only refer to apparent improve-
ments in human behavior; people also learn unusual and sometimes harmful habits if they
become connected to highly enjoyable reinforcing feelings. Behavioral theorists suggest that
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sexual variations and deviations develop as a person grows
up because in subtle or obvious ways an erotic focus on ob-
jects becomes more pleasurable than an erotic focus on other
people. A basic behavioral premise is that when stimuli and
pleasurable responses are connected to each other close to-
gether in time, the foundations of learned responses have
been laid down. This is called the principle of contiguity.
When the consequences of a person’s actions increase the
probability that those actions will be repeated, this is called
positive reinforcement. When feelings of unpleasure are
stopped by a person’s actions, this is called negative rein-
forcement. If sexual excitement comes to be associated with
an article of woman’s clothing because a young boy associates
that clothing with his mother’s warm, loving nurturance, this
is an example of positive reinforcement. Similarly, if sexual
excitement is associated with such an article of clothing be-
cause it is associated with the cessation of feelings of loneli-
ness and isolation, this is an example of negative reinforcement. As these associations are re-
peated in the course of growing up, a fetish may develop. Any behavior consistently
associated with either pleasure or the removal of unpleasant feelings has the potential to be-
come a very enduring aspect of an individual’s personality (Fig. 18-5).

These are the elementary principles of classical and operant conditioning. But of course,
these kinds of associations take place in a diversified social environment too, and we should
not minimize the role of imitation and vicarious experience in the early development of sex-
ual variations and deviations. Behavioral and cognitive approaches assume a gradual etiology
of variations and deviations because the necessary connections between stimuli and re-
sponses generally do not take place in an efficient, consistent way. These associations are of-
ten accidental at first and only later become habitual. Finally, not only do some unusual stim-
uli come to be associated with sexual fantasies and arousal, but even with stimuli associated
with the original stimuli. For example, someone with a shoe fetish might gradually begin to
develop a fetish for nylon stockings if they are commonly worn with the type of shoe the in-
dividual finds exciting. This is called stimulus generalization.

Social Learning Perspectives
Is it possible for some social environments to subtly encourage viewing women (or men) as
“sex objects” thereby minimizing the more human, interpersonal nature of intimate relation-
ships? The phrase “sex object” implies that an individual is being “used” for sexual pleasure,
independent of their qualities as a thinking, feeling person. This term has generally negative
meanings. Implicit is exploitation along with a basic disregard for one’s unique personhood
and dignity. Some men are socialized to look at women in an exclusively sexual way, and
some women too have gradually come to see men in this way.

When images, fantasies, and inanimate objects become the focus of erotic preoccupations,
sexual variations and deviations occur. To the degree that commercialized depictions of sex-
ual stimuli sometimes stimulate obsessive interests, the social environment may play a role
in the causes of sexual variations and deviations. Additionally, some groups within a culture
might discourage widely accepted social norms. For example, if adolescents and young adults
are shown that impulse control, frustration tolerance, and delay of gratification are not im-
portant, it might be difficult for them to engage in fulfilling, intimate interpersonal sexual re-
lationships involving real sharing and reciprocity. Gratuitous sexual exploitation in the me-
dia offers an example.

Biological Perspectives
For decades biological factors have become increasingly important in scientific explanations of
psychological functioning and social behavior. For example, descriptions of the biological bases
of learning, memory, and emotion have become prominent in the social and behavioral sci-
ences. A number of biological hypotheses have been offered to describe why people develop
paraphilias. These explanations usually focus on the way certain neurotransmitter molecules af-
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fect the functioning of nerve cells in specific brain areas. Neurotransmitters are chemicals that
carry messages from one nerve cell to another by allowing nerve impulses to jump across
synapses, the tiny gap found between nerve cells. It is too simplistic to say that each specific
part of the brain does one thing and one thing only, and therefore there is no single place in the
brain for memory or learning. Similarly, there is no single place in the brain where paraphilic
behaviors are generated. The brain works on the basis of billions of interconnections among
nerve cells. Some of these circuits are primarily involved in sexual behaviors. Because certain
drugs diminish the frequency of deviant sexual thoughts, feelings, fantasies, and behaviors, and
because it is known that these drugs affect how neurotransmitters work, intriguing hypotheses
have been developed about the neurological foundations of paraphilic behavior.

In recent years, tantalizing data from the behavioral neurosciences have supported the
study of the biological foundations of sexual deviations. These findings bring together what
is known about neurotransmitters and sexual behavior, the effects of drugs on sexual ap-
petite, the action of specific neurotransmitters that seem implicated in compulsive sexual be-
haviors, and the effects of drugs that alter the activity of these neurotransmitters (Kafka,
1997a). This evidence involves both human and animal experiments, of course, and it is still
too early to reach definite conclusions.

Neuroscientists have known for more than ten years that a group of chemicals in the brain
called monoamines are intimately involved in male sex drive and sexual behavior in labora-
tory animals. Monoamines include norepinephrine, dopamine, and serotonin. These agents
seem to be related to a variety of mood states in humans. Further, studies done on humans
show that a variety of prescription drugs can have powerful effects on human sexual behav-
ior, including the desire to engage in sexual activity. Drugs with this effect include some of
the antidepressants, stimulants, and drugs used to minimize anxiety. Interestingly, these
drugs often act by changing the way monoamines function as neurotransmitters. These drugs
do not have this effect on all people all of the time, however. Additional data from human
studies reveal that monoamines have an effect on a variety of behaviors associated with im-
pulsive behavior, depression, anxiety, and compulsive behaviors, as well as a variety of “anti-
social” behaviors, all of which are frequently involved in the paraphilias. But again, a direct
cause-and-effect relationship has not emerged. Perhaps the most important observation is the
fact that those drugs that are effective in increasing monoamine activity in certain brain
synapses are effective in the treatment of the sexual arousal that accompanies paraphilic be-
haviors. Sometimes, correcting a biochemical problem in the brain can be effective in the
treatment of behavioral and mood disorders.

Paraphilias and “Mental Disorders”

Sexual deviations have a compulsive quality: the individual’s thoughts, feelings, and fantasies
are highly distracting and frequent. These individuals frequently think about their next op-
portunity to engage in their preferred, unusual sexual practice. Paraphilias do not emerge
quickly but result from a long developmental process. In addition, paraphilias are difficult to
create experimentally in the laboratory, even for brief periods of time. These behaviors vary
in both degree and kind, an important characteristic. The following examples illustrate this
distinction; they are discussed at greater length later.

One of the more common paraphilias is voyeurism, which involves sexual excitement and
gratification while watching a naked person who doesn’t know he or she is being observed.
Voyeurs also watch unsuspecting individuals in the act of getting undressed or having sexual
intercourse. Women and men who go to clubs with nude dancing are not voyeurs, since the
people taking their clothes off certainly know they are being observed (Fig. 18-6). Similarly,
women and men who work in these establishments are not exhibitionists simply because they
are taking their clothing off and perhaps exposing their genitals to strangers. These dancers
generally do not substitute their professional activities for genuine sexual intimacy in their
private lives. Most say that “It’s just a job.”

Similarly, one who enjoys purchasing, wearing, or removing lingerie or sexy underwear
does not necessarily have a fetish and is not substituting these clothing-related behaviors for
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interpersonal sexual activities. For most individuals, these
garments are the “frosting on the cake”; they are not the cake
itself. If one feels sexually attracted to a younger man or
woman, this does not indicate pedophilia, a paraphilia that
involves sexual attraction to children; it only means that one
finds younger adults sexually interesting. These examples are
all matters of degree with respect to sexual stimuli that
would not be termed deviant because they do not meet the
criteria of deviancy noted earlier. The best description of true
paraphilias is the Diagnostic and Statistical Manual of Mental
Disorders, as discussed earlier.

Sexual Variations and Deviations

As societies gradually become more liberal and tolerant of a variety of types of sexual ex-
pression, behaviors that were once thought unusual are today thought of as less unusual
or deviant. Historical context is therefore important in our understanding of many sexual
behaviors. For example, transsexuality, discussed in depth in Chapter 4, was once viewed
as deviant, but social, behavioral, and medical scientists generally no longer feel that way
about it. In a similar vein, sexual oralism was once considered an unusual avenue of sex-
ual expression. Today, of course, oral sex is a common aspect of sexual intimacy among
most heterosexuals and homosexuals. Similarly, sexual analism was once thought of as a
deviant, even perverted sexual act. Today, of course, anal intercourse is a common avenue
of sexual experimentation among heterosexuals and a common aspect of physical inti-
macy among gay men. Homosexuality itself was once viewed as a mental disorder and was
not deleted from the DSM until the early 1970s when the American Psychiatric Associa-
tion voted to remove it from its catalogue of mental disorders. Although some still may
not personally find homosexuality acceptable, most behavioral, social, and medical pro-
fessionals no longer think of it as aberrant or deviant and certainly not as a paraphilia.

Exhibitionism
Exhibitionism, or “flashing” as it is sometimes called, involves a person (almost always a
heterosexual man) exposing his genitals to someone who is unsuspecting and unwilling.
These episodes occur in many contexts. For example, a man driving a car pulls over and asks
someone for directions while his penis is sticking out of his fly. Or someone opens his rain-
coat and exposes his penis just as the door of an elevator opens. Exhibitionists generally want
to shock, surprise, or provoke embarrassment in their victims, and exposing one’s genitals to
others clearly victimizes them. Because the desire to engage in these behaviors becomes so
compelling and distracting, exhibitionists are usually very preoccupied with their fantasies
and urges to expose themselves. Although exhibitionists want to be seen, they do not want
to get caught. According to Abel and Rouleau (1990), about half the exhibitionists they in-
terviewed in a sample of over 140 individuals reported that they began exposing themselves
to others before they turned 18. Generally, men over the age of 40 are less likely to be exhi-
bitionists than younger men.

Usually the targets of exhibitionists are children and women, but it is not clearly under-
stood whether exposing one’s genitals to children is a type of pedophilia or true exhibition-
ism (Murphy in Laws & O’Donohue, 1997). More than half the exhibitionists who have been
studied were married, but little is known about the prevalence of this paraphilia in the gen-
eral population. Murphy (1997) emphasizes that frequently a variety of psychological disor-
ders are associated with exhibitionism, but none specifically and consistently. Similarly, it is
not known if there is a relationship between exhibitionism and other criminal activities; one
should not assume, however, that these men, with the exception of their paraphilia, are in all
other ways “normal.” It is not yet possible to point to any specific developmental or family
factors isolated as consistent causes of exhibitionistic behavior in adolescence or later. In fact,
as of this writing there are too few consistent data to create a profile of exhibitionists. The sci-
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entific literature does not support the notion that they are shy, introverted people (Murphy,
1997).

According to Hollender (1997), what we have been describing so far is generally referred
to as compulsive exhibitionism, and these actions must be distinguished from other situa-
tions in which women and men display their genitals in public places. For example, second-
ary exhibitionism may occur because an individual is suffering from a psychiatric or neuro-
logical disorder, in which their exhibitionism is just another symptom of behavior that does
not conform to the expectations of society. Hollender notes a phenomenon called socially
sanctioned exhibitionism in which nudity is at least implicitly approved, such as nude sun
bathing or the phenomenon known as streaking, which was quite popular on college cam-
puses in the United States in the 1970s. Nude dancers engage in socially sanctioned exhibi-
tionism when their behavior does not violate local statutes regarding standards of public de-
cency. Hollender also notes a variety of exhibitionism called attention seeking, involving
displays of nudity usually by women, but this lacks the compulsive quality of true exhibi-
tionism. In other words, the same behavior can have a variety of different motives, which
must be understood in order to classify the behavior.

The type of exhibitionism most likely to cause public distress is what Hollender calls
compulsive exhibitionism, which is generally referred to as
indecent exposure (Fig. 18-7). A comprehensive review of
indecent exposure by Gayford in 1981 was based on data col-
lected in England, and the data likely apply to other Western,
industrialized countries. These data reveal that only some-
what more exhibitionists are married than single and that ex-
hibitionistic behaviors are more likely to occur during day-
light hours and on weekdays. Most genital displays last only
a few seconds and involve a penis that is not erect, but when
the exhibitionist has an erection he is more likely to engage
in public masturbatory behaviors. Most genital displays take
place outdoors and in warmer weather. The public generally
perceives male exhibitionism as a highly aggressive act, while
the few instances of female exhibitionism reported in the lit-
erature are generally seen as a seductive act. Gayford empha-
sizes that most victims of exhibitionists are women or chil-
dren and that some exhibitionists selectively seek out a
particular kind of victim, such as young girls entering pu-
berty, apparently because of their ambivalent responses of
curiosity, surprise, and distress.
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Case Study: An Exhibitionist

W hen first seen, the patient was 36 years old, married, the
father of six girls. He had recently been fired from his fac-

tory job because of his [exhibitionistic] behavior. His exhibition-
ism began, as he recalled it, when he was 11 or 12 years old
when he exposed himself to his teacher, a 30-year-old woman.
Shortly thereafter, he had begun exposing himself quite fre-
quently in his own home to his sister’s girlfriend. This pattern
went on for about a year, but during this time he also began ex-
hibiting to a 32-year-old married woman across the street
through his window. He exhibited to this woman over a period
of about 2 years.

He estimates that he subsequently exposed himself on aver-
age of four or five times a month over the next 22 to 23 years.
The general pattern was constant. No preference was noted re-
garding the places he chose for exhibiting—beaches, pools,

streets, trains, cars, work, home neighborhood. With regard to
choice of object, he admitted a preference for “young, pretty
girls.” He typically exposed in an erect state until he caught the
girl’s attention, at which time he would fondle and manipulate
himself. Never did he manipulate to the point of orgasm while
being observed, and rarely, if ever, afterward. On numerous oc-
casions there were sequential repetitive acts of exhibition to the
same woman over a period of a half a day. Often he exhibited
when depressed “to get me out of the depression.”

Despite all this activity, he was “turned in” very infrequently—
only three times. Once he was detained overnight and fined. He
claims that he rarely, if ever, thought about the consequences,
but simply did it because “the pressure built up.” Afterwards, he
would “feel bad” but not before.

—Reitz & Keil, 1991

FIGURE 18-7 Gerald Acker-
man, former mayor of Port
Huron, Michigan, is led to jail
in 1999 after being found
guilty of nine counts of inde-
cent exposure involving mi-
nors. Mr. Ackerman was sen-
tenced to 1 year in jail.



Fetishism
In fetishism, a person has an erotic focus on some nonliving object and enjoys sexual grati-
fication through contact with this item. In a true fetish, this object is the sole, compelling fo-
cus of sexual interest and is preferred to sexual intercourse or other interpersonal intimate
sharing. Being sexually aroused by a partner dressed in provocative undergarments is not,
however, fetishism. As of this writing, the prevalence of fetishism in the general population
is not known. The fetishist is obsessed with thoughts, fantasies, and urges about the object
of their fetish, is distressed by this preoccupation, and likely experiences problems in a vari-
ety of areas of social and interpersonal functioning. Although fetishism is far more common
among men than among women, the specific reasons for this discrepancy are not clear
(Mason in Laws & O’Donohue, 1997). The objects of a fetish are highly diverse and may in-
clude various items of clothing, shoes, soft fabrics, leather, and rubber (Fig. 18-8) (Chalkley
& Powell, 1983). A fetishist may use these objects during masturbatory rituals or may fon-
dle, suck, steal, burn, slash, or gaze at them (Mason, 1997). While the DSM-IV emphasizes
visual involvement with the object of a fetish, its tactile or olfactory qualities may be simi-
larly compelling stimuli.

Because a fetish can develop through the repeated association of an object with sexual
arousal, fetishes occur also in animals. Pavlov explained more than a century ago that the
contiguous pairing of stimuli leads to a situation in which responses to one come to elicit the
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Fetishism A paraphilia in
which nonliving objects are the
focus of sexual urges and
arousal.

Research Highlight
The Working Environment of Female Topless Dancers

C raig J. Forsyth and Tina H. Deshotels published an in-
depth study of the working conditions of female top-

less dancers. This investigation reveals some very interesting
things about women who work in these establishments, their
working environments, and their audiences. This environ-
ment has some plainly manipulative, often illegal, and unap-
pealing characteristics. It has been estimated that there are
nearly 70,000 women in this occupation in the United States.
Nude dancing involves much more than just disrobing to
music; it may involve highly suggestive body movements,
varying degrees of nudity, and allowing patrons to place
money on the dancer’s body in some way.

Forsyth and Deshotels observed women dancing and also
collected data by interviewing them in dance clubs. Their
sample included 57 women in a number of American cities:
Houston, Texas; New Orleans, Morgan City, and Lafayette,
Louisiana; and Newport News, Virginia. Interviews took
anywhere from 15 minutes to 4 hours. In addition to inter-
viewing the dancers themselves, Forsyth and Deshotels also
interviewed managers, bartenders, and waitresses who
worked in these clubs.

Of course, all clubs are not alike, and one of the things
that Forsyth and Deshotels found was that most of the
women they interviewed expressed the desire to work in a
“gentlemen’s club,” the most prestigious type of establish-
ment in which nude dancing takes place. These clubs are of-
ten tastefully furnished and often include gyms, tanning fa-
cilities, and hair stylists; in separate, darker parts of the club
the patrons can enjoy nude dancing and alcoholic beverages.
Dancers are separated from patrons by a 3-foot area in which
there are no tables. They are expected to dance in a specific

sequence, dancing to one to three songs before another
dancer takes over. A customer in a gentlemen’s club can re-
quest a private dance, which usually takes place on a table or
in a segregated room with a small stage. The managers of
these gentlemen’s clubs claimed that there is a rule prohibit-
ing customers from touching dancers and that it is strictly
enforced. Yet the dancers themselves reported that this rule is
generally ignored. The dancers in gentlemen’s clubs must fol-
low two rules: they cannot refuse their turn to dance and
they cannot refuse a request for a private dance.

In virtually all cases, there is no training to become a
nude dancer. Women are usually hired who are attractive and
have some dancing ability. A dancer’s income generally de-
pends on how many alcoholic beverages she can encourage
her customers to buy, and she may receive a flat fee per drink.
While many dancers do not interact physically with their
customers, others do. Depending on how much money
changes hands, customers often fondle the dancers’ buttocks
and breasts. One of the dancers reported that she sometimes
masturbated a customer with her hand or leg and that on at
least one occasion she saw another dancer performing fella-
tio on a client.

Finally, Forsyth and Deshotels found that in one way or
another, virtually all of the women they interviewed took
measures to enhance their attractiveness. Many used body
make-up and skin creams, and some used tape to make their
nipples erect. Some had plastic surgery to augment the size
of their breasts or enhance the shape of their buttocks.

Clearly there is a difference between exhibitionism as a
paraphilia and nude dancing, which is an example of what is
called pseudoexhibitionism.



responses to the other. Epstein (1969) reported an interesting in-
stance of this in a chimpanzee who had lived in captivity for over
17 years. This animal apparently developed a fetish for a rubber
boot in its cage. It would approach the boot, stare at it, and touch
it. While the animal was doing this, it would become erect and
then touch the boot to his penis. Eventually, it engaged in mastur-
batory movements and then ejaculated. Epstein hypothesized that
the shiny boot may have had some similarity to a female chim-
panzee’s genital display, but if the male had never seen a sexually
receptive female, the origins of the fetish would be more obscure;
this author believes that fetishes may arise through the contiguity
of pleasurable feelings associated with particular stimuli. There
may be an innate tendency among higher primates (including both
chimpanzees and humans) to learn such stimulus-response con-
nections.

Psychoanalysts have different theories about the etiology of
fetishes. Greenacre (1996) suggested that during the child’s pro-
gression through Freud’s psychosexual stages of development (dis-
cussed in Chapter 12), he sooner or later recognizes that his
mother does not have a penis. This awareness, Freud believed, fur-
ther fuels the young boy’s fears of castration that accompany his
progression through the phallic stage. According to this theoretical
perspective, the young boy then unconsciously focuses his sexual
interests (libido) on a part of his mother’s clothing associated with

his troubling observation. He then comes to associate this inanimate object (clothing, shoes,
undergarments, etc.) with his mother’s genitalia.

The fact that most paraphilias are seen primarily in men has provoked much scholarly
thinking. Gamman and Makinen (1994) explored sexual fetishes in women and found that,
while rare, women with fetishes may indeed make up a sizeable minority of fetishists.
Because only little boys are traumatized by seeing female genitals, Freud believed that girls
would not develop the substitute objects of erotic interest that boys do. Gamman and
Makinen report that examples of female fetishism are found in about one-third of the psy-
choanalytic literature they reviewed. They note that Havelock Ellis reported female
fetishists, though primarily among lesbians. Gamman and Makinen’s review revealed some
rather interesting female fetishes, such as a kleptomaniac who after stealing something
would caress her genitals with a piece of silk, and other women who had compulsive erotic
interests in dolls, raincoats, string, books, and rubber. These investigators noted something
interesting about female fetishes: while men often fantasize about a woman while mastur-
bating or fondling the object of their fetish, women apparently focus solely on the object
itself.

Other research (Freund, Seto, & Kuban, 1996) has distinguished between two types of
fetishism. Transvestic fetishism involves what in the past was called cross-dressing, a het-
erosexual male experiencing sexually arousing fantasies and urges associated with dressing
as a woman. The DSM-IV lists transvestic fetishism as a separate paraphilia. But are trans-
vestites fetishists when it comes to their clothing, or is the experience of cross-dressing ba-
sic to this paraphilia? Freund, Seto, and Kuban addressed this question. They interviewed
30 fetishists and 78 transvestites and asked a variety of questions about their paraphilic be-
haviors, childhood development, characteristics of their parents, and feelings of emotional
affiliation with their parents. They used an electrical recording device to measure any signs
of an erection when subjects were presented with photographs of female and male genitalia
and other objects that might be stimulating to fetishists. These included nylon stockings,
male and female shoes, male and female undergarments, and male and female feet. These 
two groups did not differ with respect to their childhood development or family relation-
ships, nor were there any differences regarding their response to the photographs they ob-
served. The implications of these data for future revisions of the DSM remain to be seen,
but these data may be of some help to clinicians when they are diagnosing and treating
these paraphilias.
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FIGURE 18-8 Fetishism often
involves the use of clothing,
shoes, soft fabrics, leather, or
rubber in both solitary and
shared sexual intimacy. The
visual, olfactory, and tactile
properties of these objects
may all be arousing to the
fetishist.



Transvestic Fetishism
As noted above, transvestic fetishism or transvestism involves compelling sexual fantasies
and urges among heterosexual men that take the form of dressing in women’s clothing. Be-
cause this is classified as a paraphilia in the DSM-IV, these thoughts and behaviors are dis-
turbing to the individual and have the potential to cause problems in interpersonal relation-
ships at home and work. Transvestites buy and keep a variety of women’s clothes, and when
they are “dressed up” they generally masturbate. However, the nature of their fantasies while
masturbating is quite interesting. They imagine themselves as both a man having sex with a
woman and as that woman. We know of no reports in the literature describing transvestic
fetishism in women. The manifestations of transvestism vary significantly in their degree and
nature. More so than the other paraphilias discussed so far, transvestites may immerse them-
selves in a subculture that reinforces these fantasies and behaviors. Some of these men choose
to dress as women as frequently as possible, wearing make-up, and in some cases having sur-
gery to give their bodies a more feminine form. These individuals especially enjoy being in
public and find it exciting to know that they are fooling other men into thinking that they
are women (Fig. 18-9). Others, on the other hand, only sometimes dress as women and only
when alone. While some transvestites enjoy wearing a complete outfit of female outer- and
undergarments, others may wear just a pair of women’s panties under their male clothing. A
transvestite may incorporate cross-dressing into his lifestyle on a regular basis, but some men
engage in these behaviors only at times of serious personal stress or anxiety. Transvestites
usually identify themselves as primarily heterosexual.

A transvestite known to one of us became aware of his interest in cross-dressing while
participating in theatrical productions in college. Later, his job often took him to other cities,
where he would check in at a motel at which the Rotary Club or Lions Club held their break-
fast meetings. The next morning he would dress as a woman and go to the lobby where he
would initiate a discussion with one or two club members, telling them that “her” dear de-
parted husband was a member of the Rotary or Lions club and that the fellowship of the or-
ganization had meant a very great deal to him. Invariably “she” would be invited to join the
members for breakfast, taking an immense delight in knowing that she had successfully de-
ceived the entire room full of men. This particular individual did not report engaging in any
masturbatory behaviors while dressed as a female but seemed to derive a keen erotic excite-
ment from the deception itself.

There is an important distinction we wish to emphasize among men who are transvestites,
men who are transsexuals, and those who are transgendered. The discussion of these issues
in Chapter 4 introduced these categories, although the specific causes of each remain ob-
scure. Much of the variability seen among transvestites can perhaps be explained through a
better understanding of these three terms. According to Brown, Wise, Costa, Herbst, Fagan,
and Schmidt (1996), it is difficult to describe typical cross-dressing men because so much of
what we know about them comes from subjects who are in significant emotional distress and
who have received treatment in psychiatric clinics. Only recently has a fuller understanding
developed of cross-dressers who are not patients in these facilities. These researchers studied
and characterized a sample of 83 transvestites, 44 transsexuals, and 61 transgenderists. The
transvestites in this sample never desired a sex change oper-
ation, never used female hormones, and had never seriously
desired to become a woman. In contrast, the transsexuals re-
ported that they indeed had thought almost daily of chang-
ing their sex and becoming a woman, had used female hor-
mones at some time in the past in an effort to change their
bodies, and clearly wanted a sex change operation. Finally,
the transgenderists engaged in cross-dressing very often,
some even daily, and were more likely to think of themselves
as having a feminine identity than were transvestites. Clearly,
diagnosing and treating transvestism is not a simple,
straightforward matter, and the overt act of cross-dressing
may be motivated differently in different types of individuals.

Another survey (Docter & Prince, 1997) reported the re-
sults of anonymous surveys collected from 1,032 cross-
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FIGURE 18-9 Cross-dresser
Lady Chablis (left) is shown
here with John Cusack in
Midnight in the Garden of
Good and Evil.

Transvestism A paraphilia
in which a heterosexual male
derives sexual excitement from
dressing as a woman. This is
also sometimes called cross-
dressing.



dressers, and these data were compared with a similar investigation carried out in 1972
(Prince & Butler) in which similar data were collected from 504 respondents. The same sur-
vey and similar samples were used in both studies. These data tell us something about the
lifestyles of transvestites today and also reveal ways in which the self-reports of this group of
individuals have changed over the last 20 years (data collection for the latter study was com-
pleted in 1992). Some very interesting findings emerged. In 1972, 87% of the subjects iden-
tified themselves as heterosexuals compared with 89% in 1992. In the more recent study, 60%
of subjects were married at the time of the survey compared with 64% in the early study.
Fewer men in the recent research had fathered children compared with the older work (69%
and 74% respectively), but the authors point out that this may be due to the increased avail-
ability and effectiveness of contraceptives. A sizeable percentage of respondents in both in-
vestigations were raised in two-parent homes (76% in 1992 and 82% in 1972), and a large
proportion of subjects in both studies reported that their fathers had provided them with a
“good masculine image” (76% in 1992 and 72% in 1972). However, in the more recent study
a much greater percentage of subjects reported that they had sought counseling for problems
related to their transvestism (45%) compared with the earlier study (24%). Those receiving
counseling more recently were more likely to report that they had been helped (67%) than in
the older sample of subjects (47%). Additionally, subjects in the more recent study reported
that they enjoyed their masculine and feminine selves about equally. Empirical findings like
these are an important reminder that the psychosocial context in which the transvestite lives
may change over time, and it would be unwise to discount this influence in the way we think
about these individuals.

Most of the research on transvestites shows that they are primarily heterosexual. One re-
search study (Bullough & Bullough, 1997) assessed questionnaire responses submitted by
over 370 volunteers, and found that only 2% identified themselves as primarily homosexual,
about 10% said that they were primarily bisexual, and almost 20% revealed that sexual ac-
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Case Study: Transvestic Fetishism

M r. M., 22, is a college senior who complained of a trans-
vestite fantasy that dominated his sex life. Early recollec-

tions date back to a preschool memory of fighting with his sister,
while taking a bath with her, about who should wear a plastic
raincoat in the tub. In kindergarten he remembers being espe-
cially attracted to a little girl friend who wore a plastic raincoat.
In elementary school he loved to wear a raincoat, especially of
the plastic kind, but because he was afraid his friends might call
him a sissy, he often desisted [stopped]. By the time he entered
junior high school, M.’s affinity for raincoats had extended to
girls’ boots. In the eighth grade he bought a pair of girls’ boots
and walked outdoors in deep snow, which hid the boots. To the
question: “How do you feel when you put on these boots,” he an-
swered: “Nothing special, I just liked the idea of wearing the rain-
coat and the boots.”

One day, at age 14, while rummaging in the basement, he
discovered a woman’s dress. He slipped it on and inspected him-
self in a large mirror. After disrobing, he masturbated. The sex-
ual arousal during the early years of his problem was elicited by
wearing women’s garments. For example, he would put on boots
or a raincoat and then proceed to masturbate. For the last 5
years, however, imagining himself in any kind of women’s ap-
parel has been a sufficiently exciting stimulus to be followed by
masturbation. He enjoyed the act for itself, without associating
with it any other thought, feeling, or imagery.

M. made several trips to the basement in his early high
school years for the purpose of dressing in women’s clothes. One

day, after draping himself in an old dress, raincoat and boots, he
heard his sister’s footsteps on the cellar stairs. He quickly hid, ter-
ribly frightened. After she left, he masturbated and removed the
clothes. During the next year he had several experiences involv-
ing wearing a maid’s uniform and his mother’s underwear,
boots, raincoat and scarf. He would venture outdoors only in the
dark, not willing to risk recognition.

Starting with his sophomore year in high school, he dated
girls one to three times weekly. There was no petting, but after
each date, he masturbated. As a junior in high school, he
stopped dressing in girls’ clothing. The fantasy of imagining him-
self in girls’ attire was sufficient to elicit masturbation. A few
years later in college, he participated heavily in sports, and mas-
turbation decreased to approximately twice weekly.

The previous summer at a seashore resort he had met a girl,
Jessica, whom he liked very much and with whom he had his
first sexual intercourse. This had evoked in him depressed feel-
ings about his sexual potentiality. The intercourse was disap-
pointing: he described it as “Scary—it was just like masturbating.”
Before and during the sex act, he could not get rid of the image
of himself in girls’ clothing. “It’s as if my girl isn’t there. The fan-
tasy takes over and sticks with me.” This generated the thought
that he was perverted. Subsequent sex experiences with Jessica
always had the same sequel.

—Gershman, 1991



tivities were no longer a part of their lives. However, Bullough and Bullough emphasize that
in addition to one’s self-identified sexual orientation, a person’s sexual fantasies may also be
very important when it comes to determining a person’s primary sexual orientation. These re-
searchers asked their subjects about the fantasies they had while they were dressed as women.
Their data revealed that about 30% of the bisexual and homosexual respondents reported that
they focused on a fantasy man while they were dressed as a woman. Bullough and Bullough
note that the clinical description of transvestism in the DSM-IV notes that these individuals
are heterosexual, but their data suggest that this may not always be the case and that perhaps
in the future this description should be reexamined.

Because of the social stigma frequently associated with the paraphilias, many people with
sexual deviations go to extraordinary lengths to conceal their circumstances. Travin and
Protter (1993) summarized an interesting case study involving a 30-year-old, single lawyer.
The young man in this case had consulted a psychotherapist because of anxiety he was ex-
periencing with respect to his upcoming marriage to an achievement-oriented woman who
was also an attorney. He was especially troubled by the prospect of making a bad decision and
finding himself with a domineering, demanding woman like his mother and seeing himself
subjugated by her authoritarian ways just as he had seen this happen to his father. As the
wedding date approached, his apprehension became much worse. After he had been receiv-
ing therapy for 4 months, the client, whom Travin and Protter call Mr. E, suddenly an-
nounced that he had not been fully disclosing his most troubling concerns. At this point he
began to talk in great detail about compelling sexual preoccupations and behaviors with
which he had been dealing for a number of years. He told his therapist that recently he had
been experiencing powerful compulsions to masturbate while holding women’s panties or
stockings and that he had then begun to masturbate while holding and then wearing his fi-
ancee’s panties. On two occasions he wore her panties and masturbated. For a number of
years he had been having similar preoccupations, but the stress of his upcoming marriage was
definitely making things a lot worse.

Mr. E’s therapist believed that these fantasies, urges, and behaviors all stemmed from a
fear of dependency on his new bride-to-be and the diminished masculinity he witnessed in
his father under similar circumstances. In the course of therapy Mr. E disclosed that as an
adolescent he would masturbate while wearing his [dominant] mother’s panties and stock-
ings. These activities continued throughout his adolescence, but by the time he got to college
his erotic tastes and interests became more conventionally heterosexual. By helping Mr. E to
understand the similarity between his upcoming marriage and the household he had grown
up in and by helping him to recognize or monitor the triggering stimuli that led to his trans-
vestic fetishism, his sexual adjustment was eventually improved, helping him make a good
adjustment to his marriage (Travin & Protter, 1993, pp. 182-184).
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Other Countries, Cultures, and Customs
Transvestism in Other Countries

V ery few investigators have studied paraphilias in other 
countries and published their work in the United

States. However, Whitham and Mathy (1986) wrote about
transvestism in other countries as a part of their broader in-
terest in male homosexuality in Brazil, Guatemala, the
Philippines, and the United States. These writers have found
that cross-dressers in Thailand, Peru, Guatemala, Brazil, and
the Philippines are frequently self-identified homosexuals, a
somewhat different situation than what has been described in
the United States. In summarizing this research, Bullough
and Bullough (1997) noted that many of these individuals
actually think of themselves as transsexuals who have not yet

had surgery. Additionally, the transvestites in these countries
are frequently engaged in occupations that are typically cho-
sen by homosexuals in those societies. These include hair
styling, prostitution, and a variety of entertainment jobs such
as dancing and acting (Bullough & Bullough, 1997, p. 10).
The research of Whitham and Mathy shows that outside of
North America and Western Europe, transvestites are active
members of their gay communities and are frequently prima-
rily homosexual. These data should discourage us from mak-
ing generalizations about the sexual orientation of transves-
tites without taking account of the cultures in which they
live.



Above we noted that transvestic fetishism rarely if ever is seen among women. Interest-
ingly, historical evidence recently revealed that there may indeed have been a tradition of fe-
male cross-dressing in early modern Western Europe. The Tradition of Female Transvestism in
Early Modern Europe, by Rudolf Dekker and Lotte van de Pol (1989) gives us a fascinating
glimpse into female cross-dressing in the Netherlands between 1550 and 1839. Their treat-
ment deals with cross-dressing per se, more so than the compulsive erotic preoccupations as-
sociated with transvestism in men. These writers carried out a careful analysis of almost 200
women who dressed as men for various reasons and for varying amounts of time. While some
were revealed as women within days, others presumably were not discovered until their
deaths. Interestingly, much of the motivation for female cross-dressing in Europe at that time
involved the economic inequalities between women and men. Being unable to participate
fully in commerce, education, or military service, women had few if any opportunities for
personal advancement and quality of life within conventional society.

Voyeurism
As noted earlier, voyeurism involves looking at another person who is getting undressed,
naked, or having sexual relations without their knowledge or consent. For voyeurs, looking
is more exciting than doing. Voyeurs do not generally want any sexual contact with the peo-
ple they observe, although they often masturbate while watching them or later when alone.
Voyeurs are frequently called “peeping Toms” (although we will more carefully discriminate
between the two shortly), and while these individuals may fantasize about having sexual re-
lations with those they watch, in fact this is rarely if ever even attempted, much less con-
summated. As with other paraphilias, voyeurs are very much preoccupied and distracted by
their desire to observe others and are often distressed by the disturbing and persistent nature
of these thoughts. Their interpersonal relationships or even job performance may suffer.
Voyeurs engage in these behaviors as a substitute for interpersonal sexual relations, not be-

cause observing stimulates them and makes them more in-
clined to initiate interpersonal sexual relations. Often people
who watch female or male nude dancers become sexually
stimulated by the experience, but this is not the same as
voyeurism. Part of the arousal of voyeurism lies in the fact
that the people who are being watched don’t know it and
wouldn’t consent to it if they did.

For some voyeurs, observing (frequently followed by
masturbation) is their only form of sexual behavior, while for
others these activities are used to enhance sexual arousal for
heterosexual intercourse. For some the desire to observe be-
comes strongest during periods of stress, tension, and anxi-
ety. Voyeurism becomes a true paraphilia when an individual
engages in observing over a prolonged period of time, usually
more than 6 months. In most cases, voyeurs begin engaging
in these behaviors before they are 15 years old (Abel &
Rouleau, 1990). It is difficult if not impossible to estimate the
prevalence of voyeurism in the general population. Those
known about come to the attention of law enforcement offi-
cials because they have been caught looking into someone’s
home, but there is no way to estimate what percentage of
voyeurs are apprehended (Fig. 18-10). Like most of the para-
philias, voyeurism is thought to be extremely rare among
women.

Appeals to voyeuristic interests has become something of
an industry. Bryant refers to this as “commercialized
voyeurism” (p. 91). He notes that some houses of prostitu-
tion have arranged for some customers to secretively observe
other customers engaging in sexual activities with the women
who work there, using peep-holes and two-way mirrors.
These voyeuristic activities take away much of the risk of get-
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Voyeurism A paraphilia that
involves watching another per-
son who is naked, undressing,
or having sexual intercourse
without their knowledge or
consent.

FIGURE 18-10 This story is
based on an actual incident.
Technological devices are
making it easier to violate a
person’s right to privacy, even
in his or her own home.



ting caught by the law and still allow for the observation of non-consenting adults in the act
of having intercourse or engaging in other sexual activities. While the popularity of X-rated
videos has led to the closing of movie theaters devoted to showing sexually explicit films, the
Internet has become a central focus for the depiction of pornographic materials in pictorial,
prose, and movie formats. Much controversy surrounds this issue and concerns about chil-
dren having access to such illustrations. When Bryant published his book, Sexual Deviancy
and Social Proscription in 1982, he couldn’t have had any idea of what the Internet would
bring.

Voyeurism “Clubs” Voyeurism can also be evaluated from a sociological perspective, ac-
cording to Forsyth (1996), because: 

. . . (a) It [voyeurism] is widespread; (b) it is little different from viewing sex on a screen;
(c) a network of mutual voyeurs exists that will continue to recruit new members; (d) the
need for lower risk sex has begun to legitimize this form of sexual expression/outlet; and
(e) some researchers have used the term ‘normal voyeurism’ which includes such behav-
iors as sheet-lifting orderlies or peeping construction workers on high-rise buildings.

—Forsyth, 1996, 284

In fact, group voyeurism involves structured social interactions, success in making ob-
servations on a consistent basis, and a sense of history and understanding that create the
group in the first place and contribute to its maintenance over time. Forsyth studied one
group of people (all men) who engaged somewhat compulsively in voyeurism together, al-
though some members came and went over the course of 20 years. This group had nine mem-
bers who all worked in the downtown area of a large city. They were custodial staff, mainte-
nance workers, and equipment operators in tall buildings. These members had telescopes and
arranged by telephone to meet at one of the buildings in which they worked, set up their
equipment, and look into hotel rooms and office buildings. They ranged in age from their 30s
to their 60s, and after a few hours of watching they would all go to a neighborhood bar, have
a few beers, and talk about what (if anything) they had seen that night. They would set up
their telescope and begin watching around 9 p.m. and sometimes stop as late as 3 a.m. In-
terestingly, group members chose to share and take turns looking through a single telescope,
even though they all owned their own. In fact, there was an unwritten rule against a member
bringing his own telescope and observing on his own. The members of this group bragged to
the investigator that they had members who worked in virtually all of the tallest buildings in
the city.

We describe this report to emphasize that voyeurism does not involve a simple, consis-
tent pattern of behavior but can even become the object of a well-integrated, organized
group’s activities. It is unclear in this study whether these observation events for this group
stimulated any desire to have intercourse or engage in other sexual activities by those doing
the watching.

Videotaping Voyeuristic Activities Portable video cameras have had an enormous im-
pact on the behavior of voyeurs. Simon (1997) published an interesting psychological and le-
gal analysis of this phenomenon. Simon, a psychiatrist, notes that, “In the author’s experi-
ence, video voyeurs are males, usually under age 40, who operate alone and are
acquaintances, friends, coworkers, or neighbors of their victims” (Simon, 1997, p. 884). In
most cases, video equipment is set up in dressing rooms, restrooms, and people’s bedrooms.
This author notes that even though video voyeurs are becoming more common, some
voyeurs still prefer direct, “live” viewing of their victims.

When people (almost always women) discover that they have been videotaped, they are
“horrified, humiliated, mortified, and extremely fearful” (p. 884). In fact their perceptions of
privacy, trust, and safety in their environments are totally violated. While some victims react
with justified anger and emotional distress, some are profoundly affected. The situation is
worse still when the victim discovers that copies of the tapes have been made and distributed.
Simon notes that psychological reactions are more pronounced when the victim has been
videotaped engaging in private urination or defecation and sexual activity than when they are
just in some state of undress and alone. Young girls, who are often extremely sensitive about
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their bodies and pubertal development, are often profoundly distressed upon discovering that
they have been videotaped. In his assessment of various federal and state laws, Simon notes
that video voyeurism can be prosecuted in a civil suit and that compensatory damages (a fi-
nancial award) may result from such litigation. These behaviors are clear violations of privacy
and one’s rights to privacy under the 4th Amendment to the United States Constitution.

Troilism as a Variation of Voyeurism Troilism refers to three people sharing sexual
activities. Two might engage in intercourse while a third watches, or all three may share phys-
ical intimacies at the same time. This term is sometimes used to describe two couples having
sexual intercourse in the visual presence of each other. This issue is similar to voyeurism be-
cause there is clearly a powerful visual component to these activities. Troilism often involves
a practice (some call it a lifestyle) called “swinging” (Fig. 18-11). Swinging, also sometimes
called comarital sex, involves usually married couples who swap partners for sexual inter-
course. Unmarried couples also participate in swinging, but most of what is known about this
phenomenon is derived from reports from married couples. Swinging is apparently not very
common, and Jencks estimates that only about 2% of married couples in the United States
have ever participated.

People become involved in swinging for a variety of reasons, but the most commonly re-
ported ones include the desire for sexual variety, pleasure, and excitement (Jenks, 1998).
Voyeurism has been reported as one common reason for swinging. Subjects sometimes report
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FIGURE 18-11 Internet advertisements
for swapping married partners in sexual
encounters are common. Troilism and
swapping are commonly part of the
“swinging” lifestyle.

Case Study: A Young Male Voyeur

T he subject was a 20-year-old unmarried male who referred
himself to a mental health clinic because of anxiety, irri-

tability, and depression. His anamnesis [loss of memory] re-
vealed a somewhat directionless life. He left school after grade
VIII and has held down sundry menial jobs, although he is re-
ported to be above average potential.

During the third interview after much reluctance and balking,
he admitted peeping in windows for the last five years without
being caught. His voyeurism occurred about five times a week
with his preferred object being a young nude female. Sporadi-
cally after the session of peeping he would masturbate, thus pos-
itively reinforcing the voyeurism on an intermittent schedule.

This behavior was interpreted to him in learning principles,
and he manifested great relief and hope when told that this be-
havior could be extinguished. A survey of potentially exciting
stimuli revealed that pornographic pictures had the maximum
arousing properties after voyeurism. After that came pictures of
nude females such as found in the centerfold of Playboy.

It was then suggested that the next time he felt the urge to
peep, he would masturbate in the privacy of his bedroom to the
most exciting pornographic picture he had in his collection. He
was told to focus on the picture at the time of orgasm. This was
done for the next 2 weeks, by the end of which he reported no
desire to look in windows. The next step involved pairing his or-
gasm with a nude picture. If he found it necessary he could
maintain an erection through imagining a pornographic picture
but had to concentrate on the Playboy picture at the point of
ejaculation. From this juncture, further progress was rapid, and
he reported no urges to peep and actually experienced two sat-
isfactory heterosexual relations. Treatment was terminated after
eight sessions. Nine months later, he stated that his desire for
voyeurism had dissipated and his sexual energies were directed
along more socially acceptable lines.

—Jackson, 1991

Troilism Three or sometimes
four people sharing sexual ac-
tivities. It may involve two per-
sons having intercourse with
the third watching and then the
third person engaging in sex
with one of the persons she or
he was observing. Troilism may
also involve two couples hav-
ing sexual intercourse in the vi-
sual presence of each other.



that watching another couple have intercourse teaches them new sexual activities and tech-
niques that they can then enjoy with their spouse. Additionally, swingers report that watch-
ing others have sex helps them to eliminate some of their own sexual inhibitions.

Frotteurism
Paraphilias vary a great deal in the degree to which they represent depersonalized expressions
of sexual urges as well as the extent to which there is a nonconsenting victim. Frotteurism
involves a fully clothed man rubbing his penis against another person in public, crowded
places. This behavior is plainly deviant from normal expressions of sexual intimacy, and the
victim in these cases is typically offended, angry, and upset. Related to frotteurism is another
paraphilia called “toucherism” in which a man assertively grabs a female stranger’s crotch or
breasts, usually from behind (Freund, Seto, & Kuban in Laws & O’Donohue, 1997). En-
countering either of these individuals in a subway or crowded sporting event is disconcert-
ing and often humiliating for a woman. In both of these deviations the woman is plainly a
sex object independent of her unique, personal attributes. Fewer than two dozen research ar-
ticles have been published on frotteurism in the last quarter century, and there has never been
a report of a female frotteur.

Sexual Sadism and Sexual Masochism
The words “sadistic” and “masochistic” have different meanings when they are used in a
sexual context and when they are not. A sadist is someone who enjoys inflicting or ob-
serving cruelty, either physical or psychological. Similarly, a masochist is someone who en-
joys cruelty and pain, again, either physical or psychological. Yet sexual sadism and sex-
ual masochism are different, as are the interpersonal dynamics between the person
creating the pain and the one receiving it. This section discusses sexual sadism and sexual
masochism as examples of reciprocal, consensual behaviors with very clear, although im-
plicit, understandings about the boundaries of behaviors involved in creating pain and hu-
miliation.

Sexual sadism involves enjoyable, sexually exciting feelings that derive from hurting or
humiliating and degrading another person. Historically, writers point out that it isn’t the pain
and degradation these individuals enjoy inflicting so much as the sense of total domination
and control over another person, thus turning them into an object instead of a person
(Hucker in Laws & O’Donohue, 1997). The prevalence of sexual sadism in the general pop-
ulation is thought to be low, although there is no way of being sure of the exact figures. There
may also be a large discrepancy between reported frequency of people engaging in sexually
sadistic activities and the frequency with which they merely fantasize about doing so. Simi-
larly, it is difficult to determine whether respondents engage in these behaviors consistently
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Frotteurism A paraphilia in
which a person engages in rub-
bing or pressing up against an-
other person, usually in very
crowded places (that the “frot-
teur” seeks out); also called
frottage.

Sexual sadism A paraphilia
in which a person derives sex-
ual gratification from humiliat-
ing or hurting others during
sexual interactions.

Sexual masochism A para-
philia in which a person derives
sexual gratification from being
humiliated, physically beaten,
tied up, or made to experience
pain in some other way.

Case Study: Frotteurism

C harles was 45 years old when he was referred for psychi-
atric consultation by his parole officer following his second

arrest for rubbing up against a woman in the subway. According
to Charles, he had a “good” sexual relationship with his wife of
15 years when he began, 10 years ago, to touch women in the
subway. A typical episode would begin with his decision to go
into the subway to rub against a woman, usually in her 20s. He
would select the woman as he walked into the subway station,
move in behind her, and wait for the train to arrive at the station.
He would be wearing plastic wrap around his penis so as not to
stain his pants after ejaculating while rubbing up against his vic-
tim. As riders moved on to the train, he would follow the woman
he had selected. When the doors closed, he would begin to push
his penis up against her buttocks, fantasizing that they were hav-
ing intercourse in a normal, noncoercive manner. In about half
of the episodes, he would ejaculate and then go on to work. If

he failed to ejaculate, he would either give up for that day, or
change trains and select another victim. According to Charles, he
felt guilty immediately after each episode, but would soon find
himself ruminating about and anticipating the next encounter.
He estimated that he had done this about twice a week for the
last 10 years, and thus had probably rubbed up against approx-
imately a thousand women.

During the interview, Charles expressed extreme guilt about
his behavior and often cried when talking about fears that his
wife or employer would find out about his second arrest. How-
ever, he had apparently never thought about how his victims felt
about what he did to them.

His personal history did not indicate any obvious mental
problems other than being rather inept and unassertive socially,
especially with women.

—DSM-IV Casebook, 1994, pp. 164–165



and report that they are their central erotic preference or
whether they only experiment with these activities occasion-
ally. We are discussing consensual sexual activities, not ex-
treme cases such as those in which someone tortures and
sexually assaults their victims before killing them.

There is a clearly understood “contract” between sexual
sadists and sexual masochists (Fig. 18-12). Various terms
have been used to describe this arrangement: bondage and
discipline, dominance and submission, and sadomasochism
(Hucker, 1997). Those who inflict the discomfort or humili-
ation do so in a variety of ways. They may whip their part-
ner, who may or may not be restrained at the time. Another
common act of sexual sadism is called fisting, which involves
an individual inserting his or her fist into the vagina or rec-
tum of his or her partner. Blindfolds and gags are sometimes
used in these rituals, as are behaviors which emphasize sub-
mission to authority, such as wearing a diaper or licking the
boots of one’s partner.

Sexual masochism presents sex experts and clinicians
with something of a paradox. While pain, discomfort, or hu-
miliation in connection with sexual behavior is perceived as
pleasurable, some writers believe that sexual masochism is
on the borderline between a normal variation and preference
and a pathology (Baumeister and Butler in Laws & O’Dono-

hue, 1997). Baumeister and Butler (1997) emphasize that normal variations are an intrapsy-
chic phenomenon, pretty much all in the individual’s mind, whereas sexual masochism al-
ways involves a relationship of some sort (p. 236). These two phenomena therefore are
unrelated. Baumeister (1989) estimated that 5% to 10% of the population has engaged in
mild forms of sexual masochism involving spanking and blindfolding, but he believes that
fewer than 1% of the population participate in sexual masochism on a consistent, regular ba-
sis. Again, it seems that males are represented more frequently than females. Interestingly,
however, Baumeister and Butler note a relationship between socioeconomic status and the re-
ports of sexual masochism; apparently individuals of higher socioeconomic status are more
likely to participate than those who are poor (p. 229). Finally, sexual masochism seems more
common than sexual sadism.

Baumeister and Butler have categorized three aspects of sexual masochism: experiencing
pain, losing control, and feeling shame and humiliation. In most cases, pain is inflicted by be-
ing spanked by one’s partner’s hand, although occasionally sexual masochists report being
whipped, caned, or paddled (p. 230). Much rarer are reports of pinching the skin with
clothespins or the piercing or burning of flesh. This pain is perceived as uncomfortable but
not unbearable. Importantly, limits about the amount of pain experienced and its duration are
clearly understood. Sexual masochists report that they enjoy this discomfort only during
shared sexual activities. The loss of control noted above is typically created through bondage,
being tied up in some way by one’s partner. Sexual masochists report varying degrees of
bondage as enjoyable. While some prefer moderate restraint, others demand severe and un-
comfortable restriction. Being ordered around and told to do certain tasks involves the sur-
render of control. Baumeister and Butler have concluded that, “The appearance of helpless-
ness and being under another person’s power is central to masochism and represents what
the masochist often most earnestly seeks” (p. 231). In less common cases, sexual masochists
are asked to masturbate in the presence of others, engage in homosexual activities, or observe
the infidelity of their spouse.

In a similar attempt to isolate distinct themes in sadomasochistic sexual behavior, Alison
et al. (2001) examined 29 different activities among 184 subjects (22 female and 162 male)
who were members of sadomasochistically oriented social clubs. They sought to find various
major categories into which these behaviors might be placed. This research demonstrates four
relatively separate and discrete classes of sadomasochistic sexual scripts based on statistical
analysis. These include hypermasculinity (e.g., fisting, dildo insertion, administration of ene-
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FIGURE 18-12 Despite the ob-
vious bondage, dominance,
and submission of sado-
masochism, there are clear
understandings between the
participants about how much
discomfort and/or humiliation
will occur.



mas), administration of pain (e.g., spanking, caning, applica-
tion of hot wax), humiliation (e.g., flagellation, verbal humil-
iation, gagging), and physical restriction (e.g., bondage,
handcuffs, chains). Their research shows that humiliation
was a preference more frequently found among women and
heterosexual males, whereas hypermasculinity was more fre-
quently found in both heterosexual and homosexual males.

The Sadomasochistic Subculture The sociological
analysis of sexual sadism and sexual masochism reveals that
these two types of people find each other in a variety of ways
and imbue their activities with rules, rituals, and implicit un-
derstandings of limits. Litman (1997) noted that from the early
1980s, sadomasochistic activities began to gain a popularity
and legitimacy on the West Coast of the United States and that
many adult bookstores began to cater to this interest with se-
lections of pornographic literature, films, and magazines ap-
pealing specifically to these individuals. Certain objects ap-
peared consistently in these shops, including whips, leather collars and costumes, handcuffs,
gags, blindfolds, ropes, and other instruments for the administration of pain and torture (Fig. 18-
13) (Litman, 1997, p. 256). This investigator discovered when talking with the owners of these
establishments that the people who buy this material are “ordinary looking, well-dressed men of
all ages” (p. 256), or as one proprietor noted, “people who look just like you, Doc.”

In most large cities, underground newspapers appeal directly to people with sado-
masochistic inclinations and make it easier for them to get together. Common personal ads
involve heterosexuals who “seek S-M services,” although the preponderance of males put in-
terested females at a premium. Litman contacted nine men and three women and interviewed
them in depth, creating a case study for each, and formulated several generalizations based
on this small sample of subjects; all were volunteers, and therefore there may be bias in their
reports. Of these subjects, only men reported engaging in behaviors that were potentially
dangerous; these formed the nucleus of this study. These were all Caucasian, middle-class
subjects, and many reported a history of depression. No history of sexual abuse, cruel family
interactions, or unique, traumatic events could be consistently associated with these respon-
dents. Most reported their preferred sexual orientation as homosexual, although many re-
ported having frequent heterosexual encounters. Many joined clubs for sadists and
masochists, whereas others contacted escort services with women trained to cater to a
masochistic clientele. Interestingly, some female prostitutes willingly engage in masochistic
interactions with their clients for an extremely high fee and an agreement to pay for any med-
ical and/or dental expenses that may be necessary. Prostitutes refer to these interactions as
“dumpings” (Bryant, 1982, p. 350). While some of the subjects in this small sample sought
painful experiences, others were interested primarily in being humiliated. For these men to
have orgasms, they were highly dependent on a sadomasochistic ritual and often also de-
pendent on the objects described earlier. The three female subjects in this sample all empha-
sized that they had participated in masochistic activities entirely to please the sadistic ten-
dencies of their male partners.

When is sadomasochism a sexual variation and when is it a sexual deviation? Storr
(1970) has an interesting hypothesis about this question based on the psychodynamic ap-
proach. He believes that some individuals are fascinated by the possibility of reaching levels
of sexual excitement that they don’t usually enjoy during intercourse, and that manageable
amounts of pain may, for these people, release an immense passion not normally experienced.
For these individuals, sexual intercourse alone is just not exciting enough, and the untamed,
reckless feelings that accompany mild pain enhance their sexual excitement and responsive-
ness. The sexual masochist truly believes that other men routinely and regularly reach these
keen levels of passion but he cannot do so without the added pain or the fantasy that the pain
may still escalate further. For Storr, these thoughts and feelings are a variation on normal sex-
ual responsiveness. However, when the perception of pain is excessive and intense and has
little to do with having intercourse, then he believes it becomes a deviation for that person
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FIGURE 18-13 Shops with di-
verse merchandise appealing
to the sadomasochistic subcul-
ture are common and carry a
wide diversity of videos, mag-
azines, whips, leather collars
and masks, handcuffs, and
blindfolds.



and their partner. For Storr there is another intriguing aspect of sadomasochism. Common
stereotypes often hold that there is an innate, subtle tendency toward sadism in men’s rela-
tionships with women, but this psychiatrist points out that men often have an explicit desire
to experience pain as an adjunct to sexual gratification and that overgeneralizations about
male sadism are therefore incomplete and inaccurate. Finally, Storr comments on another as-
pect of sexual sadism: whether the person inflicting the pain wants his partner to experience
pain or pleasure. In his view as a psychiatrist, the sadist truly wants his partner to enjoy the
discomfort and/or humiliation he is creating.

The Sadomasochistic Pact A clearly understood set of agreements and understandings
govern these complementary sexual variations. Sexual sadists do not, in fact, want to do se-
rious bodily harm, and sexual masochists do not want to be seriously hurt. How does the
couple come to some sense of a contract of who will do what to whom, for how long, and
how vigorously? According to Gosselin (1987), there are many predictable and negotiable as-
pects of a sadomasochistic interaction. Indeed, if heterosexuals enjoying foreplay and sexual
intercourse had a similar understanding of one another’s preferences and limits, their level of
erotic enjoyment would often be enhanced by their excellent communication.

Although some form of discomfort is basic to sadomasochistic rituals, both the severity
and duration of these “beatings” are highly variable. Gosselin notes that this ritual may last
a long time and may involve perhaps as many as 200 slaps on the buttocks using the partner’s
hand or a paddle. He notes that despite common portrayals of these rituals, whips are seldom
used. Between spankings there may be pauses during which the individual playing the dom-
inant role insults or taunts the “victim” and lightly circles the area to be hit to prime the re-
cipient for the next stroke. While this is all happening there may be explanations as to why
this punishment is necessary and deserved. In most cases these spankings start slowly and es-
calate in seriousness as the submissive partner becomes progressively more aroused. Gosselin
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Other Countries, Cultures, and Customs
Sadomasochism in the United Kingdom—Legal Aspects

W hile making an investigation regarding unrelated 
matters, British police in Manchester discovered a

cache of videos of men engaged in sadomasochistic behav-
iors. These tapes revealed 50 individuals over the course of
10 years (Green, 2001). The behaviors depicted “mainly the
maltreatment of the genitalia, sometimes with hot wax, sand-
paper, fish hooks, and needles plus ritualistic beatings, either
with bare hands or implements including stinging nettles,
spiked belts, and a cat-o’-nine tails. There was branding and
infliction of injuries, which bled.  Activities were consensual”
(p. 543).  Some of the sex acts depicted on these tapes in-
volved the smearing of feces.  British legal authorities began
arguments almost immediately regarding the consensual na-
ture of these acts and violation of The Offences Against the
Person Act of 1861. This act states, “whoever shall unlaw-
fully and maliciously wound or inflict any grievous bodily
harm on any other person, either with or without any
weapon or instrument, shall be liable to imprisonment”
(Green, 2001, p. 544).

Once these individuals recorded their activities, they
made copies of the videos and distributed them to other
members of the group, which apparently functioned simi-
larly to a social “club.” British case law informs us that when
it can be proven that the infliction of bodily harm includes

violence, then the recipient of such activity cannot, in any le-
gal sense, “consent” to the activity. Of the men depicted in
the video tapes, 16 pleaded guilty with “mitigating pleas” and
were convicted and sentenced to jail terms of 2 to 4 years.
Then began significant controversy and appeals of the ver-
dict. The trial judge ruled that the verdicts were not affected
by the sadomasochistic nature of the harm inflicted and re-
duced the sentences. The local court of appeals dismissed the
appeal, ultimately the House of Lords became involved in the
case, and in March 1993 this body dismissed the appeal as
well. Then the European Court of Human Rights heard the
case. This case became an example of the entitlement of the
state to judge sexual activities occurring entirely within the
arena of consenting adults behaving in customarily private
places, a claim made by all those convicted. The European
Court also rejected the appeal by a unanimous 9-0 ruling. Of
major importance in this case was the finding that the videos
depicted these sadomasochistic acts while the participants
consumed alcohol and other drugs, and it was thought that
these were abused to obtain the “consent” of those involved.
Plainly, this is an interesting case with powerful implications
in the sadomasochistic subculture in the United Kingdom.
Its relevance to other countries remains to be seen.



notes that subjects generally respond to these spankings not as if they are experiencing pain
but rather with a significant degree of exhilarated excitement. A second routine aspect of
sadomasochistic rituals involves bondage, which frequently entails complete immobilization.
Once restricted, the submissive partner is then “beaten” or otherwise forced to sustain pain
and other forms of erotic stimulation upon which he or she cannot act. In many instances,
the dominant partner also deprives him or her temporarily of sight, sound, smell, taste, and
the capacity to speak. In sadomasochistic jargon, this is called occlusion (Gosselin, 1987, p.
234). Finally, humiliation is a fundamental feature of sadomasochistic rituals and involves the
submissive partner sustaining verbal insults as well as being “forced” to engage in various de-
meaning behaviors. Once these elements are all in place, the couple then frequently proceeds
to some form of sexual interaction. This too is scripted, with one partner giving explicit di-
rections and the other following passively and unquestioningly. This mutual interaction is
sexually exciting to couples enjoying sadomasochistic rituals, not the solitary fantasies of
each individual. Ultimately, Gosselin maintains, there is a clear understanding about who will
do what to whom, when, and for how long.

Characteristics of Sexual Sadists and Sexual Masochists John Munder Ross
(1997), a training analyst at the Cornell Medical College in New York City, described attrib-
utes of sexual sadists and sexual masochists, based on his personal clinical experience and
research. Although his ideas have not yet been accepted as definitive, they are a comprehen-
sive, reasonable perspective:

� Sexual sadists and sexual masochists have experienced “lowgrade or mild childhood
abuse.” This may be in the form of sexual, physical, or emotional abuse, but it typically
does not include incest or outright physical assault.

� Because of this, Ross feels that these individuals have “unconscious sadomasochistic and
specifically sexual fantasies” which they later try to act out with another person.

� These individuals often experience a sense of “irrational guilt” because they like being hurt
and frequently feel anger.

� Ross believes that sexual masochists, contrary to their overt submissive preferences and
behaviors, actually have a great reservoir of “unconscious rage and the desire for revenge.”
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Case Study: Sexual Sadism

T he client was a 21-year-old unmarried white male college
senior majoring in history. The university counseling center

had received an anxious letter from his parents, requesting help
for their son in treating his introversion, procrastination, and
“masochism.” After working with the student for a few weeks on
his tendency to wait until the last minute in his academic work,
the psychologist at the center referred him to the author for help
with his sexual difficulties.

Mr. M’s statement of the problem was: “I’m a sadist.” There
followed a rather troubled account of a complete absence of
“normal” sexual fantasies and activities since age 11. Masturbat-
ing about five times a week, the client’s fantasies had been ex-
clusively sadistic ones, specifically, inflicting tortures on women.
He declared emphatically that he had never been sexually
aroused by any other kind of image. Although generally unin-
terested in dating girls, he felt no aversion to them; on the con-
trary, he sometimes felt a “warm glow” when near them, but did
not describe this at all in sexual terms. Because of his extreme
concern over the content of his fantasies, however, he had dated
very little and expressed no interest in the coeds at the college.
He recalled having kissed only two girls in his life, with no sex-
ual arousal accompanying these fleeting episodes. He had never

engaged in any homosexual activities or fantasies. Although ex-
pressing no guilt about his problem, he was very much worried
about it inasmuch as he felt it impossible to ever contemplate
marriage. This concern had recently been markedly increased
upon reading an account of a Freudian interpretation of “sado-
masochism.” He was especially perturbed about the poor prog-
nosis for this “illness.”

Because his concern over the gravity and implications of his
problem seemed at least as disruptive as the problem itself, the
therapist spent most of the first session raising arguments
against a disease interpretation of unusual behavior. Psychoana-
lytic notions were critically reviewed, and attention was directed
especially to the untestability of many Freudian concepts  . . . In-
stances in the therapist’s own clinical work were cited to illus-
trate the liberating effects observed in many people when they
interpret their maladaptive behavior as determined by “normal”
psychological processes rather than by insidious disease
processes  . . . Mr. M. frequently expressed relief at these ideas,
and the therapist, indeed, took full advantage of his prestigious
position to reinforce these notions.

—Davison, 1991



Psychologically, they attribute this anger to their sadistic partner who in turn creates phys-
ical pain for them.

� According to Ross, sexual sadists have “poor self-esteem,” which is manifest in their think-
ing that they don’t deserve to be treated better.

� Similarly, Ross believes that sexual masochists have a “fragile sense of identity,” which in
turn leads to indistinct personal boundaries between themselves and others. These are re-
flected in the frequently fluid roles played by sexual sadists and sexual masochists.

� Because of these blurred perceptions of themselves and their roles, they in turn “lack self-
awareness” and make it seem that they are frequently experiencing unpleasant things.

—After Ross, 1997, pp. 90–91.

Whether these observations will eventually be validated in widespread clinical practice re-
mains to be seen. From a psychodynamic perspective they have a certain compelling logic
about them.

Pedophilia
While the “contract” between sexual sadists and sexual masochists entails clearly consensual
behaviors and neither individual considers him or herself a “victim,” the case is very differ-
ent with pedophilia, which involves adults taking advantage of children in a sexual way, usu-
ally without their consent and understanding. The term child molester is typically used to de-
scribe the pedophile. As with other paraphilias, the DSM-IV defines pedophilia in terms of
frequent, intense urges and vivid fantasies involving sexual behavior with a child. Yet at the
same time, there is no diagnostic requirement that the individual actually act on these urges
and fantasies, which has been a source of disagreement among clinicians who diagnose pe-
dophilia. A large percentage of people who actually molest children, according to Marshall
(1997), are not preoccupied by the urges and fantasies described in the DSM. For these rea-
sons, many clinicians today make the diagnosis of a child molester regardless of whether they
report experiencing any recurring, intrusive sexual fantasies or urges with respect to having
sex with children. Marshall also believes that the term pedophile is not appropriate because
its literal meaning suggests a “child lover,” and it is certainly not the case that child molesters
love the children they assault. Child molesters harass both same- and other-sex children
(most are heterosexual), and as in other paraphilias, the great majority are male.

A recent review of this subject (Fagan et al., 2002) reports that females are sexually
abused three times more often than males and that children from the lowest-income families
are 18 times more likely to be abused sexually. No racial differences among victims are known
at this time.  Fagan et al. have reviewed and updated the 1996 Executive Summary of the Third
National Incidence Study of Child Abuse and Neglect (Washington, D. C.: U.S. Department of
Health and Human Services). Their analysis reveals that 89% of sexually abused children are
male and 12% are female. Five out of every six assaults occurred in a residence, rather than
a school, social club, athletic facility, or other venue. In most instances, abuse involves geni-
tal exposure and fondling, while oral, anal, and vaginal penetration are less frequent mani-
festations of pedophilia.

Marshall notes that another issue too makes the diagnosis somewhat ambiguous. The
DSM-IV asserts that individuals with paraphilias are distressed by their own thoughts, urges,
and fantasies and that their interpersonal or occupational relationships are often impaired. In
fact, this is often not the case with child molesters. Although child molesters may be attracted
exclusively to prepubescent children, many are also engaged in seemingly normal, long-term
heterosexual relationships with adult women. While some therapists claim that child mo-
lesters are primarily attracted to children under the age of 8, others raise the criterion to 13.
In fact, the age of the victim is somewhat arbitrary if she or he has not yet reached adoles-
cence. Ames and Houston (1990) emphasize the importance of the victim’s body configura-
tion in legal, social, and biological approaches to pedophilia. They maintain that if an adult
has a primary psychological and physiological arousal response to prepubescent body forms,
that individual is in all likelihood a pedophile. While the age of the victim has been a factor
in diagnosing child molesters, so too has been the age of the perpetrator. Marshall (1997)
notes that a diagnosis of pedophilia is not generally made if the offender himself has not yet
reached late adolescence. Overall, diagnosing pedophilia involves a number of ambiguous is-
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Pedophilia A paraphilia in
which sexual urges are directed
toward children. The focus of
erotic attention has generally
not yet reached puberty.



sues. But what isn’t ambiguous is the fact that a child is violated sexually, usually against her
or his consent and without a full understanding of the exploitation that is taking place. Child
molestation is a clear example of an enormous discrepancy in the power of the perpetrator
and the ability of the victim to resist being exploited.

The prevalence of child molestation cannot be determined with any accuracy because of
the large number of cases that go unreported. Some child molestation involves seemingly
willing victims, some involves incest, and some is reported instead as homicide. Because of
the power differential between adults and children, however, the term “willing victim” may
not be accurate. Additionally, cases of kidnapping frequently involve sexual exploitation, and
the outcomes of these cases are frequently and tragically unresolved. A conservative estimate
of the prevalence of child molestation in the United States is over 300,000 cases each year
(Marshall, 1997).

The causes of pedophilia are incompletely understood. Child molesters do not have very
much empathy for their victims, although ironically, they report empathy for the victims of
other child molesters as well as all other children (Marshall, Fernandez, Lightbody, & O’Sul-
livan, 1994). Child molesters generally deny and minimize the deviant, exploitative nature of
their actions (Pithers, Beal, Armstrong, & Petty, 1989). These researchers also discovered that
the early childhood experiences of molesters often reveal highly disturbed and unsettled par-
ent-child relationships, and that it was not uncommon for molesters to have themselves been
the victims of childhood sexual abuse, although whether there is a cause-and-effect relation-
ship here remains to be demonstrated.

Child Victims of Sexual Exploitation For a variety of reasons, many still poorly un-
derstood, there has been a steady increase in the number of cases of sexual abuse of children
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Research Highlight
The Long-Term Effects on Males of Early Sexual Activity With Adults

B auserman and Rind (1997) studied the long-term effects
of early sexual activity with adults in a large “nonclini-

cal” sample of males. The term “nonclinical” is used to note
that these respondents were not receiving medical, psychi-
atric, or psychological treatment relevant to this issue at the
time of the study and were drawn primarily from college
classes and community and national samples. These subjects
reported reactions to these early sexual experiences that
ranged from very negative to very positive and included emo-
tional outcomes that ranged from severe and negative to
none at all. This study revealed that such experiences were
not invariably harmful but were assessed by these subjects in
many instances as “neutral” or “positive.” These researchers
were not saying that these experiences are harmless, but only
that the broad view of a large sample indicated that the com-
monplace notions on this issue may not be entirely valid.

Bauserman and Rind (1997) also note that there are a
number of factors that impact powerfully on the way in
which these sexual experiences are evaluated in later life. For
example, when these subjects felt that they were being forced
into sexual activities against their will, they held a decidedly
negative perception of them and all surrounding circum-
stances. Whether the subjects remember consenting to the
sexual interactions and their relationship with the older
adult were also important variables that affected their retro-
spective feelings about the experiences, although again, be-
cause of the power differential between adults and children,

the term “consent” should be interpreted cautiously. When
the subject consented to the sexual activity, long-term out-
comes were generally more positive, and when the adult was
a family member, the long-term outcomes were plainly more
negative. Bauserman and Rind noted that in the various sam-
ples they assessed, the older adult was a woman between
40% and 75% of the time—a surprisingly high estimate,
given the rarity of women with paraphilias. In research ex-
ploring the impact of early sexual experiences on women, the
adult is male between 90% and 100% of the time. They note
that when contacts with male children and adolescents in-
volved touching and some type of penetration, the respon-
dents reported far more negative perceptions than when con-
tacts involved oral stimulation.

This study also summarized the literature on this issue af-
fecting women, and noted that in the long run, women are
far more likely to evaluate their childhood and adolescent
sexual experiences with adults far more negatively than
males. In most cases, women were involved in heterosexual
activities, whereas males were engaged in about equal
amounts of heterosexual and homosexual interactions.
Bauserman and Rind were careful to emphasize that their
data look very different from studies on similar subjects in-
volving clinical samples, that is, individuals who later in life
sought and received some type of psychological or psychi-
atric assistance for their earlier experiences.



over the past few decades. The differential victimization of girls and boys is unclear, although
sexual exploitation of female children seems to be far more common.

One can assume that reported cases of child sexual molestation are not single, isolated
events but rather reflect a longstanding and consistent pattern of exploitation. Many episodes
of molestation are apparently not reported. Bryant (1982) points out that it is extremely com-
mon for the perpetrator and victim to know one another. They are frequently members of the
same nuclear or extended family or may live in the same neighborhood or participate in sim-
ilar youth-oriented activities together. Additionally, friends of the family and teachers have also
been implicated. It is also possible that there is even a close, caring rapport between the per-
petrator and the victim, and gentle persuasion might be more commonly used than overt force.

Still, it would be incorrect to assume that these children are informed, consenting part-
ners in these activities, and it would also be wrong to believe that they sustain no or only mi-
nor discomfort or injury. In fact, rape is not at all uncommon. These children are also fre-
quently seriously injured physically, suffering cuts, bruises, bites, broken bones, and dramatic
damage to their genitalia and anuses. Another issue of genuine importance is the fact that
sexually victimized children often acquire sexually transmitted diseases and extremely seri-
ous psychological trauma.

Even in those instances in which the child seems to be consenting to the sexual activities,
it is important to assess the degree to which she or he fully appreciates the nature and con-
sequences of them. In fact, youngsters may sometimes provoke, solicit, or facilitate such ac-
tivities in a highly seductive fashion (Bryant, 1982). In these cases, it is not unusual for the
victims to initiate some form of genital touching. When children do not have the family back-
ground or social skills to learn appropriate ways of receiving the approval and attention of
adults, these sexually assertive behaviors are often effective in seducing inclined perpetrators
to take indecent liberties.
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Research Highlight
Young Women Who Sexually Molest Children

P edophilia does not always involve older men and young 
children, although little is known about females in sex-

ually exploitative activities with children. One research study
sheds some light on this interesting issue. Fromuth and
Conn (1997) used questionnaires to explore this question in
a sample of 546 female students at a large southeastern uni-
versity in the United States. These researchers defined sexual
abuse as involving “(e.g., . . . kissing and hugging in a sexual
way, fondling, intercourse, oral-genital contact) and noncon-
tact experiences (e.g., invitation or request to do something
sexual, child showing his or her genitals to offender, offender
exposing genitals to child)” (p. 459). To meet the criteria for
this study, when children were under 13 years old, the of-
fender needed to be at least 5 years older, and when victims
were between the ages of 13 and 16, the offender needed to
be at least 10 years older.

Of the 546 subjects who completed their questionnaires,
22 acknowledged being involved in at least one episode of
sexual abuse as defined. These respondents reported having
sexual experiences with a total of 24 different children. The
average age of the perpetrator was approximately 12 years,
with most of them between the ages of 10 and 14 when these
activities took place. The average age of the victim was ap-
proximately 6 years, with most being between 5 and 7. In al-
most 70% of these cases, the victim was a family member of

the perpetrator, and 70% of the victims were male. Almost
90% of the perpetrators admitted to having initiated the sex-
ual contact, and a similar percentage reported that they had
never disclosed to anyone that they had been involved in
such activities. Half of these reports of child molestation in-
volved touching the youngster’s genitals and oral-genital
stimulation, and sexual intercourse was reported by 25% of
these subjects. In retrospect, these experiences had varying
effects on these women. For example, 58% of the subjects re-
ported that, in general, the long-term effect of initiating mo-
lestation had a neutral effect, with 38% noting a clearly neg-
ative effect, and only 4% reporting a positive effect. When
asked explicitly whether they had ever been abused sexually,
only 3 of the 22 women indicated that they had. When the
psychological status and background of the perpetrators
were compared with those of non-perpetrators, no obvious
and consistent significant differences were found. There was,
however, a slightly higher probability that the women who
reported sexually molesting children had themselves been
molested in childhood. We have included a summary of this
research report because very little is known about women
who have engaged in sexual molestation of children. Clearly,
more studies are needed before we can make any meaningful
generalizations.

Summarize what you have
read about the current scandal
in the Roman Catholic Church.

Do convicted perpetrators
seem contrite? Are you
convinced their public

apologies are authentic?
Assess the reasons the Church
has concealed the magnitude

and scope of these crimes.

FOR DISCUSSION . . . 



Because of the ambiguities involved in accurately defining pedophilia, there is much de-
bate about whether looking at child pornography without ever approaching a child sexually
constitutes pedophilia. Bryant (1982) refers to this as “vicarious pedophilia,” and the huge
market in child pornography shows this is a widespread phenomenon (Fig.18-14). Maga-
zines, films, videotapes, and other periodicals cater to adults with these interests.

Child Pornography and the Internet Does pornography stimulate or provoke child
sexual abuse? Howitt (1995) assessed case study data on the relationship between exposure
to pornography and later child molesting activities. Howitt evaluated the case histories of 11
male pedophiles undergoing psychological treatment in a private sex offenders clinic in En-
gland. His subjects were all volunteers and agreed to be interviewed at length and in depth
about their pedophilic behaviors and the role of pornography in possibly stimulating these il-
legal sexual activities. Interestingly, most of these subjects reported that they had been ex-
posed to pornography before their first experience with sexual abuse. In none of these sub-
jects did there seem to be any clear cause-and-effect relationship between early experience
with pornography and a later pattern of pedophilic behavior. Although many of these men
did report that they found pictures of children sexually arousing, this was not a primary
source of sexual stimulation in their lives; indeed, they found child pornography highly dis-
tasteful. These subjects reported erotic arousal instead from reading the newspaper, watching
television, viewing non-pornographic movies, and looking at clothing catalogs in which chil-
dren were depicted wearing undergarments.

Until recently, gaining access to pornography was a difficult, quiet, and potentially em-
barrassing enterprise (Fig. 18-15). With the expansion of First Amendment rights and the
gradual liberalization of our society over the last 50 years, this situation has changed
markedly. Nowhere has this revolution been more pronounced and controversial than on the
Internet. Durkin (1997) explored some of the implications of this issue for law enforcement
and probation officials.

In a nonempirical analysis Durkin highlights a number of issues important to the law en-
forcement community. He believes that the availability of pornography to pedophiles on the
Internet is cause for significant social concern, and because much more research is needed, it
may be premature to minimize the potential threat in the availability of pornography on the
Internet. Specifically, he highlights various ways in which pedophiles are abusing the free-
doms inherent on the Internet.

Chapter 18 • Sexual Variations and the Paraphilias 685

FIGURE 18-14 Many provoca-
tive advertisements depict
children in more or less ex-
plicit, sexually suggestive
poses. There is much debate
over whether these are au-
thentic examples of child
pornography.



� It is a fact that pedophiles sometimes engage in the trafficking of child pornography on the
Internet.

� It is a fact that pedophiles have contacted children on the Internet for the purpose of en-
gaging in sexual activities with them.

� It is a fact that pedophiles have used chat rooms to communicate with children about sex-
ual subjects and the potential for meeting them.

� It is a fact that pedophiles communicate with other pedophiles on the Internet and some-
times plan illegal activities while doing so. 

—Durkin, 1997, p. 17

In fact, Durkin believes that the Internet is a socially facilitating influence on pedophiles for
the exploitation of children (Fig. 18-16). This writer emphasizes that most law enforcement
agencies today are unprepared to deal with these potential threats to children and their well-
being and that it is extremely difficult to detect the identity of these potential perpetrators,
much less discourage or stop their actions.

Laboratory Procedures for the Diagnosis of Pedophilic Interest So far, the data
described here on sexual interactions with children were derived primarily from question-
naire, clinical, and case study investigations. Other research has sought to determine whether
pedophiles are preferentially responsive to depictions of children, clothed or unclothed, in a
physiological way. Abel, Huffman, Warberg, and Holland (1998) used two different labora-
tory techniques while working with a group of 56 men who had been accused of sexually in-

appropriate behaviors involving children. The first involved
measuring changes in the diameter of the subject’s penis
while observing slides of males and females 4, 8, 12, 16, and
22 years of age. Each slide depicted a frontal view of individ-
uals in these age levels. The second technique involved pre-
senting subjects with slides of females and males in three age
groups: 8 to 10 years of age, 14 to 17 years of age, and over
22 years of age, all of whom were clothed and depicted as the
victims of exhibitionistic behavior, voyeurism, or frot-
teurism; as a suffering female, a suffering male, two males
hugging, two females hugging, or a male and a female hug-
ging. Subjects were also shown unrelated photographs of
landscapes (p. 86). Subjects were asked to rate the desirabil-
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Figure 18-15 The United
States Postal Service has cre-
ated strict policies and sanc-
tions with respect to the pro-
duction and distribution of
child pornography and works
together with law enforcement
officials to apprehend those
who break the law.

Figure 18-16 Many social
and behavioral scientists be-
lieve that the Internet has the
potential to stimulate pe-
dophiles to find and exploit
children.



ity or sexually arousing qualities of these pictures on a scale from 1 to 7, and the amount of
time they took to make these judgments was recorded.

Both of these techniques effectively showed an empirical relationship between accusa-
tions of pedophilic interest and enhanced physiological responsiveness to pictures of un-
dressed children and adolescents as well as faster reaction times and ratings of greater sexual
arousal to pictures of clothed children and adolescents being victimized by paraphilic behav-
ior. Although it might be risky to use such techniques to make a definitive diagnosis of pe-
dophilic interests, they do lend some support to the notion that this particular paraphilia can
be meaningfully studied by laboratory methods as well as data from the clinic or question-
naires.

The Pedophile’s Thoughts and Feelings In a case study investigation, Ivey and
Simpson (1998) recorded lengthy, open-ended discussions with six men who had been legally
identified as child molesters. These men were asked to talk about their feelings about being
sexually attracted to children and interacting with them intimately. These researchers did not
ask direct questions but let the interviewee determine the agenda and details they chose to
disclose. The tapes of these interviews were analyzed for any significant commonalities
among the subjects and any consistent themes.

These respondents all spoke about how their own childhood needs for love and valida-
tion were never met. They felt inadequate in their families and rejected by their parents. In
many cases their parents were willfully abusive and neglectful; these abusive experiences may
have been sexual and/or physical in nature. Because of these childhood experiences, the sub-
jects gradually came to perceive the intimacy of adult sexual sharing as risky and fraught with
the ever-present threat of renewed rejection. The child molesters gradually came to see the
immaturity and vulnerability of children as a substitute for the love and intimacy they were
afraid to pursue with other adults. These authors came to the conclusion that the gender of
the child is not as important as the belief that they offer the kind of validation and love the
molester never received in childhood. Finally, the subjects in this study reported that they
took every precaution against hurting their victims physically, but they seemed to have very
little awareness that they might be doing profound emotional harm. Whether the insights
from these interviews can be generalized to large numbers of child molesters requires further
scientific investigation.

Uncommon Paraphilias
The paraphilias described so far are not unusual in the general population. Other paraphilias
are much rarer in the general population. Almost all of these other paraphilias involve a non-
consenting victim or in some cases no other human at all.

Telephone Scatologia. Telephone scatologia refers to the experience of sexual arousal,
and sometimes orgasm, while making obscene telephone calls. These usually involve highly
suggestive sexual statements and propositions. Most obscene callers are men who generally
have a poor self-image and often feelings of anger toward women (Matek, 1988). This sexual
deviation has practically become an industry with the proliferation of “phone sex” services.
Inherent in telephone scatologia is a highly depersonalized approach to sexual feelings; the
telephone is used instead of interpersonal communication and interaction. Some people be-
come addicted to phone sex and spend thousands of dollars each year making these calls, al-
most always without the knowledge or consent of their partner.

Gerontophilia. In gerontophilia, an individual, typically a young man, has a compulsive,
compelling interest in having sexual relations with an elderly woman. There are extremely
few reports of gerontophilia in the medical, psychological, or psychiatric literature. An inter-
esting case study published by Ball (1998) described a 24-year-old man who came from a
large family and had been physically assaulted by his father, who was an alcoholic. During
his late teenage years he began a behavior pattern of seeking secluded outdoor areas, waiting
for an older woman to walk by, and then exposing himself. At this time in his life, most of
his victims were in their 30s and 40s. After exposing his erect penis he would then mastur-
bate. The offense for which he was eventually put in jail began with exposing himself to a 58-
year-old woman accompanied by her 2-year-old grandson. He forcibly inserted his penis into
the victim’s mouth before raping her. There was significant evidence to demonstrate that he
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Telephone scatologia The
experience of sexual arousal,
and sometimes orgasm, while
making obscene telephone
calls.

Gerontophilia A paraphilia
in which an individual, usually
a young man, has a compul-
sive sexual interest in having
sexual relations with an old or
elderly woman.



had followed this particular woman for a long time. Although there are not many reports of
gerontophilic behavior in the scholarly literature, there is a particularly thorough one in the
true story called The Boston Strangler, by Gerold Frank (Fig. 18-17).

Partialism. If an individual has a sole and exclusive sexual focus on just one part of a per-
son’s body to the total disinterest and neglect of others, this deviation is referred to as par-
tialism. This is not the same as a man being attracted to a woman’s legs or breasts when these
are not the sole focus of sexual attraction. Partialism is sometimes thought of as a variation
on fetishism, but fetishes, by definition, involve inanimate objects.

Necrophilia. Some individuals feel compelled to have sex with corpses (Fig. 18-18). Sus-
pects have been caught after a break-in at a funeral home, leading to reports of “defiling a
corpse.” Serial killers have also been known to kill victims to obtain their corpses for sexual
purposes (Fig. 18-19). Necrophilia may involve vaginal penetration, anal penetration,
fondling, fellatio, and cunnilingus with a corpse (Milner in Laws & O’Donohue, 1997). Very
few data are available regarding the prevalence of necrophilia, but Rosman and Resnick
(1989) studied 122 reported cases of this deviation and found that 92% were male and 8% fe-
male; the average age of this clinical sample was 34. Approximately 70% of these subjects re-
ported that they were heterosexual, 15% bisexual, and 15% homosexual. Interestingly, 57%
of these individuals had occupations in which they normally came into contact with corpses,
such as hospital workers, cemetery workers, and funeral home workers.

Zoophilia. Sometimes called bestiality, zoophilia involves having penetrating sex with a
nonhuman animal. Zoophilic behaviors may also involve masturbating an animal, perform-
ing fellatio or cunnilingus on the animal, or penetrating the animal anally. Very often, the an-
imal the individual selects is one with which he lived in close proximity earlier in childhood.
Little is known about the prevalence of this paraphilia in the general population, but Kinsey’s
study of male sexuality reported that 40% to 50% of males with rural origins and residence
patterns reported having had some sexual interaction with a nonhuman animal. Zoophilia is
far less common among females, like most of the paraphilias.

Klismaphilia. An enema involves introducing liquids through the anus into the rectum,
often in the treatment of constipation. But because the anus is such a sensitive area, and one
endowed with significant libido according to Freud, enemas for some are powerfully associ-
ated with sexual pleasure. Both women and men report klismaphilic interests. According to
Agnew (1982), a tube is inserted through the anus into the rectum, the rectum is filled with
some liquid substance, and the contents of the rectum are expelled. Warm water is commonly
used, as well as a variety of other substances including alcoholic beverages such as beer, wine,
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FIGURE 18-17 Albert DeSalvo
(left), also known as the
Boston Strangler, is here being
led to jail after a trial had
proven that he raped and
murdered 13 women in
Boston, many of whom were
aging and elderly.

Necrophilia A paraphilia in
which individuals feel com-
pelled to have sex with human
corpses. It is one of the most
bizarre and disturbed paraphil-
ias and fortunately is extremely
rare.

Zoophilia A paraphilia in
which an individual has pene-
trative sex with a nonhuman
animal; also called bestiality.
Zoophilic behaviors may also
involve masturbating an animal
or performing fellatio or cun-
nilingus on the animal.

Klismaphilia A paraphilia in
which an individual experi-
ences sexual gratification dur-
ing an enema. Sometimes the
individual administers the en-
ema while alone, and some-
times two people administer
enemas to themselves while to-
gether. A variety of different
fluids, including beer, whisky,
or drugs in solution may be
used.
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FIGURE 18-18 While stories
about necrophilia are not
common in the media, occa-
sionally stories like this one
about a funeral home break-in
inform the public that these
acts may not be too unusual.

FIGURE 18-19 Left: Jeffrey Dahmer shown in 1991. Dahmer tortured and killed his 17 victims, had
sex with their corpses, mutilated them, and stored their remains in his apartment. Right: police re-
move evidence from Dahmer’s apartment on July 24, 1991.



or whisky or cocaine mixed into a solution. These agents are read-
ily absorbed through the membranes of the rectum and enter the
bloodstream very quickly, creating feelings of euphoria in many in-
stances. While some klismaphiliacs administer enemas to them-
selves privately, others engage in these behaviors with another per-
son who is also self-administering an enema. Agnew’s research has
suggested that filling the rectum with fluids presses on a man’s
prostate gland, as well as seminal vesicles, and similarly exerts
pressure on the posterior side of a woman’s vagina, and these per-
ceptions are similar to feelings experienced during both masturba-
tion and sexual intercourse.

Coprophilia. One of the most unusual of the rare paraphilias is
coprophilia, the desire to incorporate human feces into sexual ac-
tivity. This may take the form of defecating on one’s partner or
manually manipulating feces during sexual interactions.

Urophilia. Others feel impelled to include urine in their sexual activities. Urophilia refers
to sexual activities concentrating on urination or urine itself. The street terms for urophilia
are “water sports” or “golden showers.” In some cases, people drink urine as a part of a sex-
ual ritual. Because there are often aggressive connotations to the act of urination, Milner and
Dopke (in Laws & O’Donohue, 1997) suggest that urophilia may be a variety of sexual
sadism or sexual masochism, depending on whether one urinates on someone else or desires
to be urinated on.

Stigmatophilia. When a person feels a strong sexual attraction to someone who has tattoos
or scars, this is called stigmatophilia. It may also involve sexual interest in someone who has
had part or parts of their body pierced with ornamentation attached. People have had almost
every corner of their bodies pierced, including their tongues, penises, and labia (Fig. 18-20).

Asphyxiophilia. The paraphilias described so far range from the unusual to the bizarre,
but none is frankly dangerous or potentially fatal. This is not the case with asphyxiophilia,
or hypoxyphilia. It sometimes involves applying pressure to the carotid arteries in one’s neck,
reducing blood flow to the brain, which in turn leads to an increase in carbon dioxide in the
bloodstream. In other instances a person puts a plastic bag over their head or wears a tight
mask. This lack of oxygen reaching the brain, called asphyxia, is for these people associated
with profoundly enhanced feelings of sexual arousal and similar increases in the pleasure ac-
companying orgasm. Unfortunately, in some cases the individual is unable to loosen the pres-
sure applied, or there is a delay in restoring breathing, and death may result. Accidental hang-
ings have been reported. It is difficult to judge the prevalence of asphyxiophilia in the general
population, but some have suggested that suicide by hanging should be evaluated carefully
by medical examiners for the possibility that death occurred as a result of this paraphilia
(Kirkley, Holt-Ashley, Williamson, & Garza, 1995).

Paraphilias in Psychosocial Context

So far this discussion of paraphilias has focused mostly on the nature of the thoughts, feel-
ings, and behaviors involved in deviant sexual activities and some of the legal aspects of these
activities. Now we will look at the impact of sexual variations and deviations on a person’s
functioning in the broader psychosocial environment. Because of the taboo nature of these
activities, people who engage in them do not often disclose this information. A good source
of information regarding this issue is The Kinsey Institute New Report on Sex (Reinisch, 1990),
from which we quote the following case studies to illuminate the psychosocial context of
some paraphilias.

The first of these involves a question from a young woman engaged to be married to a
transvestite:

I’m engaged to marry a man who I’m completely in love with, but he has just told me
something I can’t understand. He says he loves me too (and acts like he does, if you know
what I mean) and wants to get married and have kids, but he wears ladies’ panties!
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Figure 18-20 A strong sex-
ual attraction to people with
body piercings, tattoos, 
and scars is called “stig-
matophilia.”

Coprophilia A paraphilia in
which a person desires to incor-
porate feces (human excre-
ment) into sexual activity.

Urophilia A paraphilia in
which individuals feel com-
pelled to include urine or uri-
nation in their sexual activities.

Stigmatophilia A feeling of
strong sexual attraction to
someone who has tattoos or
scars.

Asphyxiophilia A paraphilia
that involves applying pressure
to the carotid arteries in one’s
neck or putting a plastic bag
over one’s head during mastur-
bation or shared sexual inter-
course. When the flow of blood
to the brain is diminished, the
enjoyment of orgasm is intensi-
fied. This is a very dangerous
practice with potentially fatal
consequences.



I don’t know what to think. He acts just like other men I’ve gotten serious with. Does
this mean he’s secretly a homosexual? He doesn’t seem like anything but a real man. What
should I do?

—Reinisch, 1990, pp. 155–156

Many transvestites are successfully secretive about their cross-dressing and may never be
discovered in a woman’s clothing. Most transvestites are heterosexuals and are aroused and
responsive with women in intimate situations. In this case we do not know a crucial factor:
the degree to which women’s undergarments are necessary for this particular man to become
sexually aroused and responsive.

The following anecdote is an example of sexual sadism. The individual writing seems to
be very open and honest about his inclinations but, as is commonly the case with paraphil-
ias, shows little insight into the deeper motivations for his urges and behaviors:

I enjoy spanking women! I feel that most women not only need, but in their deep sub-
conscious mind WANT a man to spank them. The problem is that far too many females
have been brainwashed by the feminists into thinking that if they meet a man’s needs then
something is wrong with them.

How can I help a woman understand that a little game playing can be a healthy ex-
pression of human emotion? The male drive is to dominate and the female drive is to be
the object of attention. To spank the bottom of a woman, and then caress her is such an
exciting thing that I fail to see why the women I know are afraid to really let themselves
go and find release of passion. I’d like any advice you can give me on dealing with women
who want to be spanked but who do not want to admit they want and/or need a good
spanking.

—Reinisch, 1990, p. 162

While this individual is unlikely to be able to convince a woman to participate in his pre-
ferred sexual activities, some troubling issues are raised in this passage. First, this man seems
very comfortable in making sweeping generalizations about what “all” men and women “re-
ally” want sexually. It is an enormous leap of logic to presume that all women secretly desire
to be spanked. Second, his perceptions of the influence of feminism on female sexuality are
utter nonsense. Finally, his pronouncements about male and female sex drives are highly per-
sonal and idiosyncratic and are offered here only as a justification for his own erotic prefer-
ences. While the sadomasochistic contract may bear some similarity to his speculations, these
generalizations are by no means true of most people most of the time.

Following is another example of a person’s perplexity and curiosity about the public man-
ifestation of exhibitionism. Presumably, the person who wrote this is a woman. It conveys
some of the anxiety that the lay public often experience when confronted by a “flasher.”

Yesterday a man exhibited himself to me on the bus. I was terrified and couldn’t sleep be-
cause I was convinced he had followed me home and would break into my apartment.
When I asked the landlady if anyone had been hanging around and told her why, she
laughed about it and said I didn’t have to worry about men who did that. I can’t believe
that a man who did what he did isn’t dangerous.

—Reinisch, 1990, p. 163

As discussed earlier, it is extremely unusual for an exhibitionist to engage in the behaviors
this woman worries about. Most exhibitionists want to surprise their victim and derive their
primary sexual gratification from doing so, not from attempting to have sexual relations with
them. But it is not unusual for the public to be uninformed or misinformed about exhibi-
tionists, resulting in anxiety. Although the man who did this may not be dangerous, he is
nonetheless behaving in an offensive way that should not be minimized. This is one reason
for laws against indecent exposure.

The lay public also has little understanding of what motivates a person to make obscene
telephone calls. Here is an example of a common strategy employed by those who use the
telephone as a vehicle for their paraphilia:

I had a phone call from a man who said he was a doctor doing research for The Kinsey
Institute. He asked me very intimate questions and I told him things I have never even
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told my husband. I told a friend about the interview and she said I’d better check with
you because he might be some kind of weirdo. Now I’m scared. Does this man work for
you?

—Reinisch, 1990, p. 164

Dr. Reinisch emphatically noted that the Kinsey Institute does not collect information on
the telephone. In fact, we are aware of no reputable sex researcher who does so. Yet men
with this paraphilia have persistent and distracting thoughts about making telephone calls
that focus on sexual activities and are powerfully aroused when doing so. Like exhibition-
ists, men who do this almost never make a second call, and it is even more rare for them
to even attempt any personal contact. If you ever receive such a telephone call, hang up as
soon as you realize something inappropriate is going on. Because of caller ID devices that
reveal the identity and telephone number of callers, obscene telephone calls have dimin-
ished significantly.

The earlier discussion of fetishism focused primarily on men who find women’s under-
garments and clothing erotically exciting and fondle them, stare at them, or incorporate them
into their masturbatory behaviors. But almost anything associated with a woman has the po-
tential to become the object of a fetish. Here is a rather interesting example, also from The
Kinsey Institute:

I am a male of 34 years. This will be a strange one for you. Ever since I was 6 or older,
a woman’s hair has given me fascination and sexual arousements. I took hair styling for
a few months. But quit because when the girls young or old came in and wanted their
long hair cut short, it gave me an erection. I wanted to cut it, then didn’t want to cut it,
at different times, so I quit.

Just the thought of a girl sitting in the chair after I have the cape on, I pile the hair
up and clip it, then let it down. It’s beautiful hair, then she says cut it off short. It gives
me an erection. What’s going on here? Am I crazy or queer?

—Reinisch, 1990, p. 166

When someone doesn’t understand about paraphilias, urges and thoughts like those just de-
scribed are indeed puzzling. Of course, what we don’t know, in this brief passage, is whether
this is the only way in which this individual can become erect, serving as a substitute for nor-
mal sexual intercourse. Still, this man is clearly preoccupied by his attraction to cutting
women’s hair. The last question he raises is an interesting one. Just as the general population
may not know much about paraphilias, they are often similarly uninformed about homosex-
uality.

The last example here of the impact of a paraphilia on interpersonal behavior concerns a
very rare deviation, acrotomophilia, which involves powerful feelings of erotic arousal for sex-
ual partners who have lost a limb. This example suggests that there are an enormous variety
of ways in which sexual feelings can become associated with highly unusual objects and cir-
cumstances.

I lost my leg in an auto accident at age 16 and, until recently, had assumed that no man
would ever find me attractive. I am now happily married, but uncertain about my hus-
band’s behavior. I know about other types of fetishes and wonder if that’s what’s going on.

My husband seems fascinated by my stump, as though it is sexually a plus. (In my
eyes, my stump looks grotesque.) My husband cannot explain what is behind this, but a
friend who is also an amputee told me her husband is that way too.

We’ve been calling it our “fringe benefit” for losing legs, and it’s a small consolation
that helps make life a little more bearable. Still, we are very curious as to what is behind
this attraction.

—Reinisch, 1990, p. 168

Little is known about people with this paraphilia, but there is some suggestion that they first
become aware of this attraction during adolescence; we are not sure if there are common eti-
ological factors in the development of this sexual preference. This anecdote raises an inter-
esting question. Do these men become attracted to others who have had amputations because
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of their disability, or does interest in the stump follow upon an already established, solid re-
lationship? We are not certain of the answer but strongly suspect the former.

Although case studies do not exemplify all the paraphilias we have discussed, they show
something about the impact of a sexual deviation on a person’s lifestyle and relationships.
People with paraphilias are rarely entirely isolated from normal human bonds and interac-
tions. A subtle issue in these examples is that these individuals typically have to establish a
great deal of trust with another before revealing their paraphilia and how it affects them.

Contact Among People With the Same Paraphilia
Until recent years, contact among people with the same paraphilia was far more difficult and
dangerous than it is today. With increasing liberalization and freedom of the press, a variety
of magazines, newspapers, and newsletters that focus on the interests of individuals with a
specific paraphilia have become numerous and popular. With the exception of laws against
the manufacture, distribution, and possession of child pornography, there are few legal re-
strictions on materials related to most paraphilias. One prominent feature of these publica-
tions is personal ads that may facilitate people getting together to explore their paraphilias,
although many paraphilias involve highly solitary, private activities. Additionally, an increas-
ing number of websites and chat rooms make it much easier for people with similar sexual
tastes to quickly find one another and get together if they desire. There are always inherent
dangers in meeting people this way, as discussed in an earlier chapter. Bars in urban areas
cater to those with some paraphilic interests, such as sexual sadism and sexual masochism.
There is an implicit understanding about who is welcome in these places, and curious out-
siders are sometimes politely but plainly informed that they are not welcome. There seems to
be a delicate etiquette for meeting others and exploring the possibility of intimate contact.
For example, in some bars there is an understanding that men who wear a large key ring on
their left hip are interested in sexual sadism, while those who wear their keys on their right
hip are interested in sexual masochism. State and local statutes may be more or less tolerant
of these establishments, as long as overt public expressions of sexuality, violence, and exces-
sive alcohol consumption or the use of other illicit drugs are not involved, and patrons are
typically left alone.

Sexual Addiction

The word “addiction” usually is used to describe psychological and/or physiological or meta-
bolic dependency on a drug, such as alcohol or cocaine. Another aspect of an addiction is in-
creasing tolerance, in which progressively larger amounts of the substance have to be used to
attain the same (usually pleasurable) feelings. The term “sexual addiction” is surrounded by
much controversy, and there is by no means uniform agreement among social, behavioral,
and medical scientists that sexual addiction is a legitimate addiction. While many people may
be frequently preoccupied with sexual thoughts and fantasies, this is not the same as sexual
addiction. Abundant reports in the scholarly literature point to the possibility that pursuing
sexual partners and consummating a sexual interaction can become a compulsive and some-
times uncontrollable behavior pattern, similar to what occurs with drug addictions. There is
also discussion whether such a sexual addiction may be a paraphilia.

According to Kafka and Hennen (2000), “paraphilia-related disorders” involve sexual be-
haviors which, strictly speaking, are not illegal, but are manifestations of an excessive sex
drive, and the notion of sexual addiction is included among them. Technically, they are not
classed with the paraphilias as we have been examining them in this chapter.

The issue of whether sexual addiction is a true addiction is one that has received a great
deal of scientific attention recently, and it may be that in fact excessive sexual behavior has
much in common with the true addictions so often associated with drug use and abuse.
Holden (2001), in summarizing some of this recent work, notes that in terms of the neural
functioning of the brain, “a reward’s a reward, regardless of whether it comes from a chemi-
cal or an experience” (p. 980). While historically addiction has involved dependence on a
drug, craving, increased tolerance, and terrible withdrawal symptoms, currently there is some
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change in the way social and behavioral scientists conceive of this term. Shaffer (cited in
Holden, 2001) believes that addictions may result from “repetitive, high-emotion, high-
frequency experiences.”  In other words, experiences can change brain function just as drugs
do. Further, Childress (cited in Holden, 2001) has found that the use of brain imaging tech-
niques reveals that brain functioning of sex addicts resembles the brain activity of those ad-
dicted to cocaine, and this finding has been confirmed by Dr. Peter Martin at Vanderbilt Uni-
versity (cited in Holden, 2001).  If sexual addiction has neurological underpinnings, then
theoretically, biological treatments have the potential to alter these behaviors, and in a later
section this is what we will describe.

Although people who are apparently addicted to sex typically engage in heterosexual in-
tercourse with consenting adults in private places, it is the persistent, compulsive, and some
would say uncontrollable nature of their sexual appetites that proves most troubling. As is
commonly the case with the paraphilias, the sought object of these sexual urges becomes an
object independent of whatever personal attributes (usually she) might possess. She may be
only the target of the addict’s sexual compulsion. Sexual addictions can hurt or destroy mar-
riages, relationships, friendships, job performance, and job permanence. Sexual addiction is
similar to paraphilias because of the objectified nature of the sexual partner as well as the
subjective inner turmoil that frequently accompanies the compulsive nature of these behav-
iors and the ultimately unsatisfying nature of feelings following these sexual activities.

The important element in this behavior pattern is the apparent lack of control over one’s
sexual urges and behaviors. We earlier defined an obsession as uncontrollably recurrent
thoughts, and compulsions as uncontrollably recurrent behaviors. It can be argued that sex-
ual addiction has both of these attributes. Sexual addicts are always looking for an opportu-
nity to make a new conquest, and when they discover a receptive, willing individual they
never hesitate to engage in sexual activities with them. The uncontrollable nature of these
urges and behaviors often overrides any potentially negative consequences of the sexual ac-
tivity. For example, sex addicts are typically not dissuaded by the possibility of being discov-
ered by their partner’s spouse, the chances of being found out by their own spouse or part-
ner, the possibility of an unanticipated pregnancy, the likelihood of acquiring HIV or another
sexually transmitted disease, or the chances of losing their job.

Patrick Carnes’ book Out of the Shadows (1992) offers an excellent, concise summary of
the issues surrounding sexual addiction. Carnes suggests that there is an “addiction cycle”
that describes a person’s experiences as they become progressively more entrenched in an ad-
dictive lifestyle, and these feelings get stronger the longer she or he is engaged in these ac-
tivities:

1. Preoccupation—the trance or mood wherein the addicts’ minds are completely en-
grossed with thoughts of sex. This mental state creates an obsessive search for sexual
stimulation.

2. Ritualization—the addicts’ own special routines which lead up to the sexual behavior.
The ritual intensifies the preoccupation, adding arousal and excitement.

3. Compulsive sexual behavior—the actual sex act, which is the end goal of the preoccu-
pation and ritualization. Sexual addicts are unable to control or stop this behavior.

4. Despair—the feeling of utter hopelessness addicts have about their behavior and their
powerlessness.

—Carnes, 1992, p. 9

These four stages raise an interesting issue. Do similar stages occur with other paraphilias?
We know of no systematic clinical or empirical examination of this question.

Carnes suggested that there are varying degrees of immersion in this behavior pattern and
that a number of different behaviors may be associated with each one. For example, he as-
serts that addictive preoccupations and behaviors not only concern heterosexual intercourse
but may ultimately involve the compulsive use of pornography, frequent masturbation, ho-
mosexual experimentation, visiting prostitutes, and other paraphilias such as exhibitionism,
voyeurism, making obscene telephone calls, and child molestation. In other words, the sex
addict’s drive seems to be an uncontrollable, diffuse expression of eroticism. However, most in-
stances of sexual addictions are primarily concerned with heterosexual erotic behaviors and
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intercourse. Carnes suggested that the mental life of the sex addict is characterized by four
core beliefs:

1. Self-image: I am basically a bad, unworthy person.
2. Relationships: No one would love me as I am.
3. Needs: My needs are never going to be met if I have to depend on others.
4. Sexuality: Sex is my most important need.

—Carnes, 1992, p. 120

Addictions, whether physiological or behavioral, are difficult to break. One of the more suc-
cessful strategies may be the philosophy and methods of the Twelve Steps of Alcoholics
Anonymous, which Carnes adapted for sex addicts. While some are uncomfortable with the
spiritual element of 12-step programs, many people find this ingredient genuinely helpful
and supportive. As of this writing, we are not aware of any systematic data that demonstrate
the effectiveness of a 12-step program for sex addicts.

Because of the gradual liberalization of the media with respect to sexuality, other writers
have suggested other versions of the clinical manifestations of sexual addiction. Levin (1998)
adapted the DSM-IV criteria for an addiction for sexual addictions. The DSM-IV includes no
diagnostic category dealing solely with sexual addiction, but Levin applied the criteria for ad-
dictions in general to sexual addictions. According to Levin, there are 11 criteria for a diag-
nosis of sexual addiction:

1. Repeated sexual activity resulting in a failure to fulfill major role obligations at work,
school, or home.

2. Sexual activity in potentially dangerous situations.
3. Repeated sex-related legal problems.
4. Continued sexual activity despite persistent or recurrent social or interpersonal prob-

lems.
5. Tolerance.
6. Withdrawal.
7. Larger amounts of sexual activity over longer periods of time than originally intended.
8. An enduring desire to control sexual activity and simultaneous failed attempts to do

so.
9. Increased time spent in activities necessary to obtain sexual activity and/or to recover

from its effects.
10. Decreased social, occupational, or recreational activities directly related to sexual ac-

tivity.
11. Continued sexual activity despite knowledge of persistent or recurrent physical or

psychological problems that are caused or exacerbated by the activity.
—Levin, 1998, pp. 27–28

In the thinking of both Carnes and Levin, sexual addicts often have serious problems in their
relationships and jobs, frequently experience significant personal distress, and still may have
little insight into the nature of their addiction, its causes, or its consequences.

Historically, other terms have been used to refer to sexual addiction or compulsive sexual
activity. Among the most common are nymphomania (referring to women) and Don Juanism
(referring to men) (Fig. 18-21). These syndromes are usually considered similar. According
to the American Psychiatric Association Glossary (cited in Shainess, 1997), nymphomania
involves “abnormal and excessive needs or desire for sexual intercourse in the female  . . .
most nymphomaniacs, if not all, fail to achieve orgasm in the sexual act.” Similarly, Don
Juanism is a “compulsive or anxiety-ridden sexual overactivity in males.” The term satyriasis
is also used, and this implies “pathologic or exaggerated sexual desire or excitement in the
male—analogous to nymphomania” (Shainess, 1997, p. 57). Shainess makes a subtle but very
important distinction among these terms. She emphasizes that both nymphomania and Don
Juanism are focused primarily on the activities related to sexual seduction, whereas satyria-
sis has as its central defining feature frequent sexual intercourse. Another subtle issue is the
“double standard” we have discussed elsewhere in this book. Since males may be socialized
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to believe that it is normal and healthy to desire and have many sexual
partners, this seems to make Don Juanism a less serious problem than
nymphomania, because women are often socialized to be far more sexu-
ally discriminating and to desire few or only one sexual partner.

When considering whether sexual addictions are genuine psycholog-
ical problems falling into a group of disorders that include the paraphil-
ias, investigators have sought to define a unitary clinical syndrome in
which those afflicted are very similar with respect to their common “prob-
lem.” However, people who report that they struggle with compulsive
sexual urges may in fact be a highly diversified group of individuals. For
example, Black, Kehrberg, Flumerfelt, and Schlosser (1997) carried out
an in-depth study of 36 individuals who openly acknowledged that they
had a problem, and sometimes a longstanding problem, with compulsive
sexual behavior. This sample included 28 men and 8 women. After these
volunteers completed several paper-and-pencil psychological tests, each
was interviewed in depth. What was most interesting about these subjects
was the fact that several other psychological problems often accompanied
their compulsive sexual urges. Fourteen of these subjects reported a history
of depression, 15 said that they had suffered from phobias, and 23 re-
vealed that they had engaged in substance abuse in the past. Additionally,
personality disorders were commonly found in these subjects. In some
cases, the compulsive sexual behavior was manifest in cross-dressing, and
other subjects reported a compelling desire to masturbate frequently. The
basic conclusion of this study is that it is too simplistic to try to charac-
terize the “typical” sexual addict because so many other psychological
problems may be involved. One might assume that other paraphilias also
may be accompanied by similar personality disorders.

Treating Paraphilias

The following sections examine the potential benefits and pitfalls of
three broad approaches to the treatment of the paraphilias: the psycho-
dynamic approach, cognitive-behavioral approaches, and biological-
medical treatments.

Psychodynamic Approaches to Therapy 
for the Paraphilias
Recall that psychodynamic theories deal with the development of emo-
tions and their impact on adult behavior. The British psychiatrist
Anthony Storr (1970) offered a psychodynamic perspective on the de-
velopment of paraphilias. He believes that individuals with paraphilias

have strong feelings of sexual guilt and sexual inferiority and that a better understanding of
the factors that give rise to these emotions can be helpful in therapy. Storr points out that few
adults reared in Western civilizations can entirely escape sexual guilt, and he believes that the
normal family is the source of much of this guilt. Very few people grow up in a home where
caretakers openly praise expressions of sexuality or say anything positive about it (Storr,
1970, p. 21). His own experience as a therapist has taught Storr that most adults who seek
help for a paraphilia were extremely impressionable as children and tend to be both with-
drawn and unsociable as adults. As a result, they often fabricate a vivid fantasy world that
serves as a substitute for any genuine intimacy with another adult. Most of us gradually get
rid of this guilt as we become adults and establish relationships with others, but those who
develop sexual deviations do not, and their sexual value system is focused primarily on their
inner fantasies rather than their adult relationships. A fantasy can’t refuse or rebuke you; it is
available at will and you can determine its contents in the most minute detail. Storr believes
that this profound inability to initiate and maintain a genuine, adult sexual relationship is a
result of leftover childhood sexual guilt.
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For Storr, the psychological consequence of sexual guilt is a sense of sexual
inferiority–the feeling that somehow one is deficient, flawed, or inadequate. Storr notes that
adults with paraphilias have not really learned to adopt contemporary versions of male and
female roles. In psychodynamic terms, this is a failure in “identification,” the subconscious
desire to become like someone whom we love, admire, or respect. Storr notes that in his clin-
ical practice, adults with paraphilias do not feel that they have had an adult sexual role model
of their own gender. When therapists explore the paraphiliac’s inner sexual fantasies, they
usually find unresolved childhood emotional issues coupled with ambiguous thoughts and
dreams about the future.

Travin and Protter (1993) summarized the assumptions and methods involved in psy-
chodynamic approaches to the treatment of paraphilias. They emphasize that some of Freud’s
initial speculations about sexual deviations have required revision throughout the 20th cen-
tury. For example, Freud believed that while neurotic patients repress their unconscious con-
flicts and wait for the therapist to uncover and discuss them, the paraphiliac instead represses
nothing but acts on his or her subconscious motives. The client, from this perspective, stands
to gain very little by surrendering behaviors that have come to have highly rewarding quali-
ties. More recent advances in psychodynamic thinking have sought to come to a better un-
derstanding of the meaning of the patient’s deviant behavior and its place in that person’s
whole personality. Travin and Protter emphasized that the psychotherapist offers the client a
“corrective emotional experience” (p. 139) and can refashion many of the individual’s older,
distorted thoughts, fantasies, and urges. In this therapeutic process the therapist comes to
represent an adult with a well-integrated personality and a capacity for impulse control, frus-
tration tolerance, and the ability to delay gratifications. Such a role model is thought to be of
great importance in facilitating change in the client. Remember, in this model of therapy the
client’s enhanced self-awareness is thought to have powerful curative value.

Modern psychodynamic therapists often utilize a group therapy approach, one never ex-
plored by Freud himself, and it is now thought that this avenue of assistance may have some
very special and powerful benefits for the client. Members of a therapeutic group can directly
confront the client and not allow him or her to use denial or rationalization to avoid taking
responsibility for his or her actions. Group members can also emphasize the exploitative, dan-
gerous, and sometimes frankly illegal nature of his or her actions. Very often, the paraphiliac’s
open revelations are a good source of information, which can then become the focus of fur-
ther therapy sessions. Finally, Travin and Protter noted that contrary to traditional Freudian
methods, psychodynamic therapists today are becoming more directive in an attempt to
change behaviors more quickly. This is especially important when the client’s behaviors have
involved sexual offenses that have come to the attention of law enforcement authorities.

As of this writing, we are unaware of research using large, randomly selected samples of
individuals with paraphilias that reveal the relative effectiveness of psychodynamic therapies
in comparison with other therapeutic approaches. But we are reminded of Freud’s own belief
that while psychoanalysis may not necessarily cure you or make you feel any better, it will
help you to better understand your problematic behaviors and why they frequently involve
genuine human misery. Some insight is better than none and may perhaps serve as the foun-
dation for gradual behavioral change and improved psychological well-being.

Cognitive-Behavioral Approaches to Therapy for the Paraphilias
Recall that one of the basic premises behind behavioral approaches to human nature is the
fact that human beings have the capacity to learn from the consequences of their actions and
to make necessary adjustments in their behavior accordingly. Although this is a bit simplis-
tic, it is generally true. Travin and Protter (1993, pp. 141-147) also summarized the nature
of cognitive-behavioral approaches to the treatment of the paraphilias, described in the fol-
lowing sections.

Self-Control Techniques For a long time behavioral scientists had very little under-
standing of how people acquired willpower and self-control. We now know that these ap-
parently important skills can be learned. People can acquire willpower and self-control when
they are reinforced for doing so. Techniques called “thought-shifting” and “thought-
stopping” can be very effective in an individual’s attempts to distract him- or herself when en-
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gaged in deviant thoughts, fantasies, and urges. These are willful strategies in which an indi-
vidual practices deliberately changing the focus of their thoughts or stopping them alto-
gether. Sometimes the client may be asked to keep a personal journal that describes the cir-
cumstances under which they begin to have deviant thoughts and the ways in which they
were able to interrupt them. One of the most important things about these self-control tech-
niques is the fact that the client no longer feels at the mercy of their urges but can instead
play an active role in completely re-focusing their thoughts. They gradually come to better
understand their cravings and the stimuli that seem to elicit them.

Stress Management As noted earlier, stresses can trigger deviant thoughts, fantasies, and
urges. Therefore, some cognitive-behavioral therapists have reasoned that if the person can
be taught techniques to control, minimize, and eliminate such stressors, ultimately they will
be successful in refraining from becoming obsessed with deviant thoughts. These techniques
can be used to help people assess the reality of ideas and threats that in fact may be entirely
irrational. In some cases, the client is taught relaxation techniques that allow them to remain
calm and focused when they feel besieged by provocative environmental stimuli. Ultimately,
for stress management techniques to be successful, they must be both emotion focused and
problem focused. That is, the client needs to recognize the distinction between eliminating
problems that cause stress and managing the feelings evoked by stress. When both of these
are done, stress management techniques are likely to be highly effective.

Cognitive Restructuring Counselors and therapists now know with certainty that they
can help their clients recognize irrational thought patterns and distorted thinking and elim-
inate these counterproductive mental habits. Such distortions allow paraphiliacs to be less
than honest with themselves about the nature and repercussions of their actions and to deny
its deviant nature and the fact that it may exploit others. Clients commonly diminish the sig-
nificance of their behaviors in their own minds, and the therapist can disabuse them of their
self-deception. Sometimes paraphiliacs genuinely believe that they have been provoked into
a demonstration of deviant behavior by the very individual who is victimized by it. When the
therapist can strip the client of these illusions and deceptions, they have made an important
first step in altering the thinking processes that compulsively govern deviant behaviors.

Social Rehabilitative Techniques The word rehabilitate means to restore, and these
techniques have as their objective the restoration of normal forms of social and sexual inter-
action. For example, clients may receive systematic instruction in learning to better assess the
impact of their emotions and actions on others as well as to explore their basic assumptions
about what constitutes normal human relationships. Travin and Protter emphasize that para-
philiacs need to learn better skills concerning sexual communication and various socially ac-
ceptable ways of initiating and maintaining intimate relationships with an appropriate part-
ner. The client may be asked to model or role-play different scenarios that have in the past
precipitated erotic thoughts and fantasies. Special attention is given to maladaptive and ex-
ploitative ways of behaving and to changing these to actions with a more respectful, recipro-
cal nature. This may take many therapeutic sessions.

Sex Education Finally, Travin and Protter point out that in many cases, paraphiliacs have
very little basic knowledge about human sexuality, especially human sexual arousal and re-
sponse. Often a paraphiliac has a sexual dysfunction that they do not understand and that
may contribute to feelings of sexual guilt and sexual inferiority. As Storr (1970) noted, these
often play a major contributing role in the development and expression of the deviant sexual
behavior.

As classical and operant learning paradigms are fundamental to behavioral approaches to
learning and behavior change, they too are used in therapies for paraphilias. One type of
learning experiment attempts to eliminate certain behaviors from an animal’s repertoire by
pairing those behaviors (and presumably the thoughts and feelings that accompany them)
with aversive (painful) stimuli. Although aversive conditioning experiments have been used
to try to change a wide variety of human behaviors, such as for smoking cessation and in at-
tempts to change a person’s sexual orientation from homosexual to heterosexual, these are no
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longer felt to be either effective or humane and in some cases may even be unethical. One
such investigation attempted to treat sexual deviations through the use of electrical shock
paired with pictures depicting paraphilic behaviors (Callahan & Leitenberg, 1973). In a lim-
ited investigation of six subjects in a clinical setting, an attempt was made to diminish or
eliminate sexual arousal when these individuals were presented with five erotic slides that de-
picted deviant sexual practices and two erotic slides illustrating common heterosexual prac-
tices. Of the six subjects in this study, two were exhibitionists, one a transvestic-fetishist, two
homosexuals, and one a pedophilic homosexual. This study was published in 1973, a time
when homosexuality was believed to be a sexual deviation and behavioral therapy was ad-
ministered to individuals with diverse paraphilias.

Each subject had a penile plethysmograph affixed to his penis to measure changes in the
circumference (and, by inference, erection) in response to the erotic visual stimuli, each of
which was presented for a little over 2 minutes. Electrodes attached to the subject’s right hand
delivered brief, tolerable shocks when penile responses reached 15% of full erectile dimen-
sions. The shocks lasted from 0.1 to 0.5 seconds and were evaluated by these volunteers as
ranging between “pain” and “tolerance.” The results of this study revealed that this aversive
conditioning procedure involving shock paired with sexual arousal was relatively ineffective
in diminishing sexual arousal. A single therapeutic procedure is not likely to be equally ef-
fective in treating all subjects, many of whom demonstrated highly variable patterns of de-
viant sexual behavior, and the impact of multiple procedures remains uncertain. In addition,
the sample size was far too small to allow for valid, predictive generalizations. Although be-
havioral techniques can be highly effective in altering many types of human behavior, it re-
mains unclear whether they are clinically effective in the treatment of paraphilias.

Biological/Medical Approaches to the Treatment of Paraphilias
Our society has grown used to the idea of taking a pill to feel better, cure disease, or alter how
we react to people and events in our environments. The same is true with the treatment of
paraphilic behaviors. To the degree that paraphilias are accompanied by obsessions and com-
pulsive behaviors, there is a medical rationale for treating them with medications effective for
these psychological problems. Some researchers believe that paraphilias are best understood
as behaviors on an obsessive-compulsive continuum. Kruesi, Fine, Valladares, Phillips, and
Rapoport (1992) studied a small sample of paraphiliacs who volunteered to be in a study on
the effects of antidepressant agents on the intrusive nature of paraphilic thoughts, fantasies,
and urges. Their subjects were exhibitionists, fetishists, transvestites, and obscene telephone
callers. Two engaged in compulsive masturbation. Of the 15 subjects in this study, 10 re-
ported engaging in two or more paraphilic behaviors during the previous 6 months. Subjects
received daily doses of two common antidepressant agents that have been effective in the
treatment of obsessive-compulsive disorder: clomipramine and desipramine. Both drugs
seemed to diminish the severity of paraphilic preoccupations when compared with the sub-
jects’ pre-treatment reports. This was a double-blind study in which neither the subject nor
the person administering the drugs knew which drug the patient was receiving or whether a
placebo was being dispensed. It would be unwise to recommend pharmacological treatment
for paraphilias based on this very small study, but the rationale for using these drugs is legit-
imate, and further research is needed in this area. These data are suggestive but require repli-
cation.

Kafka (1997c) suggested that brain neurotransmitters called monoamines may be in-
volved in the compulsive behaviors frequently occurring in paraphiliacs and that altering
monoamine brain chemistry may have beneficial therapeutic effects in treating sexual devi-
ations. Common monoamines include norepinephrine, dopamine, and serotonin. Kafka
points out that these agents seem to play a powerful role in impulsive sexual behaviors, anx-
iety, depression, compulsive behaviors, and antisocial sexual activities, and that altering
monoamine concentrations in the brain may lessen or eliminate these difficulties in humans.
One research team investigated the effects in paraphiliacs of three antidepressants (Luvox,
Prozac, and Zoloft) that alter serotonin activity in the brain (Greenberg, Bradford, Curry, &
O’Rourke, 1996). In a sample of 58 subjects, most volunteers reported a marked reduction
in the number of sexual fantasies they experienced as well as in their persistence and dis-
tractability. Any effects of these drugs in fostering more “normal” sexual functioning were
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not addressed in this study. No significant differences were found among these drugs in ther-
apeutic effectiveness. Current research (Kafka, 2003; Kreuger & Kaplan, 2002) indicates
that drugs that alter monoamine activity in the brain frequently diminish the expression of
paraphilic behaviors as well as the manifestations of sexual addiction. In the latter case,
these agents often restore more “normal” affiliative aspects of sexual intimacy. Further, it has
recently been demonstrated that the drug naltrexone, which blocks the action of the body’s
naturally produced pain and stress reducers called endorphins, is clinically effective in the
treatment of compulsive sexual behaviors as well (Raymond, Grant, Kim, & Coleman,
2002). Clearly, drug therapies may indeed be of some genuine benefit in the treatment of
paraphilias, although such therapy would ideally be supplemented by counseling or psy-
chotherapy.

Research continues to accumulate that supports the effectiveness of gonadotropin-releas-
ing factor in the treatment of paraphilias among men. Krueger & Kaplan (2001b) used the
case study method to study a sample of 12 men who were diagnosed with a variety of para-
philic disorders, including pedophilia, exhibitionism, sexual masochistic disorder, public
masturbation, voyeurism, and frotteurism. As is the case with all paraphilias, these disorders
were persistent, distracting, and highly preoccupying and involved the victimization of oth-
ers. Subjects were injected with leuprolide-acetate at monthly intervals and were treated for
durations that ranged from 6 months to 5 years. According to the psychiatrists and other clin-
ical specialists treating these patients, 11 out of 12 of them reported a significant decline in
sexual arousal and sexual preoccupation while being given this drug and significant reduc-
tion in their paraphilic activities. This agent caused a significant reduction in blood testos-
terone levels in all patients in which it was measured, in most cases to less than 10% of its
pretreatment level. Eleven out of 12 lost the ability to have an erection and ejaculate. How-
ever, erectile ability and ejaculatory ability returned after the patients had discontinued treat-
ment for 4 months. This study demonstrates that biological/medical therapies for paraphilias
in men merit further clinical research.

Not all social and medical scientists, however, support or sanction the use of hormones
to alter sexual thoughts, fantasies, and urges. Tsang (1995) cautioned investigators that us-
ing such drugs as Depo-Provera to alter the expression of paraphilic behaviors may represent
an example of “social control” that may violate ethical scientific principles. This writer em-
phasized the importance of gaining the subject’s informed consent, and described some of the
side effects of the drug. This author cautions against chemically altering the sexual experi-
ence and expression of “sexual minorities.” Although we believe that these concerns are im-
portant, our analysis of the primary literature failed to reveal any substantive abuses of this
treatment strategy, and worries about the activities of “mad scientists” do not seem justified
at this time. Ultimately, the therapeutic effects of such agents must, of course, be weighed
against any unpleasant side effects. Yet in the treatment of paraphilias, the benefits to society
of a particular therapeutic approach are as important as these ethical and medical considera-
tions. As with behavioral therapies, the effectiveness of medical treatments requires much
further research.

Women and Paraphilias

Almost all the sexual paraphilias we have discussed involve males. Although a few pedophiles
are women, the great majority are men. In those few cases in which paraphilias have been
noted in women, it has typically been within the context of sex offenders. Extremely little is
known about women who might have a paraphilia not involving sex offenses.

In a review of sexual deviation among women, Hunter and Mathews (1997) noted that in
recent years researchers have become more aware of female child molestation and that these
behaviors frequently begin in adolescence and involve family members and friends but al-
most never strangers. The adult manifestations of female child molestation are less likely to
involve force or coercion than male child molestation. There is also some suggestion that
adult women who engage in these activities frequently do so together with a male co-
offender. Among adolescent females who have been involved in these activities, a small per-
centage (about 15%) have also engaged in exhibitionistic activities, and a very small number
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(about 3%) have made obscene telephone calls. Generally very little is known about women
with paraphilias that do not involve child molestation.

One particularly thorough analysis of women diagnosed with paraphilia involves 14 in-
depth case studies (Fedoroff, Fishell, & Fedoroff, 1999). The most common disorders in this
sample included pedophilia (36%), sexual sadism (29%), and exhibitionism (29%). Reported
paraphilic behaviors included the following, among others: touching a child’s penis while
babysitting; insertion of a crayon into a 4-year-old girl’s vagina; demand to be bound and vagi-
nally penetrated by a male partner; performing fellatio on sons aged 1 and 3 years; frotteurism,
exhibitionism, and public masturbation in the mental hospital setting; persistent, disruptive
fantasies of sexual sadism; sexual assault on a 13-year-old female; and sexual assault on a 10-
to 12-year-old boy. Useful generalizations about female paraphilias await the collection and
analysis of many additional cases. It is important to point out that each of the subjects in this
sample referred herself for psychiatric assistance, and therefore the prevalence of female para-
philias in the general population is unknown, and may be grossly underestimated.
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Conclusion

This chapter discusses a wide variety of highly unusual sexual
tastes and behaviors. Most involve solitary activities or consenting
adults in private places. However, the darker side of aberrant sex-
ual tastes and practices involves coercion, exploitation, and abuse.
The next chapter explores many of these issues. Sexual abuse is
discussed in more detail, along with other unsavory ways in which

people are used sexually or use others. This discussion includes
rape, pornography, and prostitution as well. While these aspects of
human sexuality involve issues remote from love, intimacy, and
nurturance, they are a prominent part of the sexual scene in every
culture.

Learning Activities

1. When individuals participate in rare, bizarre, or highly uncon-
ventional paraphilias, do you think they have any guilt, shame, or
self-depreciation about their actions? Or are the reinforcing as-
pects of their behavior so powerful that these feelings would not
occur?

2. Explain the relationship between a bad habit and an addiction
in light of the recent cultural emphasis on the great variety of ad-

dictions (e.g., drugs, alcohol, gambling, compulsive overeating,
compulsive sexual behavior) to which we are supposedly vulner-
able.

3. Give some examples of unusual sexual behaviors that many
people engage in from time to time but that would not be consid-
ered deviant.

Key Concepts

• Atypical sexual behaviors do not conform to common avenues
of intimate expression, but this term does not imply anything
bizarre, illegal, or highly peculiar.

• Sexual variations are sexual behaviors sometimes enjoyed by
“normal” people as a part of a diverse sexual repertoire.

• Because of discrepancies between the actual prevalence of sex-
ual deviations and the reported prevalence, it is difficult to accu-
rately determine how widespread these behaviors are in a society
as a whole.

• Sexual deviations are not considered normal by society and may
include behaviors that are frankly illegal, that involve coercion,
that involve victimization, or that involve sexual expression in
public places.

• The term “perversion” generally refers to deviant sexual behav-
iors that are preferred to normal sexual intercourse. Experts in hu-
man sexuality rarely use this term any more.

• A paraphilia involves persistent, strong sexual urges as well as
highly distracting sexual fantasies. Paraphilias may involve erotic
feelings for nonhuman objects, age-inappropriate sexual partners,
unwilling or unconsenting adults, or the allure of punishment or
humiliation and degradation as aspects of sexual activity.

• There are some interesting similarities between paraphilias and
personality disorders. Both have their origins in the individual’s
childhood or adolescence. Both may develop through an individ-
ual’s interactions with adults with paraphilias and personality dis-
orders. Unrealistic interpersonal expectations and distorted think-
ing are also common to both.

• Various learning principles may be involved in the development
of paraphilias. The principle of contiguity emphasizes that when
two stimuli are consistently experienced together, one comes to be
associated with the other. Reinforcements increase the probability
of behaviors that precede them.

• The term sexual addiction refers to the fact that pursuing sex-
ual partners and consummating sexual interactions can become



a truly compulsive and sometimes uncontrollable behavior pat-
tern.

• Psychodynamic, cognitive-behavioral, and biological/medical
approaches are used in the treatment of paraphilias. It is difficult

to determine the relative effectiveness of these three approaches to
therapy.
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Sexual Exploitation 

and Victimization

OBJECTIVES

When you finish reading

and reviewing this chapter,

you should be able to:

� Discuss various meanings of the term “sexual consent,” and
summarize key perspectives on the origins of sexual abuse,
exploitation, and coercion.

� Describe the different settings in which prostitutes work.

� Describe motives men have for visiting prostitutes and the
types of sexual interactions they pay for.

� Characterize common aspects of different types of
pornographic materials, and discuss problems inherent in
defining the term “obscenity.”

� Describe similarities and differences in how women and men
react to pornography.

� Define “sexual harassment” according to the United States
Equal Employment Opportunity Commission (EEOC).

� Describe the behaviors usually involved in the sexual abuse of
children and the ways in which children react to these events.

� Discuss the consequences of sexual abuse of both females and
males.

� Define “incest,” describe its most common manifestations, and
note its long-term impact on an individual.

� Discuss various legal options for dealing with sex offenders,
and comment on their ability to dissuade further sexually
abusive behaviors.

� Define “rape” and describe the frequency with which it occurs
in American society.

� Discuss motives men have for raping women, and note how
these are expressed differently in the act of rape.
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T he last chapter explored some very unusual sexual inclinations and behaviors, many of
which are classified as abnormal from a psychological or social perspective. This chap-

ter focuses on behaviors our society has deemed illegal because they obviously infringe on
the rights and well-being of others.

Some feel that some of the topics discussed in this chapter should not be against the law.
For example, some have argued that prostitution is a victimless crime in which prostitutes
and their clients mutually consent to engage in a variety of sexual activities for a fee. So why
should this be illegal in most places? People who become prostitutes are often coerced to do
so and continue to sell sex for money because they are drug dependent and cannot easily
break out of a highly self-injurious lifestyle. Similarly, while consumers of prostitution might
be behaving in accordance with their own free will, the women, men and, unhappily, children
who are exploited are being victimized. This thread will run through the topics discussed in
this chapter: in one way or another, they all involve some degree of coercion, exploitation,
and victimization, even though this may not be immediately apparent. Because legal tradi-
tions throughout the world have their roots in the role of society for protecting people and
their property, the subject matter of this chapter involves clear legal implications.

Issues of Consent

Whenever sexual coercion, victimization, or exploitation occurs, there is usually a problem
with consent. When it comes to sex, consent is more complicated than just voluntary agree-
ment or permission. Sex educators have emphasized the central role of communication in
sexual consent (Haffner, 1995). For sexual consent to occur, two people have to talk clearly
about their expectations, responsibilities, and wishes. However, the Sexuality and Education
Council of the United States has emphasized that this kind of communication might not
mean much when the media constantly presents the message that the most exciting and ful-
filling sexual experiences happen spontaneously, when we “lose our heads” and are carried
away with the romantic or lustful feelings of the moment. Sex educators therefore generally
believe that true consent implies genuine verbal communication of a highly specific and per-
sonal nature.

Throughout the legal history of our country, experts have had various ideas about how
old a person has to be in order to give consent to engage in sexual activities, and there is still
some degree of variability from state to state in this country today and some debate regard-
ing inflexible definitions of sexual consent. Elshtain (1998) has noted that, “Consent carries
with it the presupposition that an individual is capable of making up his or her own mind
and of being responsible for his or her behavior” (p. 8). As straightforward as this definition
might seem, many so-called adults still have a very poor understanding of the consequences
of their behavior. Still, children are almost universally believed to be incapable of offering in-
formed consent to sexual relations. Even when those who are supposed to be legally compe-
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From Dr. Ruth Westheimer

For most people, sex is an exciting and fulfilling way to share
their lives with another person. The feelings of closeness and

intimacy that go along with good sex are hard to find in other
parts of our lives. Sex involves closeness and mutual respect that
are aspects of a good relationship as well as acceptance in a lov-
ing way by another person.

But as you know, sex for some people involves abuse, ex-
ploitation, and harm — and it is now to these less happy aspects
of human sexuality that we turn. No human sexuality textbook
would be complete without examining ways people use and vic-
timize others sexually, and this chapter might be one of the most

important in terms of how you take care of yourself and main-
tain your sexual self-respect. Isn’t it paradoxical that sex can be
such a rewarding part of most people’s lives while being some-
thing terrible, painful, and humiliating for others? Here you will
read about pornography, prostitution, sexual harassment, sexual
abuse, and rape.

If there is a key message in this chapter, it is that we all must
learn to define our sexual value system and live comfortably
with it. In this way we can do our best to avoid the kinds of ma-
nipulation, rudeness, and assault described in this chapter.



tent make such a decision at the age of about 16, we must remember that what is legal is not
always a good idea, nor does it reflect an ability to fully consider the consequences of one’s
behaviors. Elshtain emphasizes that the term “consent” has a narrow legal meaning, and al-
though a person may knowingly enter into sexual relations with another, this does not mean
that consent is based on “wisdom, decency, discretion, fairness, maturity, and judgment” (p.
9). What may legally justify an action may not fully explain its morality.

William N. Eskridge (1995) offered a thorough discussion of sexual consent from a legal
point of view. While the standard of his argument happens to be the laws of the State of Vir-
ginia, each of these points is relevant in most other states and similar statutes may be found
throughout the United States. His analysis is relevant to much of the content of this chapter.
In general, consent is dependent upon “the identities of the parties, their relationship, and
precisely what form of intercourse takes place” (p. 49).

Eskridge notes that “Consent [is] negated by serious physical injury, physical coercion,
or economic inducement” (pp. 49-50). He further notes that consent does not have anything
to do with the nature of sexual activity that takes place (e.g., oral sex, anal sex, or oral-anal
stimulation), and is negated if one of the parties is under a specific age (usually 16), is a non-
human animal, or was persuaded to have intercourse because of a mental disability. In sim-
ple terms, just saying “yes” to sexual activity may not be consensual under certain well-
defined circumstances in a state’s legal code.

In a sense, sexual exploitation and victimization may be defined indirectly in terms of the
lack of consent involved. Is it possible to be too careful about how sexual consent is defined?
In the early 1990s, Antioch College in Ohio (see display) instituted a policy that required
men or women to ask for, and the other person to consent to or decline to consent, progres-
sively more intimate behaviors in their interactions with one another (Grenier, 1993). In fact,
the college held workshops so that all students had a clear understanding of what was con-
sidered consensual sexually.

Issues surrounding consent present an interesting question: “Do women who are the
victims of sexual exploitation give off subtle cues that they are vulnerable to coercion?”
Richards, Rollerson, and Philips (1991) showed college men videotapes of women being
interviewed about a number of nonsexual subjects. During the interviews the women were
challenged about the correctness of their views by the interviewer. Based on the way these
subjects dealt with this challenge, they were categorized as either “submissive” or “domi-
nant.” This study revealed that men observing the taped interviews were easily able to dif-
ferentiate submissive from dominant subjects, that their assessments were based primarily
on gestural, nonverbal cues, that submissive and dominant subjects exhibited very differ-
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Antioch College’s Policy on Consensual Sexuality

T he following was taken from J. Giles and S. Holmes, “There’s
a time for talk, and a time for action,” in the March 7, 1994

issue of Newsweek.

THE OFFICIAL RULES OF THE GAME
Antioch Dean Marian Jensen [apparently no longer there] says
students are abiding by the college’s nine-page sexual-conduct
code “to the extent that they feel comfortable.” A few excerpts:

Fair Play and Foreplay
If sexual contact and/or conduct is not mutually and simultane-
ously initiated, then the person who initiates sexual contact/
conduct is responsible for getting the verbal consent of the other
individual(s) involved.

Are We Having Fun Yet?
Obtaining consent is an on-going process in any sexual interac-
tion. Verbal consent should be obtained with each new level of

physical and/or sexual contact/conduct in any given interaction,
regardless of who initiates it. Asking “Do you want to have sex
with me?” is not enough. The request for consent must be spe-
cific to each act.

Sex and Drugs
To knowingly take advantage of someone who is under the in-
fluence of alcohol, drugs, and/or prescribed medication is not ac-
ceptable behavior in the Antioch community.

Putting on the Brakes
If someone has initially consented but then stops consenting dur-
ing a sexual interaction, she/he should communicate withdrawal
verbally and/or through physical resistance. The other individ-
ual(s) must stop immediately.



ent nonverbal cues, and that the male subjects believed that they could more easily per-
suade a submissive subject to do something she might not ordinarily want to do. Perhaps
those who are inclined to sexually exploit or victimize another can perceive subtle cues
that may imply vulnerability. Maybe some people who sexually abuse or exploit others have
grown adept at recognizing these subtle cues and coercing a victim into nonconsensual sex-
ual activities.

Stalking: A Special Case of Abuse
Social and behavioral scientists use the term obsessive relational intrusion to refer to stalk-
ing behaviors, defined as the “repeated and unwanted pursuit and invasion of one’s sense of
physical or symbolic privacy by another person, either stranger or acquaintance, who desires
and/or presumes an intimate relationship” (Cupach & Spitzberg, 1998, pp. 234-235) (Fig.
19-1). In a sense, stalking is a threat of victimization, and is therefore a special case of sexual
abuse. One question involved is whether stalking is likely to result in some form of sexual
coercion. Until recently, there have not been any empirical data to support or disclaim this
hypothesis. We do know, however, that most stalkers are male and that in about half of the
cases, he is either an estranged husband (38%) or cohabiting partner (10%) (Tjaden &
Thoennes, 1997). In other cases, women were stalked by a man they had dated (14%), a rel-
ative (4%), an acquaintance (19%), or a stranger (23%). Spitzberg and Rhea (1999) have
shown, however, that stalking and sexual coercive episodes are correlated and that the
chances of a woman being sexually victimized are far higher if she is being stalked than if she
is not. According to Spitzberg and Rhea (1999), “jealousy, possessiveness, and insecure at-
tachment styles can work as predictors of both perpetration and victimization, because they
all indicate a tendency to cling to a partner, even if the relationship is destructive.”

Theoretical Approaches

Although there are no simple explanations for sexual abuse or exploitation, a number of the-
ories describe why people behave in these ways, how victims sustain the insult or assault,
whether perpetrators can be helped, and how those afflicted recover, if ever.

Social Learning Theory
This approach emphasizes the roles of observation and vicarious experience in learning. Ac-
cording to social learning theory, our psychosocial environment may include various activities
our own experiences may have predisposed us to engage in and may have allowed us to gauge
the possible consequences of our behaviors without engaging in those behaviors. Observation
alone is often sufficient to teach, but the reinforcements and punishments that come from the
environment are often basic to the behaviors we choose to imitate or model. When a person
models actions on the basis of what they see others doing and presumably enjoying, they too
expect to experience positive consequences from the experience. For example, a young man
at a big party where a lot of drinking is going on will probably see other boys “putting the
moves” on women. He will probably see other boys acting decidedly aggressive in a sexual
way. If he observes these women yielding or acting ambivalently about these sexual overtures,
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Figure 19-1 The movie
Copy Cat, starring Sigourney
Weaver (left) and Harry
Connick, Jr. (right), depicts
the persistent, menacing, and
threatening nature of a
stalker who is obsessed with a
number of women, most of
whom he kills.

Obsessive relational
intrusion A technical term
used to describe “repeated and
unwanted pursuit and invasion
of one’s sense of physical or
symbolic privacy by another
person, either stranger or ac-
quaintance, who desires and/or
presumes an intimate relation-
ship” (Cupach & Spitzberg,
1998).



he may learn that one way to get sex is to act in a similarly aggressive, forward fashion. Events
like these may be instrumental in condoning date rape or perhaps even marital rape. When
observations such as these do not seem to entail any immediate negative consequences for the
perpetrator, they further imply that abusive or exploitative behaviors will not be punished.

In addition to the fact that observers may witness others engaging in supposedly enjoy-
able sexual activities, the observer may attend selectively to the imposition of power of one
person over another, and forceful activities may in fact be perceived as more exciting than the
sexual aspects of those behaviors. The “eye of the beholder” determines what is stimulating
or potentially punishing about what is observed, and this depends in large part on a person’s
sexual value system.

The main distinction between behavioral theories and social learning theories is that in
the latter observation alone is sufficient for learning to occur, whereas in the former the in-
dividual her- or himself behaves in a way that leads to either rewards or punishments.

Sociological Theory
While psychological theories focus on the behavior of individuals in certain circumstances, so-
ciological theories instead deal primarily with the ways in which groups of individuals (for ex-
ample, men) behave in similar circumstances. Some might argue that sexual abuse, exploita-
tion, and coercion are more a manifestation of a “sick society” than sick individuals. For
example, sociologists often claim that these behaviors result from the different amounts of
power women and men have in a culture. The desire of men to feel powerful may be provoked
by feminism, women’s rights, gender equity, and the hiring and advancement of women in ed-
ucational, business, or domestic settings; they may retaliate with the aggressive imposition of
their own masculinity through abuse, exploitation, or coercion (such as rape). Although these
are the behaviors of particular men, general social pathology related to these issues may be
very prevalent and may be reflected in explicit ways in society as a whole. Differential power
relations between the sexes may therefore be involved in sexual victimization, and a sociolog-
ical perspective is one useful way of looking at these phenomena. Yet sociological theory does
not explain why relatively few men become rapists or engage in sexual abuse.

Prostitution

Prostitution is included in this chapter even though it has often been referred to as a victim-
less crime. In other words, people who are prostitutes and the clients they cater to are said to
enter into sexual contracts in a mutually consenting fashion. Yet very often someone is in-
deed being victimized in sex-for-money transactions. Most prostitutes are women, although
many boys, girls, and men are also prostitutes.

Community standards have a role in condoning, condemning, or being indifferent to sex
for sale. With a few exceptions, prostitution is illegal everywhere in the United States. But
other countries and cultures have different customs, and in some places governments play an
active role in monitoring legalized prostitution and ensuring that those engaged in these jobs
remain disease free.

Types of Prostitutes and Occupational Settings
Location is generally a key factor in prostitution. When prostitutes can locate potential
clients they can negotiate a sexual transaction and have sex with them. But they have to lo-
cate them first, and many communities have a number of well-traveled places (bars, hotels,
motels, clubs, etc.) where prostitutes approach men. Different places have very different types
of clients, or “johns” as they are called in the trade.

Call Girls Call girls usually work alone, arranging dates with clients by themselves or
sometimes through pimps. Some entertain their clients in their own homes and apartments,
while others go to the client’s residence or a hotel. Encounters are prearranged by telephone
or e-mail. Most call girls are comparatively young, and many charge steep fees because they
are often very attractive physically (Fig. 19-2). These women are clear about when and where
they can be contacted and are very careful about keeping their personal and occupational
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FIGURE 19-2 Heidi Fleiss (second
from right in black) with some of
her friends in September 1995.
Ms. Fleiss was found guilty of ar-
ranging “dates” for a number of
female acquaintances who worked
for her as prostitutes.

Research Highlight
How Does Someone Become a Call Girl?

The ways in which women become call girls have been
studied, such as the informative analysis by James H.

Bryan in 1965. His analysis probes the emotional and inter-
personal aspects of how young women become prostitutes
and the subculture they join.

Bryan’s study is based on interviews with 33 women who
were or had been call girls in Los Angeles and who ranged in
age between 18 and 32. Most of his subjects were in their
mid-20s; none participated in this study because they had
been apprehended by legal or mental health officials. All vol-
untarily agreed to be interviewed and fully understood the
scope and objectives of the investigation. The study focused
on the ways in which women are recruited into this career
and their apprenticeship experiences. When a woman ex-
presses an interest in becoming a call girl, she is “assigned”
to someone working in the trade to learn the values and pro-
cedures of the business. During this period a pimp estab-
lishes his “ownership” of the woman even though the infor-
mation and guidance are provided by a prostitute who was
already a call girl. Then the apprenticeship proper begins.

At this point the young woman usually moves into the
apartment of the trainer or commutes there daily. This lasts
for about 2 to 3 months. During this time, the trainer teaches
the recruit the “do’s” and “don’ts” of the trade, focusing on
how to stay out of dangerous situations or those likely to lead
to an arrest by the police. The values of the profession are
shared. For example, call girls often perceive men as corrupt
and dishonest, and see themselves as more open and honest

about what they do than the customer, who is hiding his sex-
ual activities in a clandestine encounter with a prostitute.
Bryan believes that many call girls share this belief and that
this contributes to a sense of cohesiveness among them. Part
of a call girl’s indoctrination also involves learning acceptable
ways of using alcohol and/or drugs to minimize their impact
on her earning potential. She is also given specific instruc-
tions about negotiating fees and collecting cash, as well as
making small talk with her johns. Training may also include
information about avoiding sexually transmitted diseases.
Bryan notes that trainees don’t very much like making tele-
phone contacts with prospective customers. He believes that
one reason for this is that many females are socialized to be-
lieve that it is inappropriate for them to initiate conversations
with men.

Interestingly a call girl’s training does not generally in-
clude much information about sexual techniques, although
Bryan notes that usually techniques of performing fellatio are
discussed. At the end of a call girl’s training, her trainer may
eavesdrop on her first interactions with clients to offer con-
structive criticism. The final issue in a call girl’s training con-
cerns her income and her enhanced value in the trade be-
cause of her newness. In most cases, the apprenticeship ends
abruptly. As the new call girl begins to develop her own
clientele, she creates a “book” of customers. This item is
enormously important in the trade, and sometimes a call girl
may steal another’s to increase her earning potential.



lives separate. Some call girls identify themselves as lesbians but cater only to men, without
revealing their gender orientation. Others are receptive to female clients or couples. Call girls
may offer bondage or sadomasochistic activities or emphasize “sensual straight sex.” Some
call girls work through escort services, and sometimes even advertise “exotic entertain-
ments.” Many of these women model lingerie for their clients, allow themselves to be pho-
tographed nude, and even provide their customers with expensive, rare cigars. These women
tend to seek men who want to be pampered and enjoy a woman who behaves in a passive,
subservient way.

Call girls often put on shows for individual clients or groups of men. These invariably
involve stripping and often lap dancing. Call girls may have oral, vaginal, or anal sex with
the men who watch them perform. These women usually make themselves available for an
entire evening (unlike other types of prostitutes who engage in brief sexual activities), and
some are willing to travel with their clients, especially men who like to “wear an expensive
looking woman,” like they would wear an expensive suit or drive an expensive car. Some
call girls specialize in having sex with men in their places of business. Because call girls
sometimes have no manager or pimp to find them clients and protect them from the threat
of abuse or violence, they must constantly be attentive to their own safety and security;
some carry guns.

Streetwalkers From the standpoint of personal safety, streetwalkers have the most dan-
gerous job as prostitutes. These women make their availability to clients known by walking
along well-traveled streets, cruising in cars, or frequenting restaurants and bars. Interest-
ingly, prostitutes in crowded Italian cities have begun wearing running shoes to better pur-
sue vehicles and strike a deal on the run. Streetwalkers are frequently called “hookers,” a
term coming from the large number of prostitutes who followed the troops of Joseph
Hooker, a Union army officer in the American Civil War. These women charge less money
than call girls, and their clients are usually less well off as well. Their sexual encounters are
typically brief and usually take place in inexpensive hotels and motels, although sometimes
cars, elevators, and alleys are also used. Streetwalkers must be far more assertive in display-
ing and marketing their “wares” and on that account frequently get into trouble with the po-
lice. They choose attire to display their best assets and ap-
peal to customers with particular physical preferences in
women. They must be sufficiently sexually suggestive but
not seem coarse or impatient.

A streetwalker has to manage some fairly complex social
logistics. After finding a willing client she must take him 
to a place where the sexual activity can take place, get paid
first, take appropriate measures to avoid contracting a sexu-
ally transmitted disease or become pregnant, perform the
desired/negotiated sex act, keep an eye on the client so that
he doesn’t assault her and rob her, and avoid getting caught
by the police. For streetwalkers more so than call girls, time
is money, and streetwalkers generally try to turn as many
tricks as they can in a day while still trying to be friendly and
responsive with their customers. Streetwalkers generally
work for pimps who arrange “dates,” offer protection, man-
age finances (and take a large cut for themselves), and often
supply them with drugs (Fig. 19-3). Because most pimps are
men, the pimp-prostitute relationship is often viewed as a
form of sexual exploitation and gender inequality. Pimps
manage many streetwalkers at a time and sometimes have
sex with them too. According to various estimates, the pimp
takes between 40% and 60% of the prostitute’s earnings. Be-
cause the pimp is being supported by the prostitute, he often
obtains whatever drugs she might need to tolerate the often
depressing and dangerous aspects of her work. Streetwalkers
are often assaulted by their clients (Fig. 19-4).

Chapter 19 • Sexual Exploitation and Victimization 709

FIGURE 19-3 Pimps arrange
sexual contacts for prostitutes
and take a share of their earn-
ings. Many pimps coerce their
prostitutes with violence, and
give them drugs and alcohol
to keep them dependent on
them.
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Brothel Workers From the days of the old Wild West through
the era of prominent organized crime in the United States, “whore-
houses” have been common. These institutions were frequently as-
sociated with a hotel and bar, and a number of girls were available,
often at all hours. The terms “brothel” and “bordello” refer to the
same thing. Historically, these establishments were quite ornate
and opulent, and the women who worked in them made every ef-
fort to appear clean, poised, and stylish. But things have changed,
and with the exception of a few places in Nevada, brothels today
are decidedly unsavory places. When a client enters a brothel he is
introduced to a number of women and he chooses the one whom
he finds most appealing. They then proceed to a room where cash
changes hands and sexual activities take place. Women who work
in brothels are sometimes called house prostitutes. Unlike street-
walkers, they are managed by a “madam” who handles the money,
pays the rent, provides protection, and occasionally bribes the po-
lice to look the other way. In many cases, the madam is a former
prostitute. At the turn of the twentieth century, every large Ameri-
can city had a “red light district” with a number of brothels. The
appearance of a red light on the building was the cue that sexual
services could be purchased within.

In 1971, the state legislature of Nevada passed a law allowing
each county to decide if it would legalize prostitution and license
its sex workers. Many of these facilities consist of a number of mo-
bile homes. Security is tight and guards are always on the premises.
Alcoholic beverages are often sold. Women who work in these
brothels are examined and tested regularly by health officials ap-

proved by the state to ensure that they have not contracted any sexually transmitted diseases.
All sexual activities involving penetration of any kind require the use of a condom. Most of
the girls who work on these “ranches” decline to kiss their clients as well. Violence is almost
unheard of in these establishments (Fig. 19-5).

Massage Parlors Another arena in which prostitutes work is the so-called massage par-
lor, where men go ostensibly to get the kinks rubbed out of their neck and back. Often
women who work in these businesses also provide sexual services. Clients negotiate sex for
money, and these acts may include masturbation, sexual intercourse, oral sex, or other forms
of erotic stimulation. These transactions are typically extremely brief, lasting only a few min-
utes in some cases. Like prostitutes who work in other settings, women who work in mas-

sage parlors (sometimes called a masseuse) often require
their clients to wear condoms during all forms of physical
contact.

Bar Girls The previous chapter discussed nude dancing in
connection with pseudoexhibitionism and voyeurism and
noted that in some venues the dancers also engage in sexual
services with clients for a fee. Technically, this is prostitution
too when some type of sex is being exchanged for money,
even though a topless bar might seem different from a
brothel. Although most women who work in topless bars do
not meet their clients away from the workplace, some do so
occasionally.

Sex Trafficking There is one final variation on the several
settings in which prostitutes work, and that involves sex traf-
ficking. Technically, sex trafficking is not prostitution be-
cause it involves coercion, forced labor, and what can only be
called slavery. This, of course, is much different from a per-
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FIGURE 19-5 Nevada legal
prostitute “Princess Rio” at
the Moonlight Bunnyranch
Bordello.

FIGURE 19-4 Actress Jodie
Foster in the movie Taxi Dri-
ver. Ms. Foster plays a 12-
year-old streetwalker in this
1976 film.



son knowingly and voluntarily engaging in transactions in which money is exchanged for sex
(Butcher, 2003). Very often one wonders how a person could wind up in such a situation.
One sensitively written account of how women are “recruited” into sex slavery may be found
in the fine account of William H. McMichael, a journalist who writes for the Navy Times
(2002). McMichael recounts the story of Lana, a 24-year-old woman who left her home in the
Kyrgyz Republic and traveled to South Korea where she was offered a job dancing and get-
ting U.S. airmen to buy her $10.00 shots of fruit juice (giving this job its provocative title,
“juicy girl”). Lana had been promised $2,000 for the first 6 months in this job—much more
than the $20 per month she was earning at home. Many girls from the former Soviet Union
as well as the Philippines come to South Korea with dreams of earning enough to return
home and move into their own apartment with some savings.

But once they arrive their passports are stolen by bar owners and if they try to run away,
corrupt police return them to these unscrupulous businessmen. Soon they are deeply in debt
and their only hope of buying their freedom lies in selling sex to the thousands of nearby U.S.
servicemen stationed throughout the country. These earnings are promptly turned over to the
bar owner who initially paid their travel expenses to South Korea and wants to be reim-
bursed. McMichael tells of nine such sex slaves sharing a three-room apartment with contin-
uous video surveillance. Each girl is given 30 minutes of “free time” each day. As we write
this, the Inspector General of the Defense Department is investigating the role of American
servicemen in maintaining this industry in sex trafficking. For these women, escape is both
improbable and perilous. Sometimes, local missionaries are helpful in assisting these women
return home.

� � �

In all, the job descriptions and work environments of prostitutes vary enormously. There
are big differences in the incomes of different types of prostitutes, their reliance on pimps,
and the risks they put themselves at by soliciting sex with strangers. Some work in modern,
expensive hotels while others perform sex acts in seedy back rooms and cars. But as long as
there is any element of human exploitation, danger of injury or assault, or probability of con-
tracting a sexually transmitted disease, prostitution is not a victimless crime.

What Types of Sex Do Clients Buy From Prostitutes?
Reinisch (1990) summarized the literature on this question and emphasized that the most
common reason men go to prostitutes is to purchase sex acts that their “regular” partner finds
objectionable. In the years before World War II, most men went to prostitutes to have sexual
intercourse. But things have changed since, and today the most commonly purchased sexual
activity is fellatio. Men today are more likely to request fellatio and anal penetration prior to
vaginal sex. Reinisch notes that research conducted by the Kinsey Institute shows not only
that oral sex is requested more frequently than vaginal intercourse, but also that prostitutes
themselves seem to prefer this avenue of sexual intimacy “because it is faster (it doesn’t in-
volve taking off clothes), less tiring, and doesn’t necessarily involve the expense of renting a
room” (p. 151). According to Kinsey Institute research, about one in three American men
have had some type of sexual interaction with a prostitute during their lives.

Men have a variety of motives for visiting prostitutes. In addition to desiring some type
of sexual activity their partner doesn’t like, others visit prostitutes because they are away from
home for extended periods of time, do not want to become “involved” with a woman, or de-
sire an uninhibited sexual experience that will not threaten their marriage. Reinisch points
out that some men go to prostitutes because of physical or mental disabilities that they feel
make them somewhat undesirable partners for other women.

Another important and interesting question is whether clients, knowing that prostitutes
have sex with many men, recognize that they run a substantially increased risk of contract-
ing HIV or other sexually transmitted diseases. This is especially important because many
men who solicit a prostitute’s services adamantly refuse to wear a condom. Plumridge,
Chetwynd, Reed, and Gifford (1996) interviewed 20 men between the ages of 23 and 78.
These subjects were approached through a massage parlor, newspaper advertisements, and
prostitutes. Most of these subjects reported that in visiting prostitutes they believed that they
were not running any more “unusual” risks than any person might encounter in daily life.
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How and Why Individuals Become Prostitutes
A website devoted to serious social science research concerning prostitution (www.prostitu-
tionresearch.com) includes an ironic “Help Wanted” job description for a prostitute. It de-
scribes the nature of this occupation and notes the following:

� No experience required. No high school diploma needed.
� No minimum age requirement. On-the-job training provided.
� Special opportunities for poor women—single women—women of color.

Women and girls applying for this position will provide the following services:

� Being penetrated orally, anally, and vaginally with penises, fingers, fists, and objects, in-
cluding but not limited to bottles, brushes, dildos, guns and/or animals.

� Being bound and gagged, tied with ropes and/or chains, burned with cigarettes, or hung
from beams or trees.

� Being photographed or filmed performing these acts.

Workplace: Job-related activities will be performed in the following locations: in an apart-
ment, a hotel, a “massage parlor,” car, doorway, hallway, street, executive suite, fraternity
house, convention, bar, public toilet, public park, alleyway, military base, on a stage, in a glass
booth.

Of course, anyone reading this would wonder who would want to do this and why. In
many cases, past experiences with sexual abuse and/or incest may play a role in the develop-
ment of the “prostitution persona” (Russell, 1998a). Such experiences may profoundly affect
a woman’s feelings of self-worth and her sense of adequacy in a later relationship with a hus-
band, lovers, and other members of her family. Cause-and-effect statements cannot be made,
however, between early sexual victimization and later likelihood of becoming a prostitute.
Unger et al. (1998) studied the living habits of almost 250 youngsters between the ages of 12
and 15 who were living on the streets of Los Angeles. About 40% of these youths reported
being involved in prostitution as well as selling drugs, muggings, and theft. These researchers
emphasized that when youth this young become involved in these activities, there is a very
strong possibility that they are creating a foundation for a later lifestyle. Nadon, Koverola,
and Schludermann (1998) explored the factors that predispose young women to become
prostitutes and note that when an adolescent runs away from an abusive, intolerable home
environment, she is at an especially high risk of becoming a prostitute, although again, there
is no clear cause-and-effect relationship.

Other research has addressed this question, especially the impact of sexual abuse and
drug use on becoming a prostitute. Potterat, Rothenberg, Muth, Darrow, and Phillips-
Plummber (1998) recruited 237 women from a sexually transmitted disease (STD) clinic and
an HIV counseling and testing center in Colorado Springs over a 2-year period in the early
1990s. Subjects presented themselves at these facilities either voluntarily or because they had
been arrested for prostitution. Women who were prostitutes were compared with other
women who were not prostitutes visiting these facilities in terms of the roles of sexual abuse
and drug use during their adolescent years. They found several trends in their data. For ex-
ample, 86% of the women who became prostitutes reported drug use, whereas only 23% of
the subjects in the control group acknowledged a similar behavior pattern. Additionally, 32%
of the prostitutes revealed that they had been victimized by nonconsensual sex before ado-
lescence, compared with only 13% of the control group. The subjects who became prostitutes
reported that they had experimented with drugs before they became involved in prostitution,
and had used intravenous drugs before they began to engage in sex for money. These find-
ings indicate that sexual abuse and drug use are common, important milestones in becoming
a prostitute, but that they do not necessarily and inevitably lead to this lifestyle.

A Prostitute’s Lifestyle
The childhood and adolescence of many women who become prostitutes is generally not a
positive experience, nor is their current lifestyle. Many powerful stressors are associated with
this way of making a living, even for “high-class” call girls. Not only can the job itself be un-
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pleasant and dangerous, but even when these women have any time off they don’t necessar-
ily enjoy freedom from anxiety and fear. El-Bassel and colleagues studied almost 350 women
in New York City who exchanged sex for money, drugs, or both. These subjects were between
the ages of 18 and 29, were poor, and lived in a depressed inner-city environment. These re-
searchers were particularly interested in the degree to which this lifestyle affected a prosti-
tute’s inclination to adopt safer sex practices with her clients. Slightly over half of this sam-
ple were African-American, and Hispanics accounted for almost 41%. The remaining women
were Caucasian. Most reported that welfare payments were their primary source of income.
Many were homeless and reported that they had been raped during the previous year. Ques-
tionnaire and interview data revealed that these prostitutes were extremely likely to experi-
ence severe psychological distress daily. Anxiety, hostility, depression, phobias, and paranoia
were ever-present. Needless to say, these women were seriously stressed and distressed as a
result of their trading sex for money or illegal drugs. These respondents reported having sex
with a large number of partners but used condoms inconsistently, putting them at an ex-
tremely high risk for becoming infected with HIV and other STDs.

The Sexual Exploitation Education Project (SEEP)
With prostitution, who is “more” guilty, the vendor or the customer? Through an arrange-
ment with the district court in Portland, Oregon, the Sexual Exploitation Education Project
(SEEP) seeks to make men more accountable for prostitution in that city (Monto, 1998). Men
who have been convicted of soliciting sex from prostitutes are required to take part in an in-
tensive, 17-hour weekend workshop experience. The purpose of these workshops is to make
these men more aware of the nature of prostitution and to help them recognize its basically
exploitative nature. A major message in this program is that sex between a prostitute and a
client may in fact not be consensual or victimless, since many prostitutes are forced by their
pimps to perform sex acts for money, much against their genuine intentions and preferences.
Because law enforcement efforts to remove prostitutes from the streets have been less than ef-
fective, the people at SEEP feel that focusing on the customer may be a better approach, es-
pecially when he is sensitized to the fact that he is participating in what amounts to a con-
spiracy of oppression of women. One of SEEP’s most important goals involves “stressing the
choice and responsibility that men have to create egalitarian relationships without coercion
or violence.”

The good work of SEEP and other similar organizations is one example of the role of so-
ciological and feminist theory applied to prostitutes and their clients. Monto (1998) notes
that when men go to prostitutes and pay them for sex acts, they are really silencing them
about reporting what in the context of another relationship might be called abuse. A major
focus of the SEEP training program for men is encouraging men to willingly acknowledge
what they are doing and to take responsibility for their behavior. 

Male Prostitution
The discussion of prostitution thus far has focused on women only because there are far
more female than male prostitutes. But male prostitution is not rare or different from 
the victimization explicit in female prostitution. In Australia, Browne and Minichiello
(1996a) carried out an in-depth qualitative study of the psychosocial context of male
prostitutes between the ages of 19 and 34. These men worked in settings similar to those
used by women who are call girls, streetwalkers, and massage parlor workers. The amount
of time these men had been prostitutes ranged from 6 months to 12 years. These men did
not adopt passive or feminine roles in their interactions with their clients, unless explic-
itly requested to do so to cater to a particular client’s preferences. Interestingly, all of these
subjects emphasized that it is a decidedly masculine privilege to get sex any time they
want it, and this is one need they see themselves serving for their clients. These respon-
dents emphasized that by using condoms they were putting an explicit barrier between
themselves and a business “contact.” These subjects reported that condom use was non-
negotiable with a client.

While the qualitative data of Browne and Minichiello depict male prostitutes who
seem in control of their lives, this is by no means the case for all or even most male pros-
titutes. Like young female runaways who become prostitutes to survive on the streets,
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young men often find themselves in dangerous circum-
stances and turn to prostitution to “make it” on the streets.
The men interviewed by Browne and Minichiello seemed
to feel they had a choice about whom they would have sex
with, when, and what the nature of the sexual interaction
would be. But young male “hustlers” often have no such
alternatives and often have risky, dangerous, and abusive
interactions with their clients (Fig. 19-6).

In a more general review of male prostitution, Browne
and Minichiello (1996b) emphasized that in the past the
study of male prostitution generally considered it an exam-
ple of social deviance. Today the study of male prostitution
is a rich area of inquiry within the contexts of the social and
behavioral sciences and urban economics. While older re-
search commonly labeled the male prostitute a social out-
cast, current data reveal that this person is not less well ed-
ucated than other males or any more likely to come from
dysfunctional homes (Earls & David, 1989). Their data re-

veal that male prostitutes seem to enjoy good mental health relative to the dangerous and
exploitative nature of their work. Still, some plainly unsavory lifestyle issues are frequently
involved in being a male prostitute. The number of male prostitutes who are HIV-positive is
thought to be at least 10% in Western industrialized countries and may even be as high as
50% (Bloor, Barnard, Finlay, & McKeganey, 1993).

Those who have sex with male prostitutes are an extremely diverse group. They are rarely
female. Clients are married and unmarried, widowed, divorced, bisexual, heterosexual, and
homosexual men, usually from the upper middle class. Many want to have sex without con-
doms, but how male prostitutes and their clients negotiate safer sex practices is still being
studied, and as yet no generalizations can be made.

The Personality of Prostitutes
The term “personality” is not easy to define, but generally it refers to what is predictable
about a person to other people. Many social and behavioral scientists have wondered whether
there is a common thread in the personalities of prostitutes. Although little is known about
how being a prostitute might adversely affect someone’s personality, surprisingly little re-
search has tried to characterize the personality of the “typical” prostitute. In a study by O’-
Sullivan, Zuckerman, and Kraft (1996), 32 self-identified prostitutes were interviewed, took
a paper-and-pencil personality test, and were compared with a control group of similar
women who were not prostitutes. The prostitutes scored especially high on a personality di-
mension called “impulsive sensation seeking,” and the subjects who used cocaine scored
higher on this dimension than women who used other drugs and higher than women who
used no drugs at all. These investigators believe that this personality trait is also frequently
associated with antisocial personality traits.

People with an antisocial personality disorder often have a number of characteristics in
common. They often disregard the rights of other people and frequently fail to obey the law.
Lying is common in their interactions with others, and they act impulsively and demonstrate
a reckless disregard for the safety and welfare of others. They often manifest irritability and
aggressive behaviors and rarely feel sorry for any harm they have caused (DSM-IV, 1994). It
would be unwise to suggest that all prostitutes have an antisocial personality disorder, how-
ever, as this is not true.

Prostitution and Posttraumatic Stress Disorder
Just as a prostitute frequently runs the risk of physical injury, her personality can be “injured”
as well. Recently, evidence has begun to accumulate that indicates that prostitutes sometimes
develop posttraumatic stress disorder (PTSD) because of the stresses and dangers of their jobs.
Much has been written about this psychological disorder in the military as a result of terrible
experiences in combat. It is a complex cluster of persistent and distressing symptoms. Ac-
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FIGURE 19-6 Jon Voight and
Dustin Hoffman in the movie
Midnight Cowboy (1969).
While destitute and homeless
in New York City, Voight’s
character turns to male pros-
titution to support the pair.

Antisocial personality
disorder A psychological dis-
order in which an individual
disregards the rights of other
people and frequently fails to
behave in accordance with the
law.



cording to the Diagnostic and Statistical Manual of Psychological Disorders (4th edition, 1994),
PTSD involves a person experiencing a traumatic event in which:

(1) the person experienced, witnessed, or was confronted with an event or events that in-
volved actual or threatened death or serious injury, or a threat to the physical integrity
of self or others

(2) the person’s response involved intense fear, helplessness, or horror.

Additionally, the stressful event or events are experienced repeatedly in reality, fantasy, or
memory. The individual comes to carefully avoid any cues associated with the stressful event
or events and frequently experiences “difficulty falling or staying asleep, irritability or out-
bursts of anger, difficulty concentrating, hypervigilance, [or an] exaggerated startle re-
sponse.” Studying a group of 130 prostitutes, Farley and Barkan (1998) discovered that a sig-
nificant number of their subjects reported symptoms of posttraumatic stress disorder and that
the likelihood of this happening was related to the number of violent events they had expe-
rienced as prostitutes. For example, 82% of these respondents had been physically assaulted,
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Other Countries, Cultures, and Customs
Child Prostitution in Asia

A n especially distressing example of the sexual exploita-
tion of children is the enormous child prostitution

business in southeast Asia. In this case, consent to have sex-
ual relations is explicitly lacking for two reasons. First, the
prostitute is a child or young adolescent, and second, there is
significant pressure to engage in sexual relations with adults
for money because of the crushing poverty of the region. In
September of 1996, the first World Congress Against the
Commercial Sexual Exploitation of Children met in Stock-
holm, Sweden to consider the enormous sexual exploitation
and victimization of children around the world. The United
Nations Children’s Fund has estimated that one million chil-
dren under the age of 18 are working as prostitutes in Asia
(Chidey, 1996). Thailand alone supposedly has more than
800,000 children working as prostitutes, and it is believed
that in the United States there are approximately 300,000
children involved in this trade. This organization estimates
that, in addition, another million youngsters become prosti-
tutes each year throughout the world. Clearly this is a huge,
distressing problem.

Chidey (1996) notes that in recent years there has been
an attempt to try to curb the sex tourism industry in Asia. An
organization called End Child Prostitution in Asian Tourism
has been instrumental in publicizing the enormity of the in-
dustry and the terrible victimization of children in the Philip-
pines, Taiwan, Thailand, and Sri Lanka. Virtually all child
prostitutes live in terrible conditions, are frequently physi-
cally abused, and are virtually certain to contract a variety of
STDs, including HIV. Because of the appalling poverty in
these countries, families commonly sell a daughter into the
sex trade to gain income from her activities. In nations with
an explicit sexist attitude toward women, female children are
somehow seen as worth very little. Many men apparently be-
lieve that having sex with a virgin will make them live longer.

Yet the social conditions that subtly sanction this exploita-
tion of children do not fully account for the demand among
adults for these sexual services. Clearly, culturally sanctioned
sex with juveniles in conditions of suffocating poverty makes
the notion of sexual consent almost irrelevant.

Child prostitutes often live in appalling squalor and confront
dangerous clients, the risk of unanticipated pregnancy, and
STDs and AIDS. A number of organizations have attempted
to end the sexual exploitation of minors.



83% reported being threatened with a weapon, 68% were
raped while working as prostitutes, and 84% had experi-
enced a period of homelessness as adults. Of all the subjects
interviewed in this investigation, 68% met the criteria for
posttraumatic stress disorder.

Leaving Prostitution
Although some research on prostitution includes interviews
with women in their 40s, 50s, and even their 60s, we have
not found a single report indicating that the female and male
prostitutes studied are satisfied with their work and plan to
continue it as long as possible. Much research frankly ac-
knowledges that prostitutes frequently think about ways to
quit their work and reclaim their lives–to live free of sexual
exploitation, victimization, and frequently alcohol and drug

dependency as well (Fig. 19-7). More organizations are emerging in large American cities to
help women get off the streets and out of the trade and to assist them in rebuilding their
health and self-esteem and live more normal, satisfying lives.

Genesis House is located on the north side of Chicago. In a sense, it’s a “safe house” for
prostitutes, a place where they can bathe, have a decent meal, and share their fears and wor-
ries with paid staff workers and volunteers, many of whom have been prostitutes themselves.
There is no pressure to change or abruptly give up their work on the streets. But they are
given the opportunity to decide for themselves if they would like to move in and begin a com-
plete transformation of their lives while living there (Cole, 1998). Unfortunately, federal sup-
port for such projects is not always forthcoming. Workers at Genesis House have approached
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Figure 19-7 Leaving prosti-
tution and reclaiming one’s
life can be a daunting task for
many women who have
grown economically depend-
ent on their pimps and have
substance abuse problems as
well.

Other Countries, Cultures, and Customs
Posttraumatic Stress Among Prostitutes in Other Countries

S ome argue that prostitutes, female and male, around the 
world, probably encounter similar, severe stressors on

almost a daily basis. Therefore it is reasonable to wonder
whether commercial sex workers in other countries also suf-
fer from posttraumatic stress disorder. This question has
been addressed by Farley, Baral, Kiremire, and Sezgin (1998).
These researchers undertook this investigation to further as-
sess whether prostitution is a job or a violation of human
rights. The sociological theoretical approach has led to much
fruitful research into sexual exploitation and victimization,
and this study is another example of that perspective. At the
very outset of their report, these authors assert that prostitu-
tion is “an act of violence against women” that is “intrinsi-
cally traumatizing to the person being prostituted” (p. 405).
In all, 475 prostitutes were interviewed in South Africa, Thai-
land, Turkey, the United States, and Zambia. Subjects partic-
ipated in a short interview and filled out a 23-item question-
naire that explored such issues as physical and sexual assault
during encounters with clients, the individual’s lifelong ex-
perience with physical and sexual assault, and whether the
individual had participated in the making of pornographic
materials. Finally, the researchers sought to determine
whether their subjects displayed the symptoms of posttrau-
matic stress disorder described in the DSM-IV. Subjects were
contacted in San Francisco, California; Lusaka, Zambia; Is-
tanbul, Turkey; Capetown, South Africa; and two undesig-

nated cities in Thailand. In two of these countries, the United
States and South Africa, the subjects represented a number of
different races.

In most cases, pimps, boyfriends, brothel owners, and
madams tried to interfere with the collection of these data.
When data from these five countries were pooled together, it
was discovered that 81% of these subjects reported that they
had been threatened physically in some manner while work-
ing as prostitutes, and 73% had been physically assaulted
(pp. 412-413). Since becoming prostitutes, 62% of the sub-
jects reported that they had been raped by their customers,
with almost half this number having been raped more than
five times. Of all the subjects in this study, almost half re-
ported that they had participated in the making of pornogra-
phy while working as prostitutes. Further, 72% of the re-
spondents reported that they were currently homeless or had
been homeless at some time in the recent past. About half re-
ported that they were addicted to alcohol, and 45% said that
they had a problem with drug addiction. When evaluated for
posttraumatic stress disorder, the averaged data from these
five countries revealed a prevalence of PTSD slightly higher
than that reported for American Vietnam veterans. Among
these prostitutes, 67% met the diagnostic criteria for this psy-
chological disorder. Even though there were significant cul-
tural differences in these five countries, the prevalence of
PTSD did not differ appreciably among these prostitutes.



local judges in an attempt to persuade them to send prosti-
tutes to their facility instead of to jail. They have a very
strong case to make: 70% of the women who begin their re-
habilitation complete the program; of those who do so, four
out of five stay off the streets. Workers at Genesis House help
many women regain custody of their children as well. Socio-
logical/feminist theories might contend that programs such
as these achieve nothing less than a psychosocial transfor-
mation in a woman that allows her to again enjoy her roles
as a productive member of society and perhaps as a parent
too. Prostitutes can indeed regain their self-respect and live
more normal lives.

Pornography

Pornography in one form or another has been present from the beginning of human civiliza-
tion and is revealed in a wide variety of art forms. This cross-cultural reality suggests there
may be some deep human interest in visual depictions of human bodies participating in acts
that are usually highly pleasurable. What many people call pornographic has appeared inde-
pendently in virtually all of the world’s cultures at one time or another.

The word “pornography” derives from an old Greek word that means to write about harlots
or prostitutes. The term is most commonly associated with depictions of sexual activity in
which women are obviously exploited, degraded, or victimized. Rather than being full and will-
ing participants in these sexual activities, they are shown in a submissive, subservient light.
They are pleasing their partners with little focus on their own pleasures. Traditions of male su-
premacy are explicit in pornography, as is a woman’s role as sex object. In contrast, “erotica”
refers to representations of sexual activity in which women and men are coequally enjoying ex-
plicitly their sexual sharing. “Sensuality” is more obvious in erotica than in pornography (Fig. 
19-8). Pornography and erotica can involve pictures, films, or prose accounts of sexual activity,
as well as listening to sexually stimulating talk, like the type found on telephone sex services.
Both prose and pictorial depictions of sexual activity have existed for thousands of years.

How is a distinction made between historical erotic art and literature and modern “smut”
as it is sometimes called? Several times in this book we have referred to cultural universals,
which are aspects of societies that seem to be found in most societies. It is interesting that
virtually every society, both historical and contemporary, has
had producers and consumers of pornography. People every-
where seem to have some propensity to view/read/listen to
various forms of sexually arousing information as well as cre-
ate them. A case could also be made for the fact that, histor-
ically, less “civilized” societies felt fewer restraints or inhibi-
tions in creating images portraying powerfully pleasurable
feelings and that maybe what today is called pornography is
a societal concept that has evolved over time. We are not sug-
gesting, of course, that all cultures have willfully created
depictions of nudity and sexual activity with the intent of
victimizing or humiliating women, as is true of much
pornography today.

Pornography involves emotional issues in the United
States, although this is not always true in other countries.
Many other cultures often have decidedly liberal attitudes
about pornography. Perhaps this issue is so contentious here
because of the lack of a clear distinction among pornography,
erotica, and obscenity. We will discriminate among these
terms, although there is no unambiguous way to do so.

“Obscenity” and “indecency” are difficult to define con-
cretely (Fig. 19-9). In 1957, the United States Supreme Court
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Figure 19-8 Unlike pornog-
raphy, erotica tastefully de-
picts sexual acts in which
women and men are full,
sharing partners in enjoying
physical intimacy together.

Figure 19-9 The photo-
graphs of Robert Mappel-
thorpe have provoked much
discussion and, in some cases,
even legal suppression with
respect to the nature of ob-
scenity and decency in art.



in Roth v. United States ruled that expression that is “utterly without redeeming social impor-
tance” does not deserve constitutional protection as freedom of expression. As vague as this
criterion might be, it is fundamental to the obscenity laws with which we are living today. In
Miller v. California (1973), the Supreme Court formulated a three-part test that can be used
to determine if an expression is obscene. All three criteria must be met if a legal attribution
of obscenity is to be upheld:

1. the average person, applying contemporary community standards, would find that the
work, taken as a whole, appeals to the prurient [involving indulgence in lewd, sexual
ideas] interest; and

2. the work depicts or describes, in a patently offensive way, sexual conduct [activity]
specifically defined by the applicable state law [as illegal]; and

3. the work, taken as a whole, lacks serious literary, artistic, political or social value.

For many years, this definition seemed to work in most controversies involving a definition
of obscenity. Yet recently, interpretations of one word in this decision have muddied the wa-
ters: “community.” When people kept abreast of one another’s doings by word of mouth, the
telephone, or a local newspaper, this term was relatively straightforward. But now that we live
in a “global village” and stay in touch with one another almost instantaneously by electronic
media and the Internet, the whole notion of a “community” has become rather ambiguous.
Do community standards refer to the location of the group presenting materials on the In-
ternet, or is it the community of the individual downloading that material? An historical case
sheds some light on this question. In United States v. Thomas, a United States postal inspec-
tor living in Tennessee bought pornography through a company located in California. The
proprietors of this company were arrested for using the United States postal system to send
obscene materials. The courts ruled that the relevant community standards were those of the
place in which the person receiving the materials lived. Yet this question is far from decided
and will likely be a focus of legal debate for many years. Another complication surrounds an-
other word often associated with pornography: “indecency.” Legally, the meanings of ob-
scenity and indecency seem to overlap. In 1978, the Federal Communications Commission
defined indecency as “that which is offensive to community standards for broadcasting.” One
Supreme Court Justice has been quoted as saying that although he had trouble defining
pornography with any specificity, he knew it when he saw it.

Another matter of definition about which there is much discussion and debate and still
little resolution is the distinction between soft-core and hard-core pornography. While much
has been written about this, little clarity seems to have emerged concerning legal under-
standings of terms like “obscenity” or “indecency.” We will try to make a tentative discrimi-
nation between soft-core and hard-core pornography. In contemporary cultural standards of
publishing for the general population, soft-core pornography typically involves the depiction
of women and/or men who are undressed and in sexually provocative poses. Their genitalia
may or may not be visible, and they are not touching each other’s genitalia. In contrast, hard-
core pornography usually involves the depiction of nude women and/or men in which man-
ual stimulation of the other individual, penis-in-the-vagina penetration, anal penetration, or
oral-genital contact is obvious. Further, male or female ejaculation may be explicit. Group
sexual activities and the use of inanimate objects may also be explicit.

The definitions of these two terms need qualifying, however. Sadomasochistic behaviors
can be depicted in ways representative of both soft-core and hard-core pornography, for ex-
ample. Bestiality would certainly be an example of hard-core pornography, as would child
pornography. To judge the differences between soft-core and hard-core pornography it is also
necessary to assess the degree of degradation, exploitation, and victimization depicted.

The federal government has studied the impact of pornography in its attempts to protect
citizens from flagrantly offensive depictions of sexual behavior. Presumably, “outlawing”
pornography would be considered an example of such protective efforts.

The first study was carried out over 30 years ago. Two years in the making, the White
House Commission systematically explored the hypothesized effects of pornography on
American citizens. This early government study suggested that neither hard-core nor soft-
core pornography has a clear cause-and-effect relationship with antisocial behaviors, and
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therefore recommended that with the exception of those statutes that prohibit minors from
viewing pornography, obscenity laws should be eliminated. Many members on the commis-
sion felt that pornography may actually provide a safe release of pent-up sexual urges and
may therefore be instrumental in reducing sexual offenses. President Nixon declined to ac-
cept the report, and the United States Senate rejected its findings by an overwhelming vote
of 60 to 5.

Two government studies published in 1986 also failed to provide a clear verdict on the so-
cietal effects of pornography, although both have continued to frame the legal arguments sur-
rounding pornography as an example of free speech protected by the First Amendment. Pres-
ident Reagan asked Edwin Meese, Attorney General of the United States, to head a committee
to examine the relationship between pornography, violent pornography in particular, and
rapes and sexual assaults. With very little time to carry out the President’s mandate (and very
little funding as well), the Meese Commission did more of a literature review than an inde-
pendent research study like the one carried out earlier. This committee determined that based
on the published scientific literature, there was indeed a cause-and-effect relationship be-
tween viewing violent pornography and committing acts of rape and sexual assault. (More
current data do not come to this conclusion.) The legal implications of the Meese Commis-
sion report were important, for they recommended strict legal penalties for the producers and
purchasers of obscene materials. The methods used in the Meese Commission report are
flawed in several ways, however. The figures who testified before the committee did not rep-
resent a cross-section of the American public; most were decidedly conservative and unsci-
entific in their stated allegiances. In addition, this commission systematically excluded the
social policy and legal opinions of a number of scholars in the academic community.

A more cautious, well-reasoned approach to the scientific evidence about pornography
also appeared in 1986. The Surgeon General of the United States, Dr. C. Everett Koop, pub-
lished a report on pornography in which he wrote that we are still unsure about the behav-
ioral, emotional, or intellectual consequences of observing pornography. This report noted
the problems in generalizing information obtained in the laboratory to the real world and
urged caution about making any inferences that may not be supported by the data.

Pornography on the Internet
Because of the incredible technological advances that have taken place since earlier Supreme
Court rulings about definitions of pornography, potentially questionable images and mate-
rials are reaching the public through new sources. Magazines continue to cater to customers
with highly diverse sexual tastes and preferences. Videos depict explicit images of sexual in-
tercourse and other sexual activities. Many family video stores
have an Adult section. Cable and closed-circuit television systems
show pornography and erotica. CD-ROMs with plainly sexual
content have become very popular. The movies continue to be a
focus of controversy regarding standards of obscenity and de-
cency. And of course, the Internet has an enormous number of
websites that appeal to individuals interested in viewing sexually
frank pictures (Fig. 19-10). In fact, the Internet is the area of
greatest growth in the production of pornography for the Ameri-
can consumer. Pornography was close to a billion dollar a year in-
dustry in 1998 after having generated about 40% in annual
growth over the few previous years. This is a large share of the to-
tal amount of revenue from the Internet of $4.8 billion in 1998. In
the second quarter of 1998, 43% of all Internet traffic found its
way to sexually related websites (Tedesco, 1998). Pornography is
clearly big business.

One of the most controversial issues involving the availability
of sexually explicit material on the Internet is the access minors
may have to these materials. Although most agree there is a prob-
lem with children and teens viewing pornography on their home
or school computers, policing Internet access involves a number of
legal issues such as those of free speech. However, blocking and fil-
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FIGURE 19-10 On the Inter-
net, one can visit websites
that appeal to virtually every
sexual interest, taste, and
preference. Issues surrounding
free speech have been intro-
duced into the public discus-
sion of these websites.



tering software is effective in stopping the transmission of images from pornographic web-
sites. Late in 1998, when the Child Online Protection Act (COPA) was to become law, the
American Civil Liberties Union (ACLU) along with the Electronic Privacy Information Cen-
ter and the Electronic Frontier Foundation sought in federal district court in Philadelphia to
delay the application of the law. These groups are not pro-pornography but are pro-free
speech. If this law goes into effect, commercial websites would be required to solicit identifi-
cation numbers or credit card numbers before allowing access to hard-core pornography.
Those who are convicted of violating the law will have to pay a fine of $50,000 and/or serve
a 6-month jail term (Albiniak, 1998).

An interesting legal analysis of this issue (Cate, 1996) notes that the amount of sexually
related material on the Internet accounts for a relatively small percentage of its current con-
tent (estimates range from 1% to 10%), especially in light of the amount of attention given to
this issue by the media and the government. Cate emphasizes that generally this attention is
not sensitive to important legal considerations involved.

In a particularly lengthy and careful assessment of the feasibility of censorship on the In-
ternet, Simon (1998) notes that the government does indeed have the legal authority and
precedent of creating laws that selectively protect minors, but at the same time, the govern-
ment does not have “unlimited” powers to do so. Additionally, many pornographic websites
are located outside of the United States. Further, there is precedent in Supreme Court deci-
sions to examine the potential for regulation, review, and censorship in different communi-
cations media rather than applying a single blanket standard to television, print media, radio,
the Internet, etc. For the protection of free speech under the first amendment to operate, the
content of the message may not be censored, but the viewpoint of the presenter may be cen-
sored. For a strategy of censorship to have legal authority, it must be feasible, and as of this
writing, there is no technological or practical means by which the true identity (and age) of
someone requesting information on the Internet can be established authoritatively.

The Effects of Pornography on the Observer
Just as people have somewhat different sexual tastes, preferences, and thoughts about sexual
behavior, so too are we likely to have different tastes, preferences, and thoughts about ob-
serving sexual behavior. For example, some people enjoy watching sexual behaviors among
consenting adults, especially behaviors of reciprocal enjoyment. There may be an important
element of vicarious experience in viewing pornography. However, others have come to en-
joy sexual activities involving force and aggression. In 1970, the findings of the Presidential
Commission on Obscenity and Pornography caused quite a stir because at that time the data
indicated that there were no harmful effects associated with viewing pornographic materials
(Donnerstein & Malamuth, 1997). The current state of knowledge about the different effects
of aggressive and nonaggressive pornography is far from clear, however. Donnerstein and
Malamuth (1997) summarized this literature and noted the following findings. Among men
who are normally somewhat aggressive individuals, exposure to nonaggressive pornography
may increase their aggressive behavior, as if exposure to this material somehow lowered their
behavioral threshold to act in a way to which they may have already been predisposed. How-
ever other data reveal just the opposite: exposing these men to nonaggressive pornography
may in fact diminish later aggressive behaviors. These writers suggest that as pornography
becomes progressively more aggressive, it also becomes more arousing to some viewers.
Nonaggressive pornography may in fact distract or even relax people, while aggressive
pornography may make some individuals more aroused and likely to act out their anger and
hostilities. From a behavioral perspective, when aggressive feelings are consistently paired
with sexual feelings, sexual arousal may ultimately come to precipitate aggression.

Another issue is how the recipients of sexual aggression and violence react in the pornog-
raphy. If the viewer is led to believe that women being treated aggressively and roughly dur-
ing sex actually enjoy the violence as an aspect of their sexual arousal, then he may begin to
think that such an assault is in fact justified and acceptable. An individual with highly ag-
gressive tendencies may in fact be somewhat provoked by images portraying aggressive sex.

The selective impact of pornography on males of various ages has long been an active area
of research. In an excellent review of this topic, Stock (1997) emphasizes that a young boy’s
first exposure to sexuality and sexual imagery is often through pornography, and this medium
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therefore has a powerful potential to shape his developing sexuality as well as his perceptions
of females. Most pornography illustrates what is called nonrelational sex. Levant and Brooks
(1997) define nonrelational sex as, “the tendency to experience sex primarily as lust without
any requirements for relational intimacy or emotional attachment” (p. 1). When strong pleas-
urable feelings associated with orgasm take place while a person is viewing depictions of non-
relational sex, a powerful association is created, one that may be difficult or impossible to
“unlearn.” Stock also suggests that when males view pornography, they often use these ex-
periences to create a personal belief system about male roles in sexual relationships. Expo-
sure to pornography can contribute to some problems in the way males view themselves,
their bodies, and their partners’ bodies. Stock (1997) reported that 60% of males in her study
compared themselves unfavorably to actors they see in pornographic films and videos. Of
these subjects, 22% felt that they were not tall enough, 48% thought that they were not suf-
ficiently muscular, and 29% believed that their penises were too small. These males also made
comparisons between their partners and the bodies of actresses portrayed in films and videos,
and 51% reported feelings of disappointment with their partners, 27% felt that their partners’
breasts were too small, 35% reported that their partners’ buttocks were unattractive in such
a comparison, 27% felt that their partners’ legs were unappealing, and 23% reported that their
partners weighed too much. Data like these indicate that pornography may contribute to the
way men view women as sex objects rather than as individuals in an intimate relationship.

In an attempt to find out whether different kinds of pornography affect men’s attitudes
and thoughts about women, Bauserman (1998) presented slides of mutually enjoyable sex,
exploitative sex, and aggressive sex to 115 male undergraduates. All depicted female-male
sexual interactions. While this researcher was unable to demonstrate any attitudinal shift
among these subjects based on the type of pornography they viewed, subjects did, however,
report that they had the most positive thoughts and feelings after viewing scenes in which a
couple enjoyed mutual, egalitarian sexual interactions. It is heartening to note that in this
sample of young men, many reported an aversion to viewing scenes of exploitative and ag-
gressive sexual behavior by men. As noted in earlier chapters, attitudes are relatively stable
and enduring personality traits, and it is unlikely that these men’s attitudes would change no-
ticeably as a result of exposure to stimulus materials such as pornography.

Remember that social learning theory asserts that when we observe the behavior of oth-
ers we often experience vicariously what we imagine they are experiencing, and that through
these observations we learn ways of acting without actually practicing those behaviors.
Therefore, social and behavioral scientists have had some very serious concerns about the im-
pact of watching sexually aggressive pornography, although the relationship between view-
ing these images and later sexually aggressive acts is by no means clear. Bauserman (1996)
reviewed the research exploring the correlation between viewing aggressive pornography and
later sexual offenses. A correlation only describes the magnitude of the relationship between
two things, of course, and does not reveal a cause-and-effect relationship. When he examined
the research on this issue, Bauserman found no apparent relationship between exposure to
pornography during childhood or adolescence and committing sexual offenses later in life.
Importantly, this researcher also reports that there is no apparent relationship between the
regular use of pornography and acts of rape. Other research has focused on the relationship
between exposure to pornography and men’s attitudes about feminism and rape. Davies
(1997) collected data from 194 men who rented pornographic films from a video rental busi-
ness in a large metropolitan area in the late 1980s. Subjects were asked their opinions about
the Equal Rights Amendment, a statute against marital rape, and penalties for date and mar-
ital rape. No correlation was found between the number of X-rated videos a man rented and
his attitudes about these feminist and rape issues. Data like these suggest that there may not
be a clear relationship between men’s viewing of pornographic videos and their thoughts and
feelings about women. To say that rapists regularly view pornographic materials (and not all
do) is not to say that these experiences provoke sexual assaults in many or most men. While
viewing pornography may be physically arousing, it is premature to suggest that this arousal
is readily channeled into sexually offensive attitudes and behaviors.

Still other writers, however, notably Russell (1998b), do not accept the validity of find-
ings like these but have constructed a powerful case linking men’s viewing of pornography
and their predisposition to rape women. In her book, Dangerous Relationships, Diana E. H.
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Russell presents a theoretical analysis that suggests that pornography may predispose some
men to want to rape women and that viewing pornography may diminish a man’s internal in-
hibitions against restraining their desire to rape. Further, she suggests that pornography, par-
ticularly degrading and violent pornography, may also lessen social inhibitions against their
desire to rape.

We noted at the beginning of this discussion of pornography that this is a very emotional
issue that has generated a great deal of research, and some contradictory conclusions have
been reached. Since no one has yet settled this controversy once and for all, it is important
to see both sides of the issue.

Women’s Responses to Pornography
So far this discussion has focused primarily on how men respond to various kinds of pornog-
raphy. A recent study has explored the impact of male-oriented and female-oriented pornog-
raphy on women. Male-oriented pornography tends to focus on visual depictions of a variety
of penetrative sexual behaviors in which the male is more or less in charge of the sexual in-
teraction. This may or may not imply coercion or aggression. Additionally, male-oriented
pornography is likely to focus on depictions of a woman’s anatomy and usually includes
close-up film views of penetration and sometimes ejaculation, which usually takes place out-
side of the woman’s vagina. While female-oriented pornography may include many of the el-
ements just described, it typically focuses on co-equal sexual sharing and the depiction of in-
timate behaviors in which there isn’t a “leader” or “director.” There is much more kissing and
hugging as well as nurturant verbalization. Presumably, female-oriented pornography is
manufactured because it appeals to erotic preferences of women not addressed by male-
oriented pornography. In 1997, Pearson and Pollack published a study in which women’s re-
ports of sexual arousal were associated with their viewing male- or female-oriented pornog-
raphy. The subjects in this research, between the ages of 18 and 26, filled out questionnaires
that explored their sexual experiences, degree of sexual guilt, and demographic and personal
characteristics. While they were watching these videos, the subjects rated their degree of sex-
ual arousal. The results were clear: subjects who observed the female-oriented videos re-
ported significantly higher levels of sexual arousal than subjects in the group who observed
the male-oriented video. In analyzing their data further, Pearson and Pollack found that sub-
jects with previous experience with pornographic films, novels, and magazines reported
higher levels of sexual arousal after viewing female-oriented pornography. However, sexual
arousal was not related to the subject’s age or previous sexual experience.

In a different study Laan, Everaerd, van Bellen, and Hanewald (1994) studied the physi-
ological responses of women presented with female- and male-oriented pornography. Photo-
plethysmographic responses were measured in a group of 47 subjects who observed short
segments of female- and male-oriented erotic films. Interestingly, there were no differences in
the amplitude of the physiological responses while viewing these two types of films. How-

ever, as in the research cited above, subjective sexual arousal
among these women was reported to be significantly greater
while viewing the female-oriented films.

The Special Case of Sadomasochistic
Pornography
The somewhat unique nature of sadomasochistic pornogra-
phy has received a good bit of serious, scholarly attention
(Shortes, 1998). Sadomasochistic pornography is clearly dif-
ferent from “traditional” pornography in which nudity
and/or the depiction of heterosexual or homosexual sexual
acts is the centerpiece. S/M pornography, instead, focuses on
the complex roles of fantasy and power as aspects of sexual
expression and very often does not reveal genitalia, genital,
or oral-genital contact (Fig. 19-11). Shortes (1998) notes
that it wasn’t until the mid-1980s that S/M pornography
could be recognized as clearly different from what she calls
“mainstream pornography.” Before this time, any depictions
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kinds of pornography, sado-
masochistic pornography fo-
cuses on complex roles of
dominance and power and
may not reveal much nudity
at all.



of S/M activities were often “pretend” representations of common sadomasochistic activities
and focused on our culture’s recognition of the powerful and violent aspects of many sexual
desires and interactions. Andrea Dworkin, a well-known feminist, believes that all pornogra-
phy is basically sadomasochistic because it reveals an exploitative difference in power be-
tween women and men. However, Shortes’ analysis is more discriminating in the way she de-
scribes and discusses S/M pornography. Interestingly, S/M pornography involves a loophole
in laws describing obscene and/or indecent materials. Such legal definitions usually empha-
size the fact that most people would find traditional pornography offensive and stimulating.
Yet most people have little understanding of or attraction to S/M sexual activities and there-
fore find them more odd than erotic. 

Sexual Harassment

The 1990s will be remembered as the beginning of an era in which women who were sexu-
ally embarrassed, harassed, and exploited in the work place said “Enough!” Along with this
demand for respect came a puzzling diversity of definitions of the term “sexual harassment.”
There have been complaints of sexual harassment in virtually every sphere of American life:
workplaces, schools, colleges, corporate boardrooms, the courts, and health care settings, to
name just a few. More people are talking about it, acknowledging its presence, making com-
plaints about it, and bringing legal action over it. One of the more unfortunate aspects of gen-
der inequality in human relations has been the prevalence of sexual harassment. Although
women have made tremendous strides in this country over the past 40 years, addressing this
issue has been long overdue.

One very public, very important event brought sexual harassment into clear focus for the
entire nation (Borger, 1991). On October 6, 1991, a law professor at the University of Okla-
homa, Ms. Anita Hill, claimed that while working for Judge Clarence Thomas, a nominee to
the United States Supreme Court, she had been exposed to behaviors on the part of Judge
Thomas that were both “unwelcome and unwanted” and of an explicitly sexual nature (Fig.
19-12). Clarence Thomas, an African-American, politically conservative judge was being ac-
cused of appalling behaviors. His accuser, Ms. Hill, also an African-American, had pulled her-
self up from a background of poverty to become a highly respected attorney and law school
professor. To make the case even more pressing in the eyes of the public was the fact that the
United States Senate, at that time 98% male, had to vote on Judge Thomas’ confirmation. A
vote to confirm would seem to deny the truthfulness of Ms. Hill’s statements as well as the
mental anguish she had experienced as a direct result of Judge Thomas’ alleged behavior. Ms.
Hill’s testimony was especially graphic, lurid, and detailed. Ms. Hill testified that Judge
Thomas told her that his penis was much larger than normal and that he was adept at giving
women sexual pleasure during oral sex. He was also accused of talking in the workplace
about pornography he had seen. In his powerful and consistent denials, Judge Thomas made
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Figure 19-12 Left: Professor
Anita Hill, who accused U.S.
Supreme Court nominee Judge
Clarence Thomas of sexual
harassment, leaves Washing-
ton’s National Airport amid
heavy police protection on Oc-
tober 10, 1991. Right: Judge
Clarence Thomas is sworn in
before testifying before the
Senate Judiciary Committee
on October 11, 1991. Judge
Thomas categorically denied
all of Hill’s allegations.



it clear that he believed he was being persecuted and that his accuser had fabricated her ac-
cusation. It became a very public case of “her word against his,” which in fact is often the
case with sexual harassment. Still, Ms. Hill impressed many in Congress and throughout the
country as a credible individual of the highest personal integrity. Ms. Hill said that the stress
created by these encounters led to her being hospitalized. Many important questions were
unanswered during these proceedings. For example, there was no clear explanation why Ms.
Hill declined to bring charges against Judge Thomas until 10 years after the events had al-
legedly occurred. Another unanswered question centered on the well-documented fact that
Ms. Hill changed jobs in 1982 to continue working with Judge Thomas when he transferred
from the United States Department of Education to the Equal Employment Opportunity
Commission (EEOC). A number of telephone logs demonstrated that Hill had stayed in
touch with Thomas frequently during the time after she left Washington. In the end, of
course, Judge Thomas was confirmed by the Senate and took his place on the highest court
of the land.

The Clarence Thomas - Anita Hill confrontation demonstrates many of the elements of
accusations of sexual harassment. Often women do not promptly report sexual harassment.
A longstanding tradition of male dominance in legal and judiciary circles may discourage
women from promptly and assertively filing a complaint of sexual harassment, and some even
feel that women provoke harassment. Sexual banter in the workplace, while common, is not
always interpreted in the same way it is offered. This section will explore the nature of sex-
ual harassment, the behaviors commonly involved, and personal, legal, and institutional
measures that have been taken to minimize and eliminate sexual harassment from the work-
place and other settings in American life.

One of the issues that has received keen attention since 1991 is liability. Who is legally
accountable for sexual harassment—the person supposedly committing the offensive behav-
ior or the organization or agency they work for? If a company, college or university, agency,
or other organization has created a policy that addresses, discourages, and punishes sexual
harassment, then it is appropriate to assume that everyone who works there knows the pol-
icy and follows it. In the event that an employee engages in behaviors interpreted as sexually
harassing by another or others, she or he must personally answer to any charges and is per-
sonally liable for their behavior. However, if the corporate entity does not have a public, well-
articulated policy against sexual harassment and one of its employees engages in these be-
haviors, the organization is then liable for the employee’s behaviors.

This issue caught the attention of corporate America, educational establishments, and a
large number of workplaces with relative suddenness. After 30 years of social progress in cre-
ating gender equality in American life, the time was clearly ripe for this particular issue to
take center stage. In the 1990s there was much strident anger and activism about this issue
that has since abated, replaced by a more well-reasoned climate of discourse.

The United States Equal Opportunity Commission and the Office of Civil Rights have
published guidelines about what exactly constitutes sexual harassment. Sexual harassment is
a form of discrimination which violates Title VII of the Civil Rights Act of 1964. The EEOC
defines sexual harassment, in part, as follows: 

Unwelcomed sexual advances, requests for sexual favors, and other verbal or physical
conduct of a sexual nature constitutes sexual harassment when submission to or rejection
of this conduct explicitly or implicitly affects an individual’s employment, unreasonably
interferes with an individual’s work performance or creates an intimidating, hostile or of-
fensive work environment. (EEOC, 1980)

The EEOC makes clear the fact that both women and men can be sexually harassed and the
person doing the harassing does not necessarily have to be a member of the opposite sex. The
harasser can be a boss, supervisor, someone working on behalf of the employer, a co-worker,
someone working elsewhere in the organization, or even someone on the premises of an or-
ganization who is not an employee of that organization. The victim of sexual harassment does
not necessarily have to be the person who is being harassed. For example, if someone in an
organization is being given preferential treatment of some type because she or he is suc-
cumbing to sexual harassment, others in that organization who are not receiving similar pref-
erential treatment are legally also victims of the harasser. The EEOC notes that a person does
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not have to suffer any economic hardship because of the harassment, nor do they have to be
fired for not complying with requests for sexual favors in order to be sexually harassed un-
der the law. Finally, the conduct of the harasser must be unwelcomed in order for sexual ha-
rassment to exist. Victims of sexual harassment should use whatever mechanism an employer
or organization has put in place to make a formal complaint.

The Office of Civil Rights published a pamphlet about sexual harassment in the academic
world that was updated in May 1997. Entitled “Sexual Harassment: It’s Not Academic,” it is
available without charge from the United States Government Printing Office. Anyone can call
their representative in Congress and request a copy. This pamphlet gives specific examples of
illegal sexual conduct, including “sexual advances, touching of a sexual nature, graffiti of a
sexual nature, displaying or distributing sexually explicit drawings, pictures and written ma-
terials, sexual gestures, sexual or ‘dirty’ jokes, pressure for sexual favors, touching oneself
sexually or talking about one’s sexual activity in front of others, and spreading rumors about
or rating other students as to sexual activity or performance.” This is not an exhaustive list
but includes some of the more common manifestations of what the government deems sex-
ual harassment.

Two issues of special importance are what is called “quid pro quo” harassment and the
creation of a “hostile environment.” In quid pro quo sexual harassment, there is a clearly
implied deal or bargain that involves the exchange of sexual favors in return for some special
consideration or evaluation. When a teacher tells a student that he will give her an “A” for
the course if she has sex with him, this is a clear example of quid pro quo sexual harassment.
It is also quid pro quo sexual harassment if the student tells the teacher that she will have sex
with him if he gives her an “A.” The same is true of educators who include students on ath-
letic teams, promise to write strong letters of recommendation, or work to secure financial
aid in exchange for sexual favors. Regardless of whether the student complies with the offer,
illegal sexual harassment has occurred.

Although it is usually relatively easy to determine quid pro quo sexual harassment, the
hostile environment issue may not always be so clear. In academic settings, college adminis-
trators are not usually attorneys and may make decisions about the issue of a hostile envi-
ronment in the absence of valid legal evidence or corroboration.

When is Sexual Harassment Likely to Occur?
O’Hare and O’Donohue (1998) have identified a number of perspectives on the causes of sex-
ual harassment. Each of these may provide a potential explanation for the prevalence and im-
plications of this widespread personal and occupational problem.

The Natural/Biological Model According to this perspective sexual harassment is a
“common” manifestation of the “natural” sexual attraction between women and men. This
approach holds that because men supposedly have a stronger sex drive than women, they
are more inclined to behave in a sexually assertive manner and sexual harassment is but one
form of this. While some of the sexual harassment men inflict on women might be un-
wanted and unwelcomed, this is just a routine aspect of a man’s sex drive according to this
perspective.

The Organizational Model Tangri, Burt, and Johnson (1982) believe that the power hi-
erarchy of the workplace creates a situation in which those with more power and authority
are likely to abuse their roles to satisfy their sexual needs by harassing those who work for
them. This model holds that sexual harassment is a means by which those in authority may
threaten and exploit their employees. The number of women in the organization, their rank
and job tasks, and the existence of procedures for filing grievances are all variables that affect
the prevalence of sexual harassment according to this view.

The Sociocultural Model This approach views sexual harassment as an occupational
form of male dominance that serves to keep men in positions of leadership and intimidates
women into leaving the work environment. According to this view, women and men experi-
ence different socialization experiences. Men are often brought up to be active and assertive
whereas women are frequently raised to be passive and submissive. The sociocultural model
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maintains that sexual harassment is one way men try to maintain their assertive roles while
subjugating women to less powerful positions in society.

The Sex-Role Spillover Model This perspective views sexual harassment in the work-
place as a “spillover” from expectations about women that have nothing to do with work. Ac-
cording to this view, sexual harassment is most likely to occur when there are either a lot
more men than women or a lot more women than men in the workplace. In both instances,
traditional sex roles become extremely obvious. When the workplace is dominated by men,
women are viewed as somewhat unique, and therefore their sex is more obvious than their
occupational tasks. In contrast, when the workplace has far more women than men, a
woman’s occupational productivity and traditional conceptions of feminine passivity become
somewhat blurred, and again, according to Gutek and Morasch (1982), a woman’s sexuality
may be more conspicuous than her professional role, perhaps leading to sexual advances.
O’Hare and O’Donohue believe that this model includes elements of both the organizational
and sociocultural approaches and is a more powerful predictor of sexual harassment.

O’Hare and O’Donohue recognized potential causes of sexual harassment at the individ-
ual, organizational, and social level and explored the usefulness of a model characterizing
variables that are likely to lead to sexual harassment in the workplace. Using a theory about
the origins of child sexual abuse (Finkelhor, 1984), O’Hare and O’Donohue applied the same
suspected causes to the study of sexual harassment. This led to the development of what they
called the four-factor model. Each of the following factors is explicitly related to these theo-
retical approaches to the study of sexual harassment in the workplace. 

1. Motives for sexual harassment. These often focus on a man’s need for power and dom-
inance, his need for control, and his sensitivity to a woman’s physical attractiveness.
Sexual advances are an expression of these needs for power.

2. Overcoming internal inhibitions against sexual harassment. These factors are related to
a man’s understanding of the illegalities involved in harassment, the immoral and un-
ethical nature of harassment behaviors, and the ability to imagine what a woman might
be experiencing when she is being sexually harassed.

3. Overcoming external inhibitions against sexual harassment. These factors involve the
existence of a clear grievance policy and procedure and an understanding of the out-
comes of one’s actions and the negative personal and professional consequences of ha-
rassing activities.

4. Overcoming victim resistence. These factors focus on a man’s awareness of a woman’s
recognition of harassing behaviors and her capacity to thwart those behaviors.

—O’Hare and O’Donohue, 1998

Their study of 266 female university professors, staff members, and students found that these
four factors are highly accurate in predicting the occurrence of sexual harassment in aca-
demic settings. These subjects filled out two questionnaires reporting their experiences with
sexual harassment. It remains to be seen whether these factors will also predict sexual ha-
rassment in other workplaces and interpersonal settings.

Sexual Harassment in the Workplace
Because of the legal issues surrounding sexual harassment and the possibility that a relation-
ship gone sour can be thoroughly disruptive in a work climate, companies of all sizes have
hired consultants to stop or prevent sexual harassment. Sexual harassment has become some-
thing of a legal industry in its own right. Attorneys, consultants, private investigators, labor
mediators, psychotherapists, and counselors have all gotten into the act (U. S. News & World
Report, December 14, 1998). For when a company is faced with the choice of possibly pay-
ing out hundreds of thousands (or millions) of dollars in a sexual harassment lawsuit, spend-
ing a few thousand dollars for a day-long workshop about sexual harassment in the work-
place makes good sense. Training seminars are widely believed to be the most effective
preventive measure against sexual harassment in the workplace. According to the EEOC,
more than 15,000 sexual harassment suits are filed each year. And the payouts can be enor-
mous. In 1998, the Mitsubishi Motor Corporation settled out of court for $34 million to end
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longstanding sexual harassment practices at its factory in Normal, Illinois. Employees now
are far more careful about what they say and do for fear that their superiors and subordinates
might get the wrong idea.

Different companies take somewhat different approaches to sexual harassment issues.
Some have a rigid “no dating” rule. Others have adopted a policy in which co-workers who
are romantically involved agree to be very open about it and inform supervisors and fellow
employees promptly to ensure that what is happening is mutually agreeable to both parties.
Of course, the most controversial relationships are those between supervisors and employees
who work directly for them. Fear of accusations of sexual harassment has changed some
business practices too. For example, when on business travel together female and male em-
ployees may book rooms on different floors of a hotel and hold all business meetings in con-
ference rooms instead of regular hotel rooms with beds (U. S. News & World Report, Decem-
ber 14, 1998).

Sexual harassment has led to so many expensive lawsuits that many companies now pur-
chase employee practice liability insurance to protect them in case they must pay attorneys
to defend them in sexual harassment suits (Solomon, 1998). About half of America’s Fortune
500 companies have such policies. In 1997 the amount paid in a sexual harassment case
stood at $10 million, compared with $1.3 million only the year before. Solomon (1998), how-
ever, points out an important fact about this liability insurance: if people know that a com-
pany has it, they may be more likely to sue in an attempt to recover money. Other investiga-
tors (Pierce & Aguinis, 1997) suggested that it is practically impossible to eliminate sexual
harassment from the workplace, especially through the use of legalistic, rigid administrative
mandates. Perhaps the best one can hope for are clear organizational policies about human
relations issues in conjunction with regular training seminars that focus on all forms of sex-
ual harassment.

Sexual Harassment in Schools
During the 1990s complaints of sexual harassment in elementary, junior high, and high
schools grew rapidly. Amending this problem is inherently complex because cases of sexual
harassment in schools are often judged on the basis of policies developed in the workplace
(Fineran, 2002), and federal court decisions are frequently inconsistent with respect to these
two settings. Peer-peer sexual harassment in schools, like the workplace, may involve het-
erosexual and/or homosexual overtures. But in 1998, the United States Supreme Court ruled
that the gender and sexual orientation of the perpetrator and the victim are not relevant in
deciding these complaints. The court was clear in saying that no one is obliged to tolerate sex-
ual harassment in the workplace, and this decision is pertinent to cases of sexual harassment
in schools as well.

Fineran (2002) notes that students who are sexually harassed by their peers may experi-
ence a number of serious psychological consequences: “. . . loss of appetite; loss of interest
in their usual activities; nightmares or disturbed sleep; feelings of isolation from friends and
family; and feeling sad, nervous, threatened, upset, or angry” (p. 71). This writer emphasizes
that such students feel disgraced in the eyes of their friends, and are accordingly isolated and
excluded from many social activities. When sexual harassment in schools involves same-sex
peers, issues such as homophobia and heterosexist bias may also be basic to our under-
standing of these situations. Because the focus of most sexual harassment has been the work-
place and the higher educational setting, we feel that this information is a welcome addition
to the scholarship on this important subject.

Measuring Sexual Harassment
Although the hallmark of scientific investigation is quantitative measurement, the study of
sexual harassment has focused on the description and documentation of isolated, unquanti-
fied instances of offensive behavior. Murdoch and McGovern (1998) emphasize the impor-
tance of recognizing sexual harassment as quickly as possible because of the many adverse
physical and psychological consequences associated with it. Specifically, anxiety, depression,
posttraumatic stress disorder, alcohol abuse, and such ailments as ulcers, migraine
headaches, and high blood pressure have all been documented in individuals who reported
being sexually harassed.
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Using EEOC guidelines, Murdoch and McGovern developed a paper-and-pencil ques-
tionnaire to assess both quid pro quo and hostile environment types of sexual harassment.
They first tested their instrument with women on active duty in the military as well as other
employees of the federal government. Following is their test. Although it was developed for
military and government personnel, there is no reason it cannot be adapted to other occupa-
tional groups. Items 1 through 20 are answered yes or no, and the last item allows the re-
spondent to offer more personal, qualitative data.

The Sexual Harassment Inventory (Military Version)
1. People with whom I worked made sexual jokes that made me feel uncomfortable.
2. I was touched by a co-worker or supervisor in ways that made me feel uncomfortable.
3. A coworker frequently asked me out for dates, even though I had asked him/her to

stop.
4. A supervisor or superior officer asked me out for dates, even though I had asked

him/her to stop.
5. A supervisor or superior officer threatened to block my promotion unless I agreed to

have sex with him/her.
6. A supervisor or superior officer threatened to block a favorable transfer unless I agreed

to have sex with him/her.
7. Coworkers made sexual comments about my body.
8. My supervisor or superior officer made sexual comments about my body.
9. My coworkers or superior officer exposed themselves to me in a sexual way.

10. I was offered favorable assignments in exchange for sex with my supervisor or com-
manding officer.

11. I was offered promotions in exchange for having sex with my supervisor or com-
manding officer.

12. A coworker or coworkers attempted to have sex with me without my consent.
13. My coworkers made demeaning comments to me because I was a woman/man.
14. I was given the most unpleasant, difficult assignments because I was a woman/man.
15. The people I work with put up posters of women/men in provocative poses.
16. My supervisor or superior officer attempted to have sex with me without my consent.
17. Some of the people I worked with leered at me in a sexual way.
18. Some of the people I worked with made catcalls or sexual remarks when I walked by.
19. I was forced by a coworker or supervisor to have sex without my consent.
20. Were you ever prevented from getting a promotion, favorable assignment, or transfer

because you refused to have sex with someone?
21. Were there other things of a sexual nature that happened to you while you were in the

military? (Please list)

Murdoch and McGovern sought to determine which of these questions provided clues to the
most and least severe interpretations of sexual harassment. Question 19, which asks if an in-
dividual had been forced to have sex with a coworker or supervisor against their consent, was
judged to be the most severe manifestation of sexual harassment, while Question 1, sexual
jokes, was judged least severe. Research like this can provide counselors and human resource
personnel with specific information about the various forms of sexual harassment in the
workplace as well as the differential seriousness of various offenses.

Policies to Eliminate Sexual Harassment
Measures can be taken to create more civil, egalitarian workplace and educational environ-
ments. Although lawsuits sometimes resolve sexual harassment complaints, it would be bet-
ter if institutional procedures were in place to reduce their frequency or eliminate them alto-
gether. In the Employee Responsibilities and Rights Journal, Peirce, Rosen, and Hiller (1997)
analyzed reasons women are frequently harassed sexually but infrequently report these
abuses and explored the requirements for creating “user-friendly” sexual harassment report-
ing procedures. These researchers surveyed a sample of 1,500 working women to find out
what kind of sexual harassment policies would help women feel more comfortable reporting
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their complaints. These authors isolated three broad factors important in such policies, as fol-
lows:

Strong Management Support. When senior administrative and supervisory officials take
a clear public stand against sexual harassment and create a no tolerance policy, employees feel
supported and are more likely to report incidents of sexual harassment and to believe that
management will take them seriously and investigate their complaints.

Offer Employees Privacy and Anonymity. Almost four of five respondents reported that
access to confidential counseling would help them feel more comfortable reporting sexual ha-
rassment. Importantly, 84.4% of these subjects believed that some authority outside the or-
ganization would make them feel even more comfortable registering their complaints. Be-
cause sexual harassment often occurs between supervisors and subordinates, the latter often
believe that they will suffer reprisal for making a complaint and are therefore hesitant to do
so unless they are offered privacy and anonymity. Almost nine of ten of these subjects be-
lieved that sexual harassment complaints should be kept separate from their permanent per-
sonnel files and that they should have to give their consent to anyone who wanted to inves-
tigate these documents.

Investigating Complaints. Virtually all respondents in this study believed that there
should be no adverse consequences for women who make sexual harassment complaints that
have been supported through investigation. Respondents overwhelmingly supported the im-
portance of a neutral negotiator to serve as a liaison between the person making the com-
plaint and the organization.

In addition to these three primary preconditions for a user-friendly sexual harassment
policy, most respondents also felt that it was important for employees to see real conse-
quences for these workplace abuses and for such penalties to be promptly imposed.

Historically there has been much sexual harassment in settings of higher education. For
a variety of reasons, professors and their students have had sexual relationships since colleges
and universities were first founded. These relationships have not always been consensual,
and even when they are consensual there is some well-founded concern about the unequal
power status of professor and student. Of course, it would be virtually impossible to have
policies against student-professor relationships because of the guaranteed right to freedom of
association under the United States Constitution. Both quid pro quo and hostile environment
types of sexual harassment are common in collegiate settings. In recent years there has been
more serious discussion about these potentially explosive relationships and their impact on
the educational setting and the people involved intimately. Because female students have
been sexually harassed more frequently than male students, most of the literature on sexual
harassment in higher education has focused on male professors and female students.

The controversy surrounding the Clarence Thomas - Anita Hill confrontation played a ma-
jor role in sensitizing women, especially in universities, to the nature of sexual harassment and
its potentially adverse consequences for all parties involved. The publicity of these hearings
motivated women at a large, public New England university to form an organization called
Women Against Sexual Harassment (WASH). This organization sought to educate students
and faculty about the importance of avoiding sexist behaviors, preserving privacy, legitimizing
feminist viewpoints, and refraining from all activities that might be interpreted as quid pro quo
sexual harassment or the creation of a hostile environment for women on campus (Lott &
Roccio, 1998). WASH publicized its agenda at the department, individual, university, and com-
munity levels. While there was some resistance to the strident feminist philosophy behind this
group, most people on campus believed that this group had opened an important dialogue and
sought to end doubt and confusion about a potentially very contentious issue. Clearly, WASH
played a pivotal role in consciousness raising concerning this very troubling subject. Students
felt less vulnerable and better informed. Professors and teaching assistants gained a clearer
sense of institutional opinion with respect to potential sexual exploitation. We are especially
impressed with WASH in part because it is an effective program that developed from the bot-
tom up. The people who stood to gain the most by opening discussion and organizing inter-
ested parties were instrumental in starting this organization.

Current research has examined some of the consequences of reporting sexual harassment.
Bergman et al. (2002) studied over 6,000 members of the military with respect to this issue
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and found, unhappily, that reporting frequently encourages retaliation against the person
who has been harassed. This, of course, causes significant emotional distress and dramatically
lowers job satisfaction. These writers report that creating and maintaining a workplace envi-
ronment which does not tolerate sexual harassment leads to notably lower levels of harass-
ment. Such workplaces make it clear that management takes harassment seriously, and this
leads to higher levels of satisfaction for those who decide to make complaints. One interest-
ing finding in this research reveals that organizations are less likely to take serious discipli-
nary action against someone who has harassed someone of high employment status. The im-
pact of reporting sexual harassment is affected more by the organization’s involvement in the
complaint than by the complaint itself.

Responses to Sexual Harassment
Although colleges, universities, and other organizations and workplaces may develop proce-
dures for reporting, investigating, and resolving sexual harassment complaints, the personal-
ity of the person being harassed probably determines whether these resources are ultimately
used. Perry, Kulik, and Schmidtke (1997) studied the factors that determine women’s re-
sponses to sexual harassment. Their work examines whether a woman’s feelings of personal
power, the power of her position in an organization, and the organization’s record of resolv-
ing incidents of sexual harassment can predict how a woman will behave if she is sexually
harassed. Over 400 women responded to a hypothetical example of sexual harassment in-
volving “Lisa,” a 26-year-old, college-educated, single employee; this describes the type of in-
dividual most likely to be sexually harassed. In general, the factors noted above were shown
relevant to the way these subjects responded to Lisa’s situation. But feelings of personal power
did not predict who would be likely to report sexual harassment. In fact, the more power a
woman had, the less likely she was to report a real instance of sexual harassment. Also, the
respondent’s level of education was not significantly related to the likelihood that she would
report sexual harassment. In another investigation, Adams-Roy and Barling (1998) found
that measures of a woman’s personal assertiveness predict who will report harassment. These
writers also found that clear organizational procedures for reporting, investigating, and pun-
ishing harassment are powerful predictors of who is likely to register a formal complaint.

Feminism and Sexual Harassment
Feminist ideology is a central focus in the American psychosocial landscape. Since the early
1960s the rights of women have been an extremely important issue in efforts to achieve equal
rights in all avenues of American life. While major social changes take place very slowly, there
have been important advances in women’s rights over the last two generations. We are not
saying that full equality among women and men has been achieved in all spheres, but
progress has certainly been made. In 1978, Catharine A. MacKinnon wrote Sexual Harassment
of the Working Woman: A Case of Sex Discrimination. Largely because of the impact of this
work, the United States Supreme Court decided in 1986 that sexual harassment in the work-
place was indeed a violation of the law. Yet women and men today still experience conflicted
working relations and remain somewhat mistrustful of one another with respect to the “let-
ter of the law” defining sexual harassment (Shalit, 1998). Shalit notes that it is possible for a
sexual interaction between two people to be much desired and entirely consensual and still
be problematic in the workplace.

This is a good example of how the laws of the land have created a standard of behavior that
in fact may be unattainable because of long-held, stubborn misperceptions about the autonomy
and integrity of women in commercial, professional, and educational settings (Fig. 19-13).

Sexual Harassment of Specific Groups of Women
In most discussions of sexual harassment, one easily imagines an office worker or college stu-
dent. Yet sexual harassment occurs in virtually all arenas in which women work. Women in
all professions and occupations are harassed sexually, as shown by the examples in the fol-
lowing sections.

The Case of the Harvard Business School In April 1998, six graduate students at
the Harvard Business School were disciplined for sexually harassing a number of their female
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classmates (Inc., 1998). The numbers of women graduating from this program had fallen
steadily since the middle of the 1980s, and it had nothing to do with ability, talent, or per-
sistence. It has been widely acknowledged that this institution has some very serious prob-
lems with sexual harassment. No matter how prestigious the institution or organization, no
matter how smart the students or employees, no matter how egalitarian the policies on pa-
per, sexual harassment can still occur. Some of the male students in the business school at
Harvard had sent their female classmates “lewd and sexually explicit notes.” The adminis-
tration at the business school conducted an investigation, and six individuals who had en-
gaged in these harassing behaviors were required to apologize to the entire Harvard Business
School, both students and faculty, as a condition of their graduation.

If the professional work environments of tomorrow are to be free of sexual harassment,
the institutions in which these people are being trained need to be more sensitive about the
seriousness of these behaviors and more aggressive in investigating and resolving serious
complaints. There is something subtle but important about the case at Harvard. No one came
forward and openly took responsibility for their actions; all those accused tried to weasel out
of the accusations without admitting any personal role in these embarrassing and painful
events.

Female Lawyers Laband and Lentz (1998) studied the impact of sexual harassment on
women in law school and later during their employment in a law firm. Astonishingly, two-
thirds of these women acknowledged that they had been sexually harassed themselves or
had observed acts of sexual harassment by coworkers, supervisors, or even clients during
the two-year period preceding the survey. In 1990, the American Bar Association carried out
a survey of “Career Satisfaction/Dissatisfaction.” This questionnaire attempted to learn
about the prevalence of sexual harassment in the legal profession. Women were asked
whether they had been subjected to remarks of a sexually suggestive nature, including off-
color humor, pornographic pinups, leering, unwanted physical touching, or perceived coer-
cion to engage in sexual activities. About one in four male attorneys in private practice re-
ported having observed sexual harassment of female attorneys, while about two out of three
women made similar observations about their female peers. Sexual harassment of male at-
torneys was extremely rare.

Not surprisingly, women who had been sexually harassed by coworkers or clients re-
ported significantly less job satisfaction than those who had not. However, there was no evi-
dence in this sample that women who were sexually harassed experienced an adverse impact
on their income. Additionally, women who had been sexually harassed were far more likely
to report that they were interested in leaving their current job than women who had not been
sexually harassed. Laband and Lentz conclude with an important message: women are sub-
jected to sexual harassment in ways so subtle that they cannot bring a legal complaint against
the responsible individual(s). This study did not address the frequency or seriousness of sex-
ual harassment in the workplace, only its impact on job satisfaction, income, and the desire
to leave the organization.

Women in the Military During War Wolfe, Sharkansky, Read, Dawson, Martin, and
Ouimette (1998) studied a group of 160 women who had been sexually harassed verbally,
sexually harassed physically (unwanted touching or fondling), and sexually assaulted physi-
cally (forced sex or attempts at forced sex) during the Persian Gulf war. In all instances, the
sexual approaches were unwanted. These researchers were interested in the effects of these
forms of sexual harassment as well as the stresses of combat on the development of post-
traumatic stress disorder. It is widely known that sexual harassment takes place in the mili-
tary in times of peace, but the combination of harassment and combat on the development
of posttraumatic stress disorder had not been thoroughly studied previously. In this sample
of women, 33.1% were sexually harassed physically, 7.3% were sexually assaulted, and 66.2%
were subjected to verbal sexual harassment while serving in the Gulf region.

Being sexually assaulted was more powerfully predictive of posttraumatic stress disorder
than exposure to combat, and the more often a woman was assaulted, the greater were the
chances that she would later suffer from posttraumatic stress disorder. Those women who
were sexually assaulted and sexually harassed physically and exposed to combat conditions
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were the most likely to experience long-term psychological problems as a result of these com-
bined stressors.

Female Doctors In addition to students, office workers, business leaders, attorneys, and
military personnel, female physicians also report being sexually harassed, by both their pro-
fessional peers and their patients. Schneider and Phillips (1997) carried out a qualitative
analysis of sexual harassment of female physicians by their patients. These writers note that
in addition to common examples of sexual harassment, doctors have professional interac-
tions with their patients that offer the opportunity for unusual sexual harassment practices.
Over 400 female physicians returned questionnaires, indicating that they had experienced
both common forms of sexual harassment such as unwanted touching, leering, and being
asked out for dates repeatedly, as well as forms of sexual harassment involving patient inter-
actions and care. For example, many of these doctors reported that some of their male pa-
tients had complaints of genital discomfort, only to find that these patients became erect dur-
ing their examination and were plainly experiencing no discomfort at all. One doctor noted
that two male patients returned to her office on three separate occasions with this ploy. In an-
other case a doctor reported her interactions with a patient who came to her with many ex-
plicit questions about masturbation, sexual intercourse, and proper genital hygiene. After
three visits, this doctor asked her nurse to be present during these question-and-answer ses-
sions, and soon the patient stopped returning.

Some patients have exploited the closeness of a physical examination to engage in inap-
propriate touching with their female doctor. Even more flagrant examples of sexual harass-
ment were sometimes noted:

A patient came into the office with nonspecific complaints then complained of some pain
in the genitals. I left the room and asked him to remove the lower half of his clothes and
gave him a sheet to cover himself. When I reentered the room the patient was smiling,
hands behind his head with an erection. I spoke with him in a professional manner and
asked him to cover himself until it was time for the examination. I then asked the RN to
accompany me in the room. After the exam the RN left the room . . . the patient asked me
for a date (p. 673).

Female Psychologists Like other professional women who work closely with coworkers
and clients, female psychologists are likely to be sexually harassed, and understanding sex-
ual harassment doesn’t mean that one is less likely to be victimized. deMayo (1997) collected
data from over 350 female psychologists to learn more about the prevalence of sexual ha-
rassment of female psychologists. Of this number, slightly over half reported at least one in-
stance in which they were sexually harassed. In 85% of these cases, the harassing party was
male. Most of these psychologists said that the most blatant examples of sexual harassment
occurred in outpatient settings (their private offices), while 20% noted that these approaches
took place in inpatient settings (hospitals and psychiatric facilities). The age range of the ha-
rassers was 18 to 73. deMayo calculated the chances of a female psychologist being sexually
harassed by a patient as approximately 1 offense in every 5,553.9 hours of psychotherapy.
While sexual harassment is almost always very unsettling, these preliminary data indicate
that it is not very common among female psychologists. Most instances of harassment in-
volved inappropriate remarks, but a few sexual assaults were reported by these subjects. Al-
most half of these subjects reported instances of patients making highly sexualized state-
ments that included or implied attraction to the therapist.

Although these data are preliminary and are based on a relatively small sample of female
psychologists, they affirm our earlier statement that sexual harassment takes place in virtu-
ally every occupational setting, regardless of the professional status of the victim or the na-
ture of the relationship between the victim and the harasser.

Sexual Harassment of Men
So far, this discussion of sexual harassment has focused primarily on women for the simple
reason that women are harassed sexually far more frequently than men in virtually all edu-
cational and occupational arenas. Yet this does not mean that sexual harassment of men is
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rare or that men are any less distressed by harassment than
women (Fig. 19-14). Sometimes men are harassed by women
and sometimes by other men. Waldo, Berdahl, and Fitzgerald
(1998) analyzed a number of legal cases involving the sexual
harassment of men. Since the movie version of Michael
Crichton’s book Disclosure starring Demi Moore and Michael
Douglas was released in the early 1990s, the public has be-
come more aware of some of the circumstances in which men
might be harassed sexually.

Researchers have considered whether circumstances that
women describe as harassment are perceived similarly by
men. While quid pro quo sexual harassment is apparently
very rare among men, hostile environment harassment does
indeed occur. Yet even when sexual statements, jokes, or
leering involve males as victims, some men actually welcome
these behaviors. Generally, men report much less anxiety
about sexual harassment in the workplace than women. Berdahl, Magley, and Waldo (1996)
discovered a form of sexual harassment that troubles men that has no counterpart among
women, concerning behaviors and statements by both female and male coworkers that de-
mand that a man act like a “real man.” As Waldo, Berdahl, and Fitzgerald note, “This form of
behavior includes ridiculing men for acting too ‘feminine’ and pressuring them to engage in
stereotypical forms of ‘masculine’ behavior” (p. 61). Sexual harassment of men includes not
only the same kinds of exploitative and derogatory comments women often hear but also
taunting comments that quietly challenge their genuine masculinity.

Much of the sexual harassment men experience in the workplace comes from male ha-
rassers. Waldo and his colleagues report that between one-fourth and one-third of men who
are harassed sexually are harassed by other men. This may involve homosexual solicitations
as well as the type of ridicule described above. Just as numerous court cases have clarified the
behaviors that constitute sexual harassment of women, several court cases have dealt with
sexual harassment of men. In the case of Polly v. Houston Lighting and Power Company, a man
was persistently harassed by his male co-workers because his appearance and demeanor 
were effeminate and those who worked with him thought he was gay. Waldo, Berdahl, and
Fitzgerald (1998) cite the court record, which, in part reads:

The plaintiff had been “kissed by one or more of the [male] defendants, that the other de-
fendants exposed their genitalia to him, that his genitals were grabbed and squeezed, that
the defendants would pinch his buttocks and chest, and that on one occasion, [a defen-
dant] forced a broom handle against [his] rectum.” (p. 62)

When men sexually harass other men in this way, this is an example of what is legally known
as “unwanted sexual pursuit” and has been interpreted as an example of the misuse of orga-
nizational power precipitated by the sex of the person who is harassed. Waldo, Berdahl, and
Fitzgerald note that in cases involving the sexual harassment of men, the sexual orientations
of the plaintiff and defendant(s) are generally not revealed. Because many gay men do not
want their coworkers to know they are homosexual, cases of gay men sexually harassing
straight men are extremely rare.

Waldo, Berdahl, and Fitzgerald (1998) collected data from three samples of male em-
ployees to learn more about sexual harassment of men. The first sample was 378 men at a
large utility company in the Northwest, the second sample was 209 men who were faculty
and staff members at a large university in the Midwest, and the final sample was 420 men
who worked in a large food processing factory. The subjects ranged from 35 to 44 years of
age. Subjects filled out questionnaires that sought to determine the frequency of male sexual
harassment and the sex of the harasser. They were also asked how distressed they were as a
result of being sexually harassed. Collectively, about half of the men in these three samples
reported that they had felt sexually harassed on at least one occasion. Only 2% reported that
they had been the victims of sexual coercion, and between 11.5% and 29% reported that they
had experienced “unwanted sexual attention” in one form or another. Lewd, offensive com-
ments and negative remarks about men were the most common types of sexual harassment,
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FIGURE 19-14 The movie Dis-
closure, starring Demi Moore
and Michael Douglas, is about
a woman (Moore) who is a
supervisor and an ex-
girlfriend of Douglas’ charac-
ter. Explicit sexual harassment
and coercion reveal the flip-
side of the common scenario
seen in business, industry, and
education.



conforming closely to the notion of a hostile environment discussed earlier in connection
with female sexual harassment.

In all three samples, men reported that the person who harassed them was in most cases
another man. This was the case in 52.7% of the men in sample 1, 50.2% of the men in sam-
ple 2, and 39.8% of the men in sample 3. Female-to-male sexual harassment was clearly less
common with 30.1% of the men in sample 1, 31.7% of the men in sample 2, and 31.9% of
the men in sample 3. In sample 1, 17.2% of the men identified both female and male ha-
rassers, while the comparable figures in samples 2 and 3 were 19.1% and 28.3% respectively.
An analysis of the degree to which subjects were distressed by sexual harassment was carried
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Other Countries, Cultures, and Customs
Sexual Harassment From a Cross-Cultural Perspective 

I n 1997, Pryor, DeSouza, Fitness, Hutz, Kumpf, Lubbert,
Pesonen, and Erber published a comprehensive analysis of

gender differences in the judgments people make about sex-
ual harassment in Australia, Brazil, Germany, and the United
States. Subjects included 402 male and 425 female college
students ranging in age from 17 to 47. Their focus was a
number of hypothetical interactions between students and
professors in higher education settings. Subjects were asked
whether a specific scenario was or was not an example of sex-
ual harassment and were asked to provide their personal def-
inition of sexual harassment. While most research on per-
ceptions of sexual harassment is based on data collected in
the United States, these researchers explored this issue in a
cross-cultural perspective. Many studies of sexual harass-
ment have found that women are much better at recognizing
it than men. Pryor and colleagues sought to explore both
gender differences and cross-cultural differences in recogniz-
ing sexual harassment.

Questionnaires were initially written in English and
translated into Portuguese (for the Brazilian sample) and
German. Volunteers read the following scenario and were
then asked about the degree to which the interaction repre-
sented an example of sexual harassment.

Professor J. W. teaches a senior seminar class at a
large state university. Sandra is one of the students
currently in that seminar. Early one evening, Professor
J. W. encounters Sandra walking across campus. After
talking about a research paper she wrote in his class
for a short while, Professor J. W. asks Sandra to join
him for dinner in the coming weekend. (Pryor et al.,
1997, p. 515)

Subjects were asked to rate the degree to which they felt
this did or did not represent sexual harassment, using a 7-
point scale in which point values ranged from “definitely not
sexual harassment” with a point value of 1 to “definitely sex-
ual harassment” with a point value of 7.

Among students in the American sample, women were
more likely than men to evaluate this scenario as an example
of sexual harassment. Interestingly, these researchers found
the opposite effect among students in the Brazilian sample, in
which men were more likely to see this scenario as an exam-
ple of sexual harassment. When providing their personal def-
initions of sexual harassment, both female and male Brazilian

students were much more likely to see the invitation to din-
ner as “relatively harmless sexual behavior” than their Amer-
ican counterparts and to focus less on the power differential
between professor and student or the discriminatory aspects
of the request. The German and Australian subjects both
viewed this scenario negatively and saw it as a clear example
of sexual harassment, but there were no differences between
the female and male subjects in these two groups. In general,
there were no major gender differences in the way women
and men evaluated sexual harassment in the Brazilian, Ger-
man, or Australian samples.

While the American subjects in this study were aware of
both EEOC and university standards regarding sexual ha-
rassment, undergraduates in Brazil, Germany, and Australia
were more influenced by the policies of their universities
than by any government regulations. Perhaps because the
Thomas-Hill case dramatically affected the way Americans
think about harassment, we are more likely to be aware of
governmental laws and standards about these behaviors.
These writers introduced the reasonable woman standard by
which behaviors potentially indicating sexual harassment
might be judged: would a reasonable woman react to specific
behaviors as harassment? Apparently, a reasonable woman in
the United States might not judge behavior by the same stan-
dards as her peers in other countries.

Barak (1997) examined the literature on sexual harass-
ment in many different countries. This cross-cultural analy-
sis included data from Australia, Austria, Belgium, Canada,
former Czechoslovakia, Denmark, Egypt, Finland, France,
Germany, India, Israel, Italy, Japan, Luxembourg, Mexico,
Netherlands, New Zealand, Northern Ireland, Norway, Pak-
istan, Portugal, Russia and the former USSR, Spain, Sweden,
South Africa, Switzerland, the United Kingdom, and the
United States. Because research on sexual harassment carried
out in these countries has involved highly diverse methods,
samples of subjects, methods of interviewing or questioning
subjects, terminology, guarantees of confidentiality, and sta-
tistical analyses, it is virtually impossible to compare the
prevalence or manifestations of sexual harassment with these
cross-cultural data. Further, the manifestations and variety of
behaviors that might be called sexual harassment are also ex-
tremely diverse. Barak concludes this analysis by noting that
virtually all important information about sexual harassment
comes from economically developed, industrialized nations.



out with the men in sample 2. Lewd comments and negative comments about men proved to
be the most “upsetting” forms of sexual harassment in this group of subjects, with unwanted
sexual attention ranking third.

One of the most important findings to emerge from this study are the facts that male-to-
male sexual harassment may be far more common that most people think and that this form
of sexual harassment is rarely reported in the media. In addition, although quid pro quo sex-
ual harassment is common among females, it is relatively unknown among men. Men in these
samples evaluated harassment taunting them to behave in more masculine ways as particu-
larly distressing. Although quid pro quo and hostile environment sexual harassment have
been punished by the courts, demands for conformity to masculine roles have not, and it is
doubtful whether they are amenable to legal penalties. Interestingly, another study that ex-
plored male sexual harassment (DuBois, Knapp, Faley, & Kustis, 1998) interpreted many in-
stances of male-to-male harassment as examples of “hazing,” a form of bullying.

Current State of Laws Concerning Sexual Harassment
Legal opinions on sexual harassment seem to be debated daily and will likely be a focus for
the courts for many years to come. Three decisions handed down by the United States
Supreme Court in the summer of 1998 are of particular importance. Lavelle (1998) writes
that these are likely to foster a number of changes in educational and workplace environ-
ments. For example, in the past, the person being harassed had to demonstrate that she re-
sisted the harassment and because she did so her income, job duties, and advancement were
adversely affected. But in 1998 the court ruled that sexual harassment has occurred even if
the person being harassed has been treated well and suffered no apparent professional ad-
verse consequences as a result of resisting the harassment. Secondly, in the past, managers
who were unaware that one of their employees was harassing another employee were gener-
ally not responsible for the actions of the perpetrator. However, current law now holds that
the manager can indeed be responsible for an employee’s sexual harassment unless the com-
pany has a clear, strong sexual harassment policy. Finally, the Supreme Court ruled that if a
person feels that they have been sexually harassed, it is not sufficient to tell just anyone about
it in order to make it a matter of record. The person being harassed must inform a responsi-
ble individual within the organization who is in a position to do something about the com-
plaint.

Sexual Abuse

Sexual abuse involves criminal behavior, as was introduced in the previous chapter’s discus-
sion of pedophilia. Because Chapter 18 discusses sexual abuse as a paraphilia, this chapter
will examine other aspects of sexual abuse. There are no simple explanations why some peo-
ple sexually abuse others, and there is much debate about why the victims of sexual abuse
don’t always report being victimized. The connection between coercion and abuse on one
hand and our most intimate sexual selves on the other is both perplexing and provocative.
Women and men of all ages are vulnerable to sexual abuse. According to Putnam (2003), in
the year 2000 (most current data available), child sexual abuse accounted for 10% of all fully
reported cases of child abuse. Putnam estimates that each year there are about 88,000 “sub-
stantiated or indicated” cases of child sexual abuse. This writer notes that there are still few
large surveys carried out which attempt to determine accurate figures for the prevalence of
child and adolescent sexual abuse.

Short-Term Consequences of Child Sexual Abuse
Although some children report that sexual contact with adults has neutral or even beneficial
effects, generally these behaviors can have adverse short- and long-term consequences for the
child. Even though sexual abuse does not always have prompt, detrimental outcomes for the
child, subtle problems are often apparent. McLeer, Dixon, Henry, Ruggerio, Escovitz, Niedda,
and Scholle (1998) studied a sample of 80 subjects between 6 and 16 years of age who were
referred to the investigators by the Philadelphia Department of Human Services. None of
these youngsters actually seemed to need clinical assistance as a result of the abuse experi-
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ences. All acknowledged that they had been sexually abused, and the abuse had been revealed
and stopped in the previous 30 to 60 days. These researchers found that posttraumatic stress
disorder was diagnosed in 36.3% of the youngsters who had been sexually abused; these chil-
dren were preoccupied with vivid, unpleasant, recurrent memories of their abuse experi-
ences. These subjects also experienced as much clinically apparent anxiety and depression as
those subjects with more obvious psychological problems resulting from their abusive expe-
riences (Fig. 19-15).

Hall, Matthews, and Pearce (1998) studied sexual behavior problems children developed
presumably as a result of being sexually abused. Chapter 12 discussed many aspects of nor-
mal sexual development in children, and it is reasonable to consider whether being sexually
abused might disturb this regular pattern of sexual development. Hall and her colleagues ex-
plored this question. These researchers collected data from 100 sexually abused boys and
girls between the ages of 3 and 7 years. These subjects were grouped into three categories:
those who were apparently developing normally with respect to sexuality, those whose be-
havior revealed problems in sexual interest and expressiveness, and those who were engag-
ing in inappropriate contact and touching with others. The children in the third group had
more interpersonal sexual problems. Hall and her colleagues found that four factors seemed
to predict whether a sexually abused child would later have problems with sexual develop-
ment. In general, those children who were most likely to experience difficulties in sexual de-
velopment as a result of their sexual abuse had the following characteristics:

1. They become sexually aroused during abusive experiences. This is not uncommon.
Many perpetrators take special pains to create trust and feelings of safety with their vic-
tims, who become excited or aroused during episodes of abuse.

2. Children who are treated sadistically during abusive experiences are likely to have
long-term problems with their sexual development. In this case, the abuser not only
creates fear and anxiety in the victim, but also relieves that fear and anxiety by “free-
ing” the child from the abusive situation. These feelings of fear and relief have been
called a “trauma bond” and are an example of negative reinforcement. If children be-
come excited or aroused during abusive experiences they may also experience a sense
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FIGURE 19-15 Many books have been written to sensitize children to situations that may lead to sex-
ual abuse. Teaching children about this issue without frightening them is not always easy.



of shame. Interestingly, when children are molested
rarely and the episodes are painful, they find it much
easier to put the experience behind them.

3. When a child has experienced harsh physical punish-
ments in their family of origin, this more or less sanc-
tions the use of force in attempts to control the child’s
behavior, even much later when the child has become
an adult. Yet this abuse can be emotional as well as
physical, and its long-term effects are very much the
same.

A subtle but important finding implicit in this research is
that sometimes children who experience sexual abuse and
adolescents who report these experiences are in a father-
absent home. This may make a child at risk of abuse from
other males in the household or may be associated with a
number of emotional vulnerabilities in the child. The re-
search of Hall and her colleagues directs attention to children
who are most likely to suffer the long-term effects of child
sexual abuse. Knowing that a child has been sexually abused
can help a counselor or therapist later on if that individual
has any psychological or sexual problems (Fig. 19-16).

Sometimes the consequences of child sexual abuse are
immediate and obvious. In many instances, children who are sexually abused by adults con-
tract STDs as a result. The diagnosis of an STD may be the first sign that sexual molestation
has occurred (Hammerschlag, 1998). In a few cases, STDs may result from infections ac-
quired congenitally, and these may go undiagnosed for a long period of time, in some cases
up to 3 years. This is especially true in the case of chlamydia. Recent research has demon-
strated that screening tests for chlamydia have not been widely used in children. Further, bac-
terial vaginosis has been diagnosed in children who have and have not been sexually abused
(Hammerschlag, 1998), and the techniques used to diagnose this disorder in adults have gen-
erally not been used in children. At this writing, researchers are still uncertain about how fre-
quently HIV is transmitted to children by sexual abuse, nor are they certain about which chil-
dren should be tested for the virus. Diagnosing an STD in children involves several
unanswered medical and legal questions (Fig. 19-17).

Sexual Abuse of Boys
Holmes and Slap (1998) reviewed the literature on sexual abuse of boys between 1985 and
1997. They focused on studies that analyzed the abuse experiences of at least 20 boys and
that used sound research designs. They reviewed 166 different investigations that summa-
rized data from 149 samples of sexually abused boys. These investigators characterized the
boy at highest risk of sexual abuse as being under the age of 13, non-Caucasian, of low so-
cioeconomic status, and not living with his biological father. Most abuse was perpetrated by
older males known to but unrelated to the child. Most often, the abusive episodes took place
outside of the child’s home. In most cases, oral or anal penetration took place, and perpetra-
tors repeatedly abused their victims. Commonly these boys later became involved in sub-
stance abuse. As Hall’s data revealed, these boys often exhibited problems in sexual develop-
ment. This literature review emphasizes that sexual abuse of boys is “common,
underreported, underrecognized, and undertreated” (Holmes & Slap, 1998, p. 1855).

Long-Term Consequences of Child Sexual Abuse
Just as few people would feel comfortable acknowledging their submissiveness in the face of
aggressive intimate gestures, so too many would be troubled about revealing that they have
been sexually coerced, exploited, or victimized or that they had engaged in nonconsensual
sex. It is remarkable when someone who has been a victim reveals the fact publicly. In 1984,
Florida Senator Paula Hawkins was to deliver the welcoming address at the National Con-
ference on Sexual Victimization of Children, but as the attendees took their seats she said
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FIGURE 19-17 Enlarged pho-
tograph of a lacerated hymen
of a toddler. Sexual abuse of
children is often a violent
crime with serious injuries.

FIGURE 19-16 One informa-
tive way to determine the ac-
curacy of a child’s memories
surrounding alleged child sex-
ual abuse involves the use of
dolls. Children are asked to
point to parts of the doll’s
body and indicate the nature
of possibly abusive actions re-
lated to those areas of the
body. 



something of far more personal importance. Senator Hawkins said, “When I was five years
old, I was abused by a neighbor, a man around the corner” (Time, May 7, 1984) (Fig. 19-18).
The 1,300 listeners fell silent and were astonished by her courage in making this statement.
The Senator went on, “I told my mother. Fortunately, she believed me. . . . We went to court,
and I was one of the witnesses. But the man was let go. The judge decided that children had
to be lying” (p. 27). At the time she revealed this episode, Senator Hawkins was 57 years old
and had never told anyone about the incident, not even her husband. She hoped that her rev-
elation would make it easier for parents to believe their children about such incidents when
they report them. Since commonly the victim of sexual exploitation or coercion feels that
they somehow provoked the behavior that victimized them, courageous statements like those
of Senator Hawkins are important to the thousands of individuals who may feel responsible
in some way for their circumstances.

Memories of child sexual abuse are usually extremely unpleasant and may last through-
out a person’s life. This fact raises an interesting question: when the victim is asked to re-
member and recount the particulars of an abuse experience, might this stir up old, terrible
recollections that could make it even more difficult to understand the event and put it in its
proper perspective? This issue was studied by Walker, Newman, Koss, and Bernstein in 1997.
These investigators were interested in the long-term impact of sexual abuse and administered
a questionnaire to 500 randomly selected women in a health maintenance organization.
Among other questions, these subjects were asked to respond to inquiries concerning any
previous history of sexual, physical, and emotional abuse or neglect. They were also asked to
report how they felt about answering these questions. Importantly, most of these respondents
noted that they were not especially distressed about being asked these questions, implying
that these types of research tools are accepted well by respondents rather than interpreted as
provoking powerful, terrible memories. This is a good example of a research problem in-
volving ethical discussion about the appropriateness of certain questions and how they might
be perceived by subjects.

Much literature has described the highly diverse consequences of sexually abusive expe-
riences. Sheldon and Bannister (1998) pointed out problems faced by survivors of child sex-
ual abuse. These include the denial that the event(s) ever occurred, fear of reporting the
abuse, the inability to stop thinking about the abuser as a powerful, controlling person, and
continued feelings of female inferiority when the abuse involved girls. Often these thoughts
and feelings become manifest in posttraumatic stress disorder, described earlier. In working
with adults who were sexually abused as children, many counselors consider “breaking the
silence” a critical step in the victim’s recovery. As the issues of power and control are often
an important part of an abusive experience, they are also issues of extreme importance in the
counseling relationship. For this reason, therapists often face the same interpersonal com-
munication challenges that were involved in the original abusive experience. Those who treat
adults who were sexually abused as children must make every effort to reassure the client that
she or he is a full, active partner in the therapeutic process and that the counselor will not be
playing a powerful or controlling role in counseling. Many people who seek counseling be-
cause they have been sexually abused don’t know very much about sexual abuse in general
even though they know a lot about their own personal experiences. Therefore therapists must
often teach their abused clients basic facts about sexual abuse, similar to what is described in
this chapter. The issue of the therapist’s sex has also been debated. While some researchers
believe that a male therapist should not work with women who have been sexually abused
by men, others claim that it doesn’t matter very much.

In recent years group therapy has proved especially effective for helping adults come to
terms with child sexual abuse experiences (Sheldon & Bannister, 1998). A group of individ-
uals with common experiences is often very helpful in getting members to explore the rea-
sons they have kept their experiences a secret, their current mistrustfulness toward certain
individuals, their feelings of isolation, their low self-esteem, and their feelings of humiliation
and personal responsibility for the abusive experiences. Often group meetings center on is-
sues that seem problematic for most group members. These include trust, power, control,
anger, sexuality, and the loss of one’s innocent childhood (Sheldon & Bannister, 1998).

This book has repeatedly emphasized the importance of self-esteem and body image as an
aspect of one’s sexual value system (SVS). The impact of child sexual abuse on the adult’s later
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FIGURE 19-18 Former U.S.
Senator Paula Hawkins of
Florida.

Repression A psychological
defense mechanism in which a
person “forgets” highly unpleas-
ant recollections of an event
and the circumstances sur-
rounding it. Repression is invol-
untary and takes place without
a person trying to forget the
event.

Confabulation An error in
memory in which a person
confuses a recollection of
events of which they are aware
with personal involvement in
those events.



perceptions of their bodies has been studied by Wenninger and Heiman (1998). In an analy-
sis of 57 adult females who were sexually abused as children, these researchers found that
these individuals assessed their general health far more negatively than a control group of
similar women who had not been sexually abused in childhood. Survivors of sexual abuse
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Research Highlight
Are Memories of Child Sexual Abuse Accurate?

One of the most active and controversial areas of research
in child sexual abuse involves the accuracy of memories

of abusive episodes and the possibility that therapists may ac-
tually “implant” memories of abusive experience when none
in fact occurred. Importantly, when children say that they
have been sexually molested, no one should doubt the accu-
racy of their statement but should proceed on the assump-
tion that such behaviors did occur unless demonstrated con-
clusively that they did not. On the other hand, is it possible
to have been sexually abused and to have forgotten the expe-
rience? Of special interest is the question whether memories
of child sexual abuse might lie dormant for many years and
then suddenly become conscious in the recollections of the
abused individual. Although many want every perpetrator
punished to the fullest extent of the law, others worry about
accusing, convicting, and punishing someone who may in
fact be innocent. Lawsuits have cropped up everywhere, and
some therapists have been sued and found guilty of influenc-
ing their clients to fabricate recollections of sexual abuse
when none occurred. While much media attention is given to
accusations of sexual abuse, far less is presented later when a
supposed perpetrator is found innocent. Lives, careers, and
reputations can be ruined by allegations that are not sup-
ported in court.

Loftus (1993) summarized the primary literature and
concluded that the creation of false memories is not at all
unusual or difficult to achieve under laboratory circum-
stances; in fact it is quite common. Nonetheless, genuine
memories of child sexual abuse can also fall below an indi-
vidual’s level of awareness. Studies on this issue do not yield
consistent data. For example, Briere and Conte (1993) found
in a large sample of 450 subjects receiving therapy for child-
hood sexual abuse that 59% said that there had been times
before age 18 when they could not remember the abusive ex-
perience(s). In a similar study published in 1998, Epstein
and Bottoms reported the results of survey data from over
1,700 female young adults. These subjects were asked about
childhood sexual abuse, the persistence of their memories of
these events, and whether they had been influenced by oth-
ers who tried to persuade them to acknowledge a history of
child sexual abuse. Very few of the subjects in this study re-
ported that they had forgotten their abuse, even temporarily.

Why might therapists persistently try to uncover “forgot-
ten” memories of child sexual abuse, even when, perhaps,
none occurred? Part of the answer to this question may lie in
the powerful influence of Freud’s theory on the way we think
about many different sexual issues today. Recall that accord-
ing to Freud, any experience that creates much anxiety will
cause the mind to find some way of defending itself against

the highly unpleasant recollections. One such defense mech-
anisms is repression, and there is reason to believe that some
people who have been sexually abused as children stifle any
memories of it simply because it would cause too much anx-
iety to remember it. When a therapist believes that her or his
client may be repressing some important memory, some
memory that might help clarify the client’s current psycho-
logical complaints and problems, they are likely to try their
best to find out what that memory is. In the process of doing
this, they may plant the seeds of events that never took place.
It is not known exactly why this happens, but apparently it
happens often enough to cause heartache for many adults
who are completely innocent of child sexual abuse.

People may confuse memories of events they have heard
about with memories of events in which they were personally
involved. Memory experts call this confabulation, and it is
quite common in everyone. Accurate memories are highly
detailed and distinctive, however, and these attributes of au-
thentic memories do not change over time. In contrast, false
memories often lack the detail and distinctiveness of real
memories, and their content often changes with continued
clinical probing. Still, people often have difficulty separating
an embellished, detailed fantasy about which they have per-
haps often thought from the unembellished truth.

Dr. Elizabeth Loftus, one of the world’s
best known researchers in the field of eye-
witness recollections and victim’s memo-
ries, frequently testifies in court cases.



had extremely negative “body self-esteem” and similarly saw themselves as far less attractive
sexually than the subjects in the control group. These differences between abused women
and non-abused women were significant even after controlling for the influence of body
weight.

In 2003, Frank W. Putnam published a 10-year research update on the effects of child sex-
ual abuse. This literature review reveals several important and consistent consequences of
this major social problem. Following are some of the more important findings of this work:

1. Estimates of the number of sexually abused children who become sexually abusive par-
ents is often inflated. About one in three such children will eventually sexually abuse
their own children.

2. Major depression in adulthood is a common consequence of child sexual abuse, and
this has been substantiated in many studies.

3. A history of child sexual abuse is later strongly associated with high arrest rates for sex
crimes and prostitution, regardless of the individual’s gender.

4. Sexually abused adolescents are at a substantially increased risk of an unanticipated
pregnancy.

5. Sexually abused adolescents are far more likely to engage in high-risk behaviors which
increase the chances of HIV transmission.

6. Child sexual abuse is powerfully associated with impulse control problems, problems
with socialization, and difficulties in regulating and expressing emotions later in adult-
hood.

Putnam also emphasizes that in those cases in which child sexual abuse is discovered, this
does not always lead to the end of the abuse or an end to the child’s suffering. In fact, this au-
thor notes that children who voluntarily tell others that they have been sexually abused gen-
erally receive less psychological or medical treatment and emotional support than those chil-
dren whose abuse is discovered accidentally.

To analyze the literature on child sexual abuse and its effects on individuals later in life,
Rind, Tromovitch, and Bauserman (1998) carefully evaluated almost 60 different studies that
explored the impact of child sexual abuse on women in college. The data overall revealed that
although women who had been sexually abused as children were, on average, somewhat less
well adjusted psychologically than those who weren’t, the individual’s family environment
was a far more powerful predictor of these adjustment problems than were sexually abusive
experiences. Women’s self-reports about sexual abuse revealed that a negative impact did not
occur in all abused women, nor were the effects of these experiences particularly strong. Ad-
ditionally, men who had been abused experienced fewer negative emotional consequences
than women. This analysis further emphasizes the differences between the public’s percep-
tions of the effects of child sexual abuse and research findings.

The Rind et al. study set off a major, and unusually political, controversy. Virtually no seg-
ment of society wanted to accept the idea that sex between adults and children had anything
but harmful consequences. In fact, the Congress of the United States and the American Psy-
chological Association (which published this analysis) both condemned it. According to
Spiegel (2001), the Rind et al. study had a number of major flaws. Specifically, only the ques-
tionnaire responses of college students were included in this study. This means that only rel-
atively advantaged individuals were included in the original sample, and they were assessed
on a single occasion late in adolescence or early in adulthood. Therefore, the long-term ef-
fects of child sexual abuse could not be fully reported in the Rind et al. study. Secondly, Rind
et al. selected less severe instances of child sexual abuse; cases of serious trauma were not
represented in their sample. Third, many important consequences of child sexual abuse, such
as posttraumatic stress disorder, were not included in the subjects included in this study. Fi-
nally, and perhaps most surprisingly, Rind et al. stated that it is possible and common for chil-
dren to give or refuse “simple consent” to engage in sexual behaviors with adults. It is uni-
versally accepted among social and behavioral scientists and clinicians that children in fact
are not empowered to give informed consent to these behaviors. In conclusion, Spiegel
(2001) believes that the Rind et al. analysis, “. . . studied elite, high functioning samples, in-
cluding mild ‘abuse’ events, excluded those events serious enough to preclude college ad-
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mission, and failed to assess the full range of possible outcomes” (pp. 104-105). This con-
troversy is a fine example of the need for critical thinking, as discussed in Chapter 10.

An additional issue deserves some discussion. Sexually abused children live in a family,
of course, and the family is generally the focus of the relationship between the individual
and the wider psychosocial environment. Here we are referring only to abuse perpetrated by
individuals outside the child’s nuclear family. Ray and Jackson (1997) investigated whether
a close, supportive family might lessen the impact of sexually abusive experiences, and
whether nonsupportive, noncohesive families might magnify the negative outcomes of child
sexual abuse. No clear-cut relationship emerged between the nature of family organization
and support and the long-term outcomes of child sexual abuse. Yet these researchers found
that victims of child sexual abuse may have coped better with their experience or experi-
ences because they lived in a close, structured, supportive family and that children who
don’t live in this kind of a family might have more trouble adapting to their abuse. Perhaps
this helps explain some big differences in the way adults cope with their abusive experi-
ences.

Incest
We have already noted that the victim of child sexual abuse is frequently acquainted with the
perpetrator and sometimes related to that individual. Although the physical acts entailed in
incest do not differ from those of other child sexual abuse, the close family ties and constant
domestic proximity between the victim and the perpetrator make incest a special case of child
sexual abuse (Fig. 19-19). Johnson (1983) estimated that at least one million cases of incest
occur each year in the United States, but only approximately 10% of these are reported to law
enforcement authorities. Forward and Buck (1989) define incest as “any overtly sexual con-
tact between closely related persons or between persons who believe themselves to be re-
lated.” By this definition, in-laws who may assume responsibility for a child also are said to
engage in incest even though they are not biologically related to the child. Taboos against in-
cest have developed in virtually every world culture that has been studied. Because of the
close living arrangements in which incest often occurs, the victims of incest often have feel-
ings of helplessness about a situation in which they typically feel trapped. Father-daughter,
mother-son, and sibling incest are the most common varieties. In the case of parent-child in-
cest, these behaviors are plainly illegal. The child cannot be said to consent to the sexual acts
because of the older age of the parent, the powerful caretaker role of the parent, and the par-
ent’s capacity to use deception and trickery to coerce the youngster to participate in sexual
acts (Finkelhor, 1994). Despite possible cross-cultural differences, a study of incest carried
out in Brazil isolated a number of predisposing risk factors that may play a role in the intra-
familial sexual victimization of children: 

1. Problems of family structure
2. Extreme poverty
3. Mother’s incapacitating illness
4. Mental illness in the aggressor
5. Extreme violence in the family environment
6. Social interaction difficulties
7. Multiple victims
8. Incest recurrence in the family
9. Mental retardation in the victim

—Flores & Mattos, 1998

Although the presence of one or more of these factors does
not indicate a high probability of incest occurring, these fac-
tors can sensitize social and behavioral scientists, mental
health workers, and law enforcement authorities of an ele-
vated risk of child sexual victimization in some families. In
those rare cases in which a child is born as the result of an
incestuous union, there is an increased risk of mental and
physical abnormalities thought to result from the influence
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FIGURE 19-19 The movie
Chinatown, starring Jack
Nicholson (left) and Faye
Dunaway (right), is one of
the few films that explores the
complex nature of an incestu-
ous father-daughter relation-
ship. An aging John Huston
plays Ms. Dunaway’s charac-
ter’s father.



of recessive genes. Retardation, physical malformations, and problems in motor coordination
are common.

Sibling incest is the most common form of incest, followed in frequency by father-
daughter and mother-son sexual contact, respectively (Waterman & Lusk, 1986). Sibling in-
cest is typically instigated by the brother, or older male in cases of same-sex contact. Often,
siblings do not see their behavior as unnatural. Father-daughter incest often begins with ca-
sual, affectionate touching and then proceeds to more explicit breast and genital touching
and then vaginal and/or anal penetration. Alcohol is sometimes but not always involved.
Some men approach their daughters sexually if they feel rebuffed sexually by their wives.

Because mother-son incest is the rarest form of incest, less is known about it. One 
study examined 13 men who had been sexually abused by women, seven by their mothers
(Etherington, 1997). Although seven case studies are not a very large sample, mother-son in-
cest is so rare that this study can give us at least a glimpse into the dynamics and conse-
quences of this type of incest. None of these subjects were studied because they approached
mental health professionals with psychological complaints; all responded to newspaper ad-
vertisements for adult survivors of child sexual abuse (a common, ethical way to create a pool
of subjects). All seven reported difficulties in the process of male socialization, and all had
developed psychological defense mechanisms that protected them from anxiety-provoking
interactions with women. As with other forms of incest, the long-term effects of mother-son
incest can be very troubling in later life.

In a study of the long-term effects of incest on women, Newman and Peterson (1996)
found very high levels of anger in a sample of 68 subjects. When their fathers were the per-
petrators of the abuse, these subjects expressed very high levels of anger toward both their
mothers and fathers. They were angry with their fathers for obvious reasons, but they were
also especially upset that their mothers seemed to have condoned the abuse or at least refused
to acknowledge that it was happening. The anger these subjects experienced also had many
diffuse, nonspecific characteristics; these subjects were generally angry about many things,
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Other Countries, Cultures, and Customs
Sexual Trauma Among Chinese Children and Adolescents in Taiwan

W e have repeatedly emphasized that the manifestations 
and meanings of sexual behaviors can vary much de-

pending on the culture in which they occur, and this is true
as well about sexual abuse of children. In China powerful pa-
triarchal traditions exist as well as the belief that female
chastity is especially important, and within this context
Tsun-Yin (1998) analyzed the impact of child and adolescent
sexual abuse. An estimated 4,200 cases of child sexual abuse
take place each year in Taiwan, or 42% of the total number of
sexual abuse and/or assault incidents. Even more than in the
West, child sexual abuse has been a “taboo and silenced issue
for centuries in Chinese society” (Tsun-Yin, 1998, p. 1014).
In this society men have traditionally and without question
exercised almost total control over female sexual expression
and have created a psychosocial environment in which there
is enormous condemnation for the premature loss of a
woman’s virginity. This investigation included detailed,
lengthy interviews with 19 young women who had been sex-
ually abused as children, some only once and one repeatedly
for a period of 10 years. In 5 cases, the perpetrator was a
stranger, but in all the rest the victim knew the abuser.

With virtually all these subjects, feelings of betrayal and
disempowerment were obvious in their judgments about the

impact of the abusive experiences, and in this sense these
Chinese women do not differ from their counterparts in the
United States. However, feelings of stigmatization were espe-
cially powerful and prominent in the Chinese subjects. They
all reported profound feelings of guilt and shame over the
loss of their virginity by sexual victimization. These Chinese
women had uniformly low self-esteem and felt very different
from other young women, so different in fact that they felt
like outcasts in their culture. They commonly isolated them-
selves, and many reported serious problems in their inter-
personal relationships. The path to recovery from child sex-
ual abuse therefore seems more complex and tortuous in
Taiwan than in North America, although it is never easy. Sur-
vivors of child sexual abuse in Taiwan seemed to manifest a
polarized sexuality, that is, they were either highly fearful or
even phobic about sexual feelings and intimacy or they were
frequently preoccupied with their sexual feelings and often
behaved in openly promiscuous ways. All of these women
expressed deep feelings of anger, mistrust, and betrayal to-
ward other people, especially men.



and when compared with a control group of women who were not incest survivors, these dif-
ferences were consistent and significant. Another interesting finding by Newman and
Peterson was that female survivors of incest who were sympathetic to feminist ideals and
those who had received psychotherapy were apparently more angry than those who had not.
Apparently, holding feminist beliefs and having explored their incest with a therapist seemed
to facilitate the expression of their hostility and made them more comfortable about reveal-
ing their outrage.

People often have difficulty believing that the spouse of a perpetrator of incest did not
know about the abuse or failed to act to stop it. This is an extremely complex subject. Craw-
ford, Hueppelsheuser, and George (1996) studied 132 perpetrators of incest, 155 spouses of
incest perpetrators, and a control group of 100 women in an attempt to discover the charac-
teristics of women who were married to men who sexually abused their children. These re-
searchers found that the spouses of incest perpetrators had a number of maladaptive com-
pulsive behaviors of their own that suggested that the abuser was controlling or influencing
his spouse to refrain from stopping him. Further, spouses of incest perpetrators in this study
seemed to support the perpetration of the incest through either active or passive acquies-
cence. Finally, this research demonstrated that in this sample of subjects both the incest per-
petrators and their wives were highly likely themselves to have suffered physical, emotional,
and sexual abuse when they were children.

As in other cases of child sexual abuse, there is frequently a public outcry about the ex-
ploitation and injury inherent in incest, and this is often reflected in the ways in which pro-
fessionals react to perpetrators. Trute, Adkins, and MacDonald (1996) presented clinical case
studies to community mental health professionals, police officers, and child welfare workers
in an attempt to find out if these groups favored treatment or punishment of incest perpetra-
tors. In a sense, this study sought to determine if these groups viewed incest perpetrators as
mentally ill or as criminals. Community mental health workers and child welfare workers
were more likely to see the perpetrator as mentally ill, whereas the police plainly saw him as
a criminal who should be punished. However, all groups supported the clinical assessment
and treatment legally required by the court system.

One unfortunately common example of child sexual abuse is obvious in the number of
such allegations in legal disputes over child custody in the event of a marital separation or
divorce. In a sense, this may be an example of an accusation of incest which becomes appar-
ent during or after the end of a marriage. It is important to remember that while a parent or
child may make such an accusation, the perpetrator is not necessarily a biological parent of
the child. Bow et al. (2002) evaluated a relatively small number of questionnaires (84) com-
pleted by clinical and forensic psychologists. The most important finding to come out of this
research was that only about one-third of these respondents reported that they evaluated
cases of suspected child sexual abuse by using a specific “formal protocol, model, or guide-
lines.” In other words, there was little consistency in the way mental health professionals as-
sessed these accusations, and similarly little uniformity in the ways clinical or legal recom-
mendations were made. Questionnaires specific to sexual abuse in child custody disputes
were rarely used. The research of Bow et al. points to the need for a widely applicable, com-
prehensive model for the appraisal of these difficult and contentious accusations, and in part
their work represents a first attempt to do so.

Sexual Abuse by Therapists
Sexual abuse occurs in domestic settings, in preschools and elementary schools, and in other
settings as well. Studies have explored the nature and prevalence of sexual abuse in settings
in which psychiatric care is administered. Sloan, Edmond, Rubin, and Doughty (1998) sur-
veyed licensed clinical social workers in Texas. In their sample of 450 subjects who replied
to a mailed questionnaire, 17% of respondents had provided therapy to at least one client who
had been involved in sexual activities with a psychotherapist at some time during the past 12
months; 5% had provided therapy to more than one client who had been involved with their
therapist. Social workers at all levels and working in a variety of therapeutic settings worked
with victims of professional sexual exploitation at some time in the previous 12 months. With
more than 12,000 social workers in Texas alone, these data indicate that approximately one
in six social workers is likely to work with victims of professional sexual exploitation by a
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psychotherapist in any given year. As a deterrent to this type of unprofessional behavior, the
Texas legislature passed a law defining this type of activity as nonconsensual sexual assault
and a second degree felony. Additionally, these offenses must be reported to civil authorities
for prosecution.

Borruso (1991), assessing these issues from a legal perspective, raises some interesting
questions and makes an important recommendation. This writer emphasizes that despite the
fact that all professional organizations have a code of ethics that prohibits sexual contact be-
tween therapists and their clients, the boards responsible for licensing therapists do not have
sufficient legal authority to discourage or prevent this behavior. There is no requirement in
many states that a person become licensed to practice therapy, and therefore licensing boards
have no authority to censure or punish unlicensed therapists who engage in sexual activities
with their patients (Fig. 19-20).

Borruso believes, however, that all states should adopt a uniform statute applying to both
licensed and unlicensed therapists that makes it a criminal offense to have sex within the
therapist-client relationship. Further, the client’s participation in sexual activities with (usu-
ally) her therapist should not be interpreted legally as if she consented.

What Should Be Done With Sex Offenders?
Sexual abuse of children and teenagers is a terrible thing, and sometimes the consequences
last a long time. But as there are issues related to the victim, so too are there issues related to
the perpetrator. Why do adults sexually abuse children? Were sexual abusers themselves
abused as children? Can a child molester ever be cured of a compulsion to victimize young
people? If child molesters receive psychotherapy, how frequently will they again victimize
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    The American Psychiatric Association declares emphatically 
in its code of ethics that sexual contact between psychiatrists 
and their patients is unethical...

    During psychotherapy, therapists often explore their patients'
deepest needs, desires, and fears.  The intimacy and intensity of the
trusting relationship they form with their patients - so necessary to a
positive outcome - may give rise to the whole range of human emotions,
including sexual feelings.

    Psychiatrists are bound by professional codes of conduct never to
act on those feelings to satisfy their own needs...

    A therapist who gratifies his or her own needs by exploiting a
patient's vulnerability destroys the trust essential to treatment.
Therapist sexual exploitation intrudes the doctor's personal desires
into the patient's world of hopes, fears, and guilt and deprives the
patient of needed therapy.  It can deepen the pain and confusion a
patient feels, lead to additional psychiatric problems, and complicate
treatment by [a] subsequent therapist...

FIGURE 19-20 The American
Psychiatric Association has
published an explicit “fact
sheet” that outlines the orga-
nization’s position on
patient/therapist sexual con-
tact.



youngsters? Are there any effective treatments for child molesters? While there are no clear,
unequivocal answers to these important questions, they are important areas for basic and ap-
plied research.

Dhawan and Marshall (1996) studied the backgrounds of men in jail who had been con-
victed of various sex crimes. This group included 45 men: 29 rapists, 9 child molesters un-
related to their victims, and 7 men found guilty of father-daughter incest. The purpose of this
study was to try to find out if sexual abusers were sexually abused as children. These subjects
had either completed a course of psychiatric treatment or were currently receiving therapy.
Questionnaires and interviews were used to explore their backgrounds. While the results of
this study point to frequent sexual abuse in the childhoods of these perpetrators, there was
clearly no direct cause-and-effect relationship. Of the 29 rapists in this sample, 18 were sex-
ually abused as children, and 8 of the 17 child molesters and incest perpetrators had been
similarly abused. In a control group of 20 nonsexual offenders, only 4 of the subjects had
been abused as children. Overall, a statistical analysis of these data revealed that having been
sexually abused as a child put a man at a significantly increased risk of becoming a perpetra-
tor himself. But again, this is not a clear cause-and-effect relationship, only a statement of a
statistical association. In almost 80% of these subjects, the perpetrator of their child sexual
abuse was a man. More than four of five abusers reported that they had been sexually mo-
lested repeatedly, and 69% reported that they had been victimized by more than one perpe-
trator. Genital fondling was the most frequently reported abusive behavior. The abused per-
petrators generally reported that their childhood experiences were unpleasant and had a
powerful long-term impact on them. Finally, adults who were sexually abused as children
came from families with weaker organization, poor relationships, verbal abuse, physical
abuse, and parental neglect. Data like these should remind us that it is often hard to disen-
tangle the effects of child sexual abuse from the impact of disruptive family functioning.

In recent years, much attention has been given to the recidivism rate of sexual offenders,
which refers to the chances someone will again abuse or victimize others sexually after re-
ceiving a course of psychotherapy as part of his (and sometimes her) punishment for sexual
crimes. As you might be able to tell, low recidivism rates generally point to more effective
treatment strategies or perhaps to offenders who have committed less serious offenses or en-
gaged in abusive behaviors infrequently. Or perhaps offenders have learned how to better
conceal their actions. Because it is hard to compare the effectiveness of different types of psy-
chotherapy, it is similarly hard to be sure about how to predict recidivism rates for these types
of offenses. In a literature review of 61 published research reports concerning the factors that
are most likely to lead to repeat sexual offenses, Hanson and Bussiere (1998) found that in
an analysis of over 23,000 cases of sexual abuse reported in research articles between 1943
and 1995, recidivism rates were relatively low: 13.4% of these cases involved repeat offenses
in the 4 or 5 years these individuals were followed. Yet these researchers believe this recidi-
vism figure may be low owing to the fact that many cases of child sexual abuse or violent sex-
ual crime are not reported to the authorities. We are not saying that this is an acceptable level
of repeat offense because we very much want sex offenders to completely stop their victim-
ization of others. But these authors point out that recidivism rates for nonviolent sexual of-
fenses are similar to those found for crimes of a nonsexual nature. However, these researchers
found that recidivism rates were highest with more deviant sexual offenses and when the in-
dividual had a prior arrest record for sex crimes. Additionally, when the focus of the offender’s
abuse was highly inappropriate, such as young children, recidivism rates were also high. Im-
portantly, when sex offenders failed to complete a course of treatment, the chances of their
continuing to sexually assault and/or abuse others was much higher than if they finished
treatment. These data do not support the popular belief that “once an offender, always an of-
fender.”

There is another important issue we wish to raise in connection with recidivism figures.
Even low recidivism rates are totally independent of some of the terrible long-term consequences
of child sexual abuse or violent sexual crimes. Simply stated, first offenses are terrible, even
when the question of repeat offenses might lead to encouraging data. The review of Hanson
and Bussiere also points to another aspect of sex crime recidivism. When sex offenders be-
come distressed, anxious, depressed, hostile, or suffer from other bad feelings, they are at an
increased risk of reoffending. In other words, they seem to manifest poor impulse control
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Some people believe that sex
offenders who have paid their
debt to society should be left
alone and enjoy their right to

privacy. Explain some of 
the reasons that most people
in your neighborhood might

not think this way.
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when they are experiencing subjective inner turmoil. One of the most important conclusions
of this literature review is that when sex offenders cooperate with their therapists in treat-
ment programs they are much less likely to repeat their crimes.

Hanson and Bussiere’s review of the recidivism literature included several studies carried
out in other countries. One particularly interesting approach to the treatment of paraphilic
sex offenders has been developed in the Czech Republic and has involved the treatment of
953 individuals since its inception in 1976 (Weiss, 1997). This therapeutic approach involves
three interrelated steps.

1. A group of sex offenders is formed and members are encouraged to share information
about themselves and the history of their offending behaviors. They are instructed to
describe the sometimes compulsive, uncontrollable nature of their urges and to explore
one another’s motives for engaging in these behaviors.

2. The second stage of treatment promotes self-analysis and the social, personal, and fa-
milial factors that may have been instrumental in the development of the client’s abu-
sive behavior pattern. In this stage, the focus is on the individual recognizing their in-
dependence and their responsibility for their actions.

3. Finally, in stage three, the client is offered sex therapy, often involving their partner.
Clients and couples engage in role-playing exercises and become more focused on self-
rewarding thoughts that emphasize personal accountability and self-esteem. The nature
of the client’s re-entry to society is discussed along with some of the inevitable tempta-
tions he will face.

Weiss reports that over the course of the last two decades and the treatment of over 900 in-
dividuals, the recidivism rate of sexual offending among those who have completed this pro-
gram is 17.1%, not very different from the data reported by Hanson and Bussiere.

Other data concerning recidivism are not so encouraging, and this discrepancy may be
due to different criteria being used to assess whether child molesters and violent sex offend-
ers reoffend. In a study of 136 rapists and 115 child molesters who were discharged from
treatment and/or incarceration over a 25-year period, Prentky, Lee, Knight, and Cerce (1997)
found that both types of perpetrators did indeed remain at a risk to commit similar crimes,
in some cases, even 15 or 20 years after treatment. These researchers also found that there
was good reason to believe that the reported percentages of perpetrators who had reoffended
was probably a significantly lower than realistic estimate.

Therapy for Sex Offenders
There is often much confusion and disagreement regarding the diagnosis of sexual offenders,
treatment plans to rehabilitate them, and the best way to determine whether they may sexu-
ally victimize others in the future. Physicians and social and behavioral scientists would ben-
efit from standardization in diagnosis and treatment of sex offenders. MacHovec (1994) de-
veloped a “Sex Offender Treatment Needs Assessment And Progress Summary” for evaluating
and treating perpetrators in diverse psychosocial settings. With this paper-and-pencil instru-
ment, MacHovec believes that a number of issues can be isolated and explored and appro-
priate treatment strategies formulated. It also monitors therapeutic progress and points out
future directions for clinical assistance. MacHovec isolated 10 different treatment factors that
the counselor or therapist rates on a scale using the following rating categories: 0 (none), 1
(poor), 2 (low average), 3 (average), 4 (good), and 5 (very good):

1. Responsibility/readiness, without denial, minimization or blaming; amenable to ther-
apy

2. Cognitive distortion, overcomes denial, fantasy, and avoidance
3. Deviant fantasy, knows and able to modify to socially appropriate level
4. Processes own victimization, loss, rejection, abandonment, or family dysfunction
5. Offense cycle understood, how to interrupt/control it; sexual arousal pattern, how and

when to get help
6. Impulse control: anger, power need, frustration, helplessness; improved coping skills;

meeting affective needs appropriately; role of substance abuse
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7. Remorse/empathy for victim, the victim’s family, of-
fender’s family, friends, society; restitution (victim,
community)

8. Resocialization: Appropriate life, social, and interper-
sonal skills, verbal and nonverbal, public and private;
building trust; family issues

9. Normalization: Understands what appropriate sexual
outlets, what is and is NOT considered normal, law-
ful behavior; consequences

10. Self concept, sex role, identity, and preference; appro-
priate arousal and outlet; stability and spirituality

—MacHovec, 1994, pp. 99–100

MacHovec’s classification for the diagnosis and treatment of
sex offenders seems a useful way of creating some unifor-
mity for examining the effectiveness of various treatments.
Without a consistent way of monitoring the progress of
treatment and its effectiveness, there will continue to be sig-
nificant confusion regarding highly variable recidivism rates
(Fig. 19-21).

Medical Therapy for Sex Offenders
Over the last decade, researchers have evaluated the effectiveness of drugs that may inhibit
sexual drive and interest in individuals who have been convicted of sexual offenses. The best
known of these is medroxyprogesterone acetate, or Depo-Provera. In clinical trials, some in-
volving very small samples, results do not clearly support the sexually suppressive effects of
this agent (Cooper, Sandhu, Losztyn, & Cernovsky, 1992; Meyer, Cole, & Emory, 1992). Al-
though diminished sexual interest, lowered testosterone levels, fewer sexual fantasies, and
lowered frequency and enjoyment of masturbation have all been reported with this drug,
larger samples and more consistent results are needed before Depo Provera is used more fre-
quently in the treatment of sex offenders.

Rape

Rape is the forcible sexual assault of an unwilling victim, someone who definitely does not
want to participate in the sexual interaction with the assailant. Rape is a sexual crime moti-
vated by a need for power, dominance, and intimidation. In most definitions of rape, the
rapist uses some type of physical intimidation or force, or a weapon of some type or the threat
of force. The victim’s perception of the reality or imminence of that force is central to legal as-
pects of rape. Both women and men can be raped. Spouses can be raped. Dates can be raped.
Children can be raped. Sometimes the victim knows the rapist, and sometimes he is a
stranger.

The prevalence of rape in the United States is frightening. An organization called Rape,
Abuse & Incest National Network (RAINN), a clearinghouse of information and support
about these crimes, has collected statistics about rape, which are truly troubling. According
to the U. S. Department of Justice an American woman is raped every 2 minutes. In 1996
alone, 307,000 women were raped, and in 1995 and 1996 over 670,000 women were the vic-
tims of rape, attempted rape, or other forms of sexual assault (such as sodomy). Of all seri-
ous violent crime in the United States, rape is the most likely to be unreported to law en-
forcement authorities. Some women feel deeply shameful, perhaps thinking that they may in
some way have provoked the attack. They are also extremely fearful that the assailant will be
found innocent and then find them and rape them again or commit other violence. Accord-
ing to the Bureau of Justice Statistics, about 31% of rapes and sexual assaults were reported
in 1996, and approximately two-thirds of rape victims knew the person who assaulted them.
In 1994 the Bureau of Justice Statistics data revealed that 28% of rape victims were raped by
their husbands or boyfriends, 35% by acquaintances, and 5% by other relatives.
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FIGURE 19-21 A display at
the 75th Los Angeles County
Fair in 1997 allowed Califor-
nia residents to search a sex
offender registry with over
64,000 names listed in that
state.

Depo-Provera Trade name
for medroxyprogesterone ac-
etate, a contraception injection
taken in the buttocks once
every 3 months. It is highly ef-
fective and also works to block
ovulation and thicken cervical
mucus. Depo-Provera is also
sometimes used for the chemi-
cal suppression of sex drive in
men.



A 1994 report, Violence Against Women, published by the Bureau of Justice Statistics, U. S.
Department of Justice, revealed the following data about rape in the United States:

� One of every four rapes takes place in a public area or in a parking garage.
� 29% of female victims reported that the offender was a stranger.
� 68% of rapes occur between the hours of 6 p.m. and 6 a.m.
� At least 45% of rapists were under the influence of alcohol or drugs.
� In 29% of rapes, the offender used a weapon.
� In 47% of rapes, the victim sustained injuries other than rape injuries.
� 75% of female rape victims required medical care after the attack.

—RAINN statistics, www.rainn.org, 1999

As with many aspects of human sexuality, there is much discussion and debate about the
causes, manifestations, and consequences of rape. But there is no argument that this is a very
big problem that affects the quality and security of a woman’s psychosocial environment. This
is a terribly violent crime, involving the unwanted and unwelcomed imposition of power of
one person over another. Most social and behavioral scientists agree that interpersonal sub-
jugation is more central to rape than sexual gratification for the rapist.

Data reveal that both incarcerated rapists and nonincarcerated sexually aggressive college
men have important motivational characteristics in common (Lisak & Roth, 1988). Both
overcompensate for feelings of weakness by expressing aggression against women. Both feel
a disproportionate degree of anger against women who they perceive have hurt, rejected or
slighted them. Lisak and Roth note that sexual frustration is generally not an important mo-
tivational factor in the groups they studied and emphasize that many rapists and sexually ag-
gressive college men have regular legal sexual outlets, often within the context of a marriage.
Finally, rapists and nonincarcerated sexually aggressive men have poor impulse control with
respect to their sexual urges. This may be because of a high sensitivity to sexual cues in the
environment or a character problem in monitoring and controlling their sexual feelings. Still,
it is extremely difficult to point with certainty to cause-and-effect relationships between per-
sonality characteristics and the tendency to engage in sexually aggressive acts.

Is Rape a Sexual Deviation?
In addition to rape being a sexual offense, some have suggested that it may also be a sexual
deviation (Groth & Burgess, 1977). This is not a common perspective but one worth exam-
ining briefly. A number of years ago this question received careful analysis, and current think-
ing about rapists’ motivations and actions have been powerfully influenced by this early work
(Groth & Burgess, 1977). For a long time rape had been viewed as the result more of certain
high-risk situations and circumstances than of the personality of the perpetrator. Now that
certain personal attributes are basic to the understanding of rapists, however, it seems that
such characteristics might comprise a sexual deviation. Groth and Burgess as well as many
others believe that sexual deviations involve sexual activities that are part of nonsexual per-
sonal needs. In the case of rape, this involves the need to express anger and hostility rather
than genital sexual intimacy. They believe that when force and intimidation become a part of
sexual expression, a number of nonsexual needs are involved. These investigators carried out
in-depth interviews and made numerous clinical observations of 133 sex offenders, a sizable
sample for a qualitative study. This study has educated the public about a number of com-
mon misperceptions about men who rape.

There had been a common belief that men who rape could not otherwise find sexual part-
ners. This study showed that one-third of this sample were married at the time of their arrest
and were having regular sexual relations with their spouses. Among the rapists who were not
married, most were currently involved with at least one woman (and many with more than
one) with whom they had regular sexual relations. These findings disconfirmed the hypoth-
esis that rapists are typically starved for sexual outlets. The act of rape itself did not, among
the men in this study, involve any effort to seduce or persuade their victims. Virtually all ef-
fort was given to trying to penetrate their victims. Verbal threats, weapons, physical over-
powering, and physical violence were used to subdue the victim so that an attempt at pene-
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tration could take place. Over half of the victims of these sexual assaults sustained serious
physical injuries, with 40% suffering from genital trauma. Over half of the 133 sex offenders
studied had been convicted previously of rape, and perhaps most troubling, the majority used
even more violence and force in second and subsequent sexual assaults. None of the subjects
became less assertive or aggressive in second or subsequent rapes or rape attempts.

A significant number of rapists have trouble attaining and maintaining erections when at-
tempting penetration. Others experience retarded ejaculation once they penetrate their vic-
tims, and still others ejaculate immediately. In their sample, Groth and Burgess found that
three of four of their subjects experienced some type of sexual dysfunction during the sexual
assault and attempted penetration. In their study of 92 victims of rape, Groth and Burgess re-
ported that 45 women had no sperm in their vaginas after the assault. Findings like these also
go against the idea of rape as an act of uncontrollable sexual desire.

This research also concerned the various motives of rapists. Based on their clinical expe-
rience, Groth and Burgess discriminated between men who raped because they were angry
and those who raped because of a need for power and domination of their victim in particu-
lar and perhaps women in general. “Anger rape” usually involved vicious physical violence
and much more force than was necessary to subdue the victim. During the attack, the rapist
would commonly use profanity and other abusive language and would sometimes demand
that the victim submit to degrading and humiliating acts. Anger rapes were usually not
planned beforehand. Groth and Burgess learned that anger rapists attributed to their victims
a hatred for the rejection they had suffered in interactions with other women in their lives.
The “power rapist,” in contrast, usually planned his assault carefully over a long period of
time, often stalking his victim long before he attacked her. The power rapist wants to expe-
rience feelings of domination and control over his victim. This individual wants to experi-
ence the feeling that his victim cannot reject him and must submit to his sexual demands
without question. Both types of rapists obviously still have much in common.

Groth and Burgess found that in their sample of 133 rapists, 40% had personality disor-
ders, and many others suffered from anxiety disorders. Some were even plainly psychotic
and may not have entirely been in touch with reality. Yet giving a diagnostic label to a psy-
chological disorder does not explain how a person developed the problem. These re-
searchers believe, based on their clinical interviews, that something very wrong occurs in
the development of men who become rapists, often during their adolescence. Specifically,
these men often experience “a failure to achieve an adequate sense of self-identity and self-
worth.” They point to the frustrations such a young man might experience as he tries to for-
mulate a basic masculine picture of himself and the feelings of failure and inadequacy that
sometimes result.

Groth and Burgess believe that because many of the psychological dynamics of rapists are
a result of problems in development, and because their troubling personality characteristics
are stable and enduring, there may be clinical justification for thinking of rape as a sexual de-
viation more than as the result of certain circumstances or provocations. It is noteworthy that
men who rape almost never come to the attention of counselors or therapists until after they
have committed a crime. Instead of asking for help, apparently the rapist acts out his old,
frustrating emotional difficulties (Groth & Burgess, 1977, pp. 405-406). Yet these writers also
make the important point that if we begin to see rape as the result of the perpetrator’s pathol-
ogy, we may be less likely to attribute blame to the victim.

Brownmiller’s Perspective on Rape
In 1975, Susan Brownmiller published a book that focused public attention and debate on the
nature of male-female rape. Against Our Will opened a cultural dialogue on rape that revealed
long-held misconceptions about this crime as well as its perpetrators and victims. Although
we do not agree with all of Brownmiller’s claims, her book has been important in stimulating
fruitful social discussion and analysis about rape.

Brownmiller wants the reader to understand clearly that rape victims are not always young,
attractive women, but that rape victimizes children, the elderly, and women not generally
thought of as pretty. Second, it is absolutely false that rape can be justified or defended by
claims that the victim “really wanted it.” Third, and most controversially, Brownmiller believes
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that rape has evolved over the course of human evolution as an instrument of male power and
intimidation, a terrible expression of male dominance. Brownmiller states:

Man’s discovery that his genitals could serve as a weapon to generate fear must rank as
one of the most important discoveries of prehistoric times, along with the use of fire and
the first crude stone axe. From prehistoric times to the present, I believe, rape has played
a critical function. It is nothing more or less than a conscious process of intimidation by
which all men keep all women in a state of fear.

—Brownmiller, 1975, p. 5

Brownmiller addresses an important question in human history: Why, in times of war, social un-
rest, revolution, genocide, or abuses of law enforcement has rape always been a basic instrument
of interpersonal coercion and punishment? Why have dominant races and religions turned a
blind eye to the rape of women who are members of minority races and religions? Why is the
victim often “on trial” herself? Brownmiller’s thinking on male-female rape does not character-
ize all feminist perspectives about rape, but it is a powerful perspective worthy of our attention.

Incorrect Perceptions of Rape
Because the general public is often uninformed about rape, a number of myths have devel-
oped about this crime. Johnson, Kuck, and Schander (1997) studied three categories of
myths about rape: (1), when women are raped, it is their own fault, (2), there are good rea-
sons that men should be exonerated for raping women, and (3), there are justifications for
rape when women and men know each other. Surprisingly, some people still believe some of
these. A sample of 149 female and male American undergraduates completed surveys assess-
ing their beliefs about these three categories of myths about rape. Subjects were between 17
and 43 years of age. Almost all respondents answered all of the questions in this 30-item
questionnaire. Johnson, Kuck, and Schander were particularly interested in the social and de-
mographic characteristics of subjects who subscribed to these myths about rape. Below is a
sampling of the results of this study. The percentage of respondents agreeing with each state-
ment is presented. These authors combined data from female and male subjects, so we can-
not determine how each sex responded to each item.

Rape Myth Category I: Blaming the Woman

Women provoke rapes 17.4

Women secretly want to be raped 6.6

A woman’s reputation should be an issue 26.3

Women can’t be raped without a weapon 1.9

Healthy women can resist rape 15.6

Rape Myth Category II: Excusing the Man

Most men are capable of rape 43.9

Men have sexual urges they can’t control 32.2

Men who rape hate women 32.0

Rape Myth Category III: Justifications for Acquaintance Rape

Rapists are almost always strangers 20.1

A man had the right to assume a woman
wants to have sexual intercourse with him if:

she allows him to touch her in a sexual way 22.9
she touches him in a sexual way 30.3
she has an oral sexual encounter with him 42.4

If a woman has had previous sex with a man,
she cannot claim that she was raped if the
same man has sex with her again 7.9
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If a man pays for everything on a date, a
woman is obligated to have sex with him 0.7

Many of the subjects in this sample believe a number of common myths about rape. Although
students of human sexuality have long known about myths about rape, empirical data were
lacking on this subject. Further, note that a greater proportion of these subjects believed
myths that exonerate the perpetrator rather than blame the victim of the assault. It is sur-
prising that fully 43.9% of these respondents believed that most men are capable of raping a
woman. Generally, far more men agreed with the statement about males having uncontrol-
lable sexual urges (41.9%) than women (25.3%).

Confusing Laws Concerning Rape Although rape might legally seem relatively
straightforward, legal arguments about “force,” “consent,” and “sexual autonomy” reveal that
much confusion exists—in the psychosocial environment as well as the courts—about ex-
actly what these and other concepts actually mean in terms of the interactions between
women and men. In a provocative analysis of these legal issues, Schulhofer (1998) empha-
sizes that while laws exist to protect our property, right to work, privacy, and a number of
other freedoms and possessions, there is a tremendous and troubling amount of ambiguity
concerning shared sexual intimacy. For example, this author emphasizes the fact that legal
standards about what constitutes force on a man’s part and what constitutes consent on a
woman’s part are frustratingly ambiguous. In the past, laws that dealt with rape required that
if a woman was assaulted sexually, she was required to combat the assailant “to the utmost.”
Yet today, Schulhofer notes, “reasonable” resistance is apparently an adequate requirement for
resisting sexual assault. Still, this writer notes that in virtually all states, forms of intimida-
tion that do not involve overt physical threats are viewed by the courts as “persuasion”
(Schulhofer, 1998, p. 56). In fact, pushing a woman to the ground or picking her up to throw
her onto a bed to have sex with her are often legally insufficient examples of physical force.

Ambiguous also is the issue of consent. Alcohol and drugs present a common and con-
troversial case for the courts. For example, if a woman is profoundly impaired and/or inco-
herent because of the effects of alcohol and/or drugs, how can she be certain that she has not
given her implied or real consent to have sex (Fig. 19-22). Apparently, courts have found
rapists innocent because it could not be proven that the defendant did not in some way con-
sent to sexual intercourse or other sexual acts. While there is a compelling simplicity in the
statement that “no means no,” even such a direct way of considering resistance to sexual co-
ercion involves some confusion. In fact, whether “no really means no” has been surrounded
by significant legal controversy. For example, Schulhofer asks whether “no” is always final
and unarguable. If a man is told “no,” can he attempt to persuade a woman to have sex with
him at a later time? This too has not been decided with any clarity in the legal arena.

Schulhofer emphasizes that the right to sexual autonomy has two aspects. One involves
active personal decisions about what a woman will and will not do sexually. Second is also a
passive component in which a person has a right to decide whom they will not have sexual
relations with. Protest is assuredly an important way to preserve sexual autonomy, but when
women are being sexually assaulted, they do not always have
the opportunity to make their protest or resistance clear and
unambiguous. Importantly, some states have tried to clarify
the notion of sexual consent. Schulhofer notes that in New
Jersey, Wisconsin, and Washington, consent involves “actual
words or conduct indicating freely given agreement to have
sexual intercourse” (Schulhofer, 1998, p. 66). And many so-
cial and behavioral scientists as well as feminist writers be-
lieve that a clear and unambiguous verbal “yes” is an ab-
solute requirement for consensual sex.

Rape Fantasies When women are surveyed about their
sexual fantasies, one of the more common fantasies reported
involves being taken sexually in a powerful, assertive way.
Does this mean that women who report having this fantasy
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FIGURE 19-22 Jodie Foster
(center) plays the victim of a
gang rape in the movie, The
Accused. Ms. Foster’s charac-
ter refuses to be intimidated
by a legal system that as-
sumes she has provoked the
crime.



subconsciously want to be raped? In fact, having this fantasy most definitely does not mean
that a woman wants to be raped. Reinisch (1990) points to a body of literature that suggests
that women who have these fantasies might experience some ambivalence about initiating
sex. Some girls are raised to believe that only men initiate sex and that it is somehow unla-
dylike for a woman to make the first move, even if she feels especially interested in sharing
sexual intimacy. Fantasies of being “taken” therefore remove guilt and reservations about
having sex because the imaginary figure removes all choice in the matter as well as any need
for potentially embarrassing behaviors with which a woman signals her sexual receptivity.
These fantasies may also reveal a woman’s underlying guilt about enjoying sexual excitement
and pleasure. Men too have fantasies of being forced to have sex by beautiful, assertive, dom-
inant women. Finally, while some men fantasize about raping women, these individuals con-
sistently report that they would never even think of doing so in real life. Therefore, when
women report having fantasies about being raped it does not in any way mean that they re-
ally want to be raped.

A study investigating sexual fantasies in women (Strassberg & Lockerd, 1998) evaluated
reports of sexual fantasies in 137 college students and found that more than half of the sub-
jects in this investigation reported having fantasies of being forced to have sex against their
will. However, the women who reported these fantasies also had less guilt about sex than
women who did not have them and scored higher in erotophilia than subjects not having
these fantasies. Another important finding in this study is the fact that women who had
forced sex fantasies had no consistent history of experiences involving sexual force. These re-
searchers conclude that instead of forced sex fantasies being indications of sexual guilt, they
are a sign that a woman has a diversified, lively, and open perspective on her own sexual ex-
pression. However, the fact that these women volunteered to report their sexual fantasies in
the first place may suggest that this sample of subjects was relatively open about their sexu-
ality and therefore less likely to report guilt feelings in connection with their sexual thoughts,
feelings, and behaviors.

Different Kinds of Rapists
Since Groth and Burgess first characterized the differences between “anger rapists” and
“power rapists,” other researchers further examined the different predispositions behind dif-
ferent kinds of rapes and expanded this categorization. Knight, Warren, Reboussin, and Soley
(1998) summarized this research and demonstrated that in some cases a careful analysis of
the crime scene can tell law enforcement officials what kind of rapist probably committed the
crime. These researchers suggested that there may be four basic motives involved in most
rapes, related consistently to four different patterns of rapist behavior:

The Opportunity Rapist. These rapes are highly impulsive, unplanned attacks and are more
the result of particular circumstances than the rapist’s fantasies or general feelings about
women. For example, Knight, Warren, Reboussin, and Soley suggest that if a woman is pres-
ent when another, nonsexual crime is being committed she may be assaulted as a peripheral,
unintended aspect of the initial crime. The same may be true if a man meets a woman at a bar
or party and finds her attractive and interesting and fails to exercise proper impulse control.

The Pervasive Anger Rapist. These rapists are angry at everything, not just women. A
compelling and unfocused anger permeates every aspect of this person’s life, and very com-
monly these individuals have a record of other antisocial behaviors. This individual is also
likely to assault men, and his attacks almost always result in significant physical injury.

The Sexual Gratification Rapist. These offenders are highly and obsessively preoccupied
with sexual matters. They often experience deep needs for dominance but have profound
feelings of personal inadequacy. These individuals often engage in sexual fetishes; they also
often have the sexual dysfunctions noted above. This type of rapist seeks some sign that his
victim is “enjoying” having sex with him and engages in sex acts in a highly ritualistic way.

The Vindictive Rapist. Vindictive rapists hate women, who are the key and central object
of their enormous anger. These men want to hurt their victims as well as offend, degrade, hu-
miliate, and insult them. They sometimes experience sexual dysfunctions while assaulting
their victims.

Not all men who rape women fit neatly into one of the above categories. Many men who
have raped women or who may be inclined to do so score high on such personality traits as
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aggressiveness, manipulativeness, and impulsivity on a personality test called the “Schedule
for Nonadaptive and Adaptive Personality” (SNAP). These traits frequently characterize a
psychopathic personality, also sometimes called an antisocial personality. These individuals
frequently find themselves in conflict with society’s expectations of law-abiding behavior and
do not feel any guilt for their transgressions. Nor do they learn from the consequences of
their actions. Hersh and Gray-Little (1998) administered this test and others to a large group
of men taking an Introductory Psychology course at a large, Southern public university. They
presumed that this sample of subjects would most probably engage in sexually aggressive acts
with their acquaintances rather than with strangers, if they were to do so at all. The testing
procedures used in this study did not allow the researchers to determine the identity of any
of the 191 men in this study or whether any had ever been accused or convicted of rape. Im-
portantly, subjects who reported engaging in aggressive sexual behaviors scored far higher on
the SNAP aggressiveness scale than subjects who had reported that they had engaged only in
consensual sex. The same was true of their ratings on the manipulativeness scale. These sub-
jects were also asked whether they believed in the truthfulness of common rape myths. Those
subjects who reported having engaged in sexually aggressive acts were more likely to support
these erroneous myths than subjects who scored lower in the aggression, manipulativeness,
and impulsivity scales. Very few of the subjects in this investigation had severe antisocial ten-
dencies, however. Data like these tend to support the general connection between what peo-
ple think and feel and how they act, although this is by no means always the case. A key ques-
tion remains unanswered, however: can data based on responses to personality tests predict
who is and is not likely to sexually assault a woman? At this time no one can answer with
any certainty.

Male Rape Victims
Over the course of the last 20 years, much has been published to examine the consequences
of female rape, yet during this time very little has appeared to publicize sexual assault of adult
males, its antecedents, or its consequences (Davies, 2002). Of course, these assaults involve
both female and male sexual aggression and relatively little is known about either with regard
to male rape. Reports indicate that males have been assaulted by heterosexual or homosex-
ual men or heterosexual women. In a sample of 930 self-identified gay men (mean age 29
years) 27.6% reported having been sexually assaulted at some time in their lives, and in 3.9%
of these cases the assailant was female (Hickson et al., 1994). About one-third of these sub-
jects had been forced into sexual activity by those with whom they formerly or were currently
sharing consensual sex.

An analysis of the victims and assailants of male sexual assault in England (Hodge &
Canter, 1998) revealed that such acts were not deemed criminal offenses until November
1994. These authors reported that 5% to 10% of victims of sexual assault are men—and this
does not reflect an estimate of unreported cases, which could inflate these figures substan-
tially. Their analysis indicates that male sexual assault is most likely to occur among young
homosexual men. But their work also shows that often the assailant is a heterosexual male
who wishes to subjugate the victim with a dominant, controlling form of aggression. The re-
search of Hodge and Carter also demonstrates that homosexual sexual assault is typically
more violent than heterosexual sexual assault. While 36% of heterosexual victims report se-
rious injury, the comparable figure for homosexual victims is 45%. These writers suggest that
there are, therefore, two forms of male-male sexual assault. When gay men are raped by het-
erosexual men, the violation is a demonstration of power, aggression, and dominance. When
gay men are raped by other gay men, however, the crime is more often sexually motivated.

Far fewer men are sexually assaulted by women than by other men. In a useful review of
the literature on this topic, Fiebert (2000) summarized 40 empirical investigations and two
review articles. Because of different methodologies and various ways of phrasing unwanted,
coercive sexual behaviors it is difficult to draw clear generalizations from these studies. Still,
between 7% and 34% of the subjects in these samples reported being coerced into unwanted
sexual activity by a female at least on one occasion. Most of the subjects in these studies were
college males. In some instances women used “sexually aggressive strategies,” “physical
force,” “intoxication and persistent touching,” or weapons to subdue their male partners. The
overwhelming majority of these respondents reacted in a negative way to these assaults. A
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more recent investigation of this subject (Krahe et al., 2003) indicated that kissing and pet-
ting were the most common unwanted sexual activities, with sexual intercourse and oral-
genital sex being somewhat more uncommon. Just as many men reach late adolescence or
early adulthood with poor impulse control, an inability to delay gratification, and poor frus-
tration tolerance, so too do some women.

Resisting Rape
It has been debated whether a woman should vigorously resist a rapist’s attempts, defend her-
self, and fight back or do as little as possible to further incite and anger the attacker. Ullman
(1998) studied whether offender violence escalates when the victim resists and fights back.
This study analyzed over 2,000 rapes and attempted rapes reported to the Chicago police de-
partment between 1979 and 1981. Police files were examined to learn more about the violent
sexual assaults and how the behaviors of the rapists and victims affected the prevalence and
seriousness of injuries incurred during the rape. The data revealed that when women force-
fully resisted an attacker, either verbally or physically, this resistance did not lead to increased
violence by the rapist, and that in general, resistance activities were associated with the di-
minished likelihood of being raped. The various motives of the apprehended rapists were not
reported in this study. This author notes that it is rare for rape to result in serious injuries or
death and that active avoidance and resistance strategies are more frequently associated with
escaping the attacker and resisting penetration than with worse physical injuries.

When physical injuries are the result of a sexual assault, they are often genital injuries.
Biggs, Stermac, and Divinsky (1998) studied the prevalence and nature of genital injuries fol-
lowing sexual assaults in women who had had prior sexual intercourse and those who had
not. A total of 132 subjects were examined in this study. These researchers noted that “non-
perforating soft-tissue injuries, lacerations, or current bleeding” often occurred up to 10 days
after the attack, especially in women without prior sexual intercourse experience (65.2% of
those injured). Among women without prior sexual experience, only about 9% had any tear-
ing of their hymen, a finding consistent with comments above about the prevalence of sex-
ual dysfunctions in many rapists. Some women do not have visible genital injuries after a sex-
ual assault.

Rape in War and Political Conflict
It is extremely common in times of war for members of the military to rape women in the ter-
ritory of the enemy. This is an example of Brownmiller’s idea that rape is an instrument of
masculine aggression against women. These sexual assaults are often premeditated and reveal
a deliberate decision to demoralize and humiliate the victims of such attacks. Many military
leaders have in the past openly encouraged their men to rape the wives, mothers, and daugh-
ters of soldiers on the other side to demonstrate their control of geographical areas and the
broader sociopolitical environment. Ancient Greek and Roman history reveals that rape and
pillage are often considered the “right” of the victor over the vanquished. Rape in war is a
powerful weapon that profoundly discourages and subdues the citizens and military of op-
position forces. Far from being a rare action undertaken by “uncivilized” or “barbaric”

armies, rape in war has unfortunately been noted in virtually
all of the world’s military forces at some time (Fig. 19-23).

Conflicts in eastern Europe involved mass rapes of
women in Bosnia-Herzegovina (Stiglmayer, 1994). The earli-
est reports of planned, systematic rapes first arrived in the
West in 1991. It is not easy to identify women who have been
raped in this political and military conflict, but estimates of
the number of women raped ranged from 20,000 to 60,000.
Many women who were raped hid that fact out of shame or
perhaps because they feared retribution and ostracism from
their spouses and family members. When asked about rape
by relief workers, about one woman in five declined to re-
spond at all. Apparently the rapes in eastern Europe were
condoned by commanding officers in the field. Rapes and
sexual assaults on men have also been reported in this mili-
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Figure 19-23 During World
War II, Japanese soldiers
made sex slaves of nearly
200,000 women of various
races and nationalities. A
number of these “military
comfort women” sued the
Japanese government in 1991.
Here, survivors of this sexual
exploitation demonstrate their
outrage.



tary conflict. Many prisoners in detention camps were raped or suffered genital mutilation
while incarcerated.

In 1998 reports of mass, systematic rapes by members of the Burmese military gained at-
tention in the West, although as early as 1988 the new military ruling party encouraged a
“strategy of mixing blood” that condoned if not openly encouraged these attacks (Bernstein
& Kean, 1998). These attacks were against not members of an adversarial nation but Burmese
women themselves. In one case, two young women were abducted from their rural village
and “raped continually for six nights by two or three men each night, including the soldiers’
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Research Highlight
Rape in the Military

I n the late 1990s an enormous controversy erupted in the 
Canadian popular press when a notable Canadian news-

magazine, Maclean’s, ran a cover story on rape in the military.
Immediately, defenders of the military status quo and many
women and men who had been raped, assaulted, or sexually
harassed in the past came forward to support or criticize the
military’s climate of opinion in regard to sexual assault. Many
felt that women were fully enfranchised in the military and
enjoyed more esteem and admiration than ever before. Oth-
ers believed that it was time to reveal a longstanding pattern
of avoiding prosecuting and punishing men who sexually
victimized others. Military officials rejected claims that Cana-
dian armed services are a highly permissive environment
with regard to sexual assault and harassment. Yet one senior
woman who had resigned from the military in 1994 and who
was the first female to fly the CF-18 fighter acknowledged
that in her 21-year career she had been raped, sexually ha-
rassed, and sexually assaulted. One wonders if there are any
fundamental differences between the Canadian military and
the United States military, or between the military and other
large organizations.

The documentation showing problems in the Canadian
military is enormous and compelling. Following are a few
important cases that surfaced during this highly publicized
discussion:

1. Apparently, senior military authorities squelched a story
about the violent gang rape of a mentally handicapped
woman by a number of soldiers in 1988.

2. At a military base north of Toronto, military police inves-
tigated 27 separate sexual assault charges in the summer
of 1994. In one case, a local 13-year-old girl was one of the
victims of these attacks.

3. A military base in Alberta was believed to be so dangerous
for female soldiers that they had to be in their quarters by
a stated curfew, and then the building was locked and sur-
rounded by guards.

4. A military physician was suspected of sexually assaulting
at least 12 female patients in the mid-1980s. His superiors
filed no charges against him.

5. A former member of the reserve military police who
worked at military facilities in Saskatchewan and British
Columbia between 1991 and 1994 became aware of over
two dozen cases of rape, sexual molestation, and sexual

assault. He was quoted as saying, “We were told to shut
our mouths, that these things would be handled by the
chain of command” (O’Hara, 1998, p. 16). Apparently
they were not; he quit. 
An analysis of reactions to rape of women in the military

was published in the journal Military Medicine by Ritchie in
1998. This investigator analyzed about 100 cases in which
rape was alleged to have occurred in the military. In most
cases, the author evaluated the victim, and other data were
drawn from military records. Based on this sample of United
States Army personnel, Ritchie characterized the most com-
mon military rape scenario. As with civilians, military rape
commonly involves two people who know each other, and
often they have both been drinking and are intoxicated.
While physical force is commonly reported, the use of
weapons is very rare. Ritchie’s analysis also revealed that
there is frequently a delay in reporting the rape. Victims re-
port that when the assailant is of superior rank, they feel
strongly coerced to comply with the sexual demand, and
when and if legal proceedings result from complaints of sex-
ual assault, it almost always becomes a case of one person’s
word against another’s, a situation that reveals humiliating
information with little satisfactory legal resolution to show
for it. Ritchie noted the following common reactions among
women in the military who have been raped:

1. she delays reporting for days to months;
2. she washes or douches her genitals;
3. she refuses a medical examination;
4. she continues to have contact with the assailant;
5. she only divulges the information after others report be-

ing sexually assaulted by the assailant;
6. she has sexual relations shortly after being assaulted; or
7. her behavior seems otherwise “inconsistent” for someone

who has been raped.
—Ritchie, 1998, p. 506

Whether these findings are pertinent to sexual assaults in
the military forces of other countries remains to be deter-
mined. Yet if we assume that a country’s military personnel
represent a microcosm of the entire society, we should antic-
ipate the same types of antisocial behaviors in the military as
seen in the general population.



commander” (Bernstein & Kean, 1998, p. 5). Most attacks like this one involve soldiers who
have been given permission by their officers to engage in such behavior and who sustain no
punishment. Another report from Burma published in 1997 refers to an incident in which
“120 troops led by Capt. Htun Mya found forty-two women and fifty-seven men hiding in the
forest last September. The troops gang-raped all the women for two days and two nights, and
then killed all ninety-nine villagers” (Bernstein & Kean, 1998, p. 5).

Statutory Rape
In the past, the term “statutory rape” was used to describe sexual intercourse between an
adult and a minor, even if the minor consented. The reason this is illegal is simple: minors
are not thought to be cognitively or emotionally capable of making a decision to consent to
sexual intercourse. This is a complex legal issue. In some states, adults who have intercourse
with consenting minors are charged with sexual assault, and if physical force or coercion is
used, the adult may be charged with aggravated sexual assault. Generally the penalties for
adults are more severe when they hold positions of authority and trust. In reference to the
crime of statutory rape, the term “jail bait” has been used to describe flirtatious minors who
appear willing to have sexual relations with an adult. Often, local and regional customs in-
fluence how this crime is defined, prosecuted, and punished. Prosecuting statutory rape has
become both politically popular and socially complex.

In an interesting analysis of the rise in prosecutions for statutory rape, Elton (1997) ex-
plored ways in which statistics have been oversimplified and case-by-case considerations neg-
lected. For example, Elton points out that statistics released in 1996 to 1997 revealed that
“two-thirds of teen pregnancies involve adult fathers” (p. 12). Yet when these individual cases
are explored in depth, cases of exploitative “older men” and innocent, passive teenage girls
are the exception rather than the rule. Elton reviews a Wisconsin case in which a 19-year-old
man was prosecuted for sexual assault for getting his 15-year-old girlfriend pregnant, even
though the two were planning to marry and raise their child together. Further, the names of
young men like this would be entered into a national registry for sex offenders. Many social
critics feel this punishment to be absurd and unfair. It seems that many states have decided
to fight high teen pregnancy rates with more severe punishments for statutory rape; Califor-
nia, Delaware, Florida, and Georgia have already done so. Elton quotes then-Governor Pete
Wilson of California as saying, “It’s not macho to get a teenager pregnant, but if you lack the
decency to understand this yourself we’ll give you a year to think about it in county jail”
(cited in Elton, 1998, p. 12). A more careful analysis of this issue by the Urban Institute
found that about 8% of teenage pregnancies among unmarried women between the ages of
15 and 17 involved fathers who were at least five years older, and that 13% of these girls be-
came pregnant by men who were at least four years older.

Many of these young girls do not feel that they have been sexually victimized, and be-
cause of this many prosecutors are hesitant to take on these cases. In one case, social work-
ers in California suggested that a 13-year-old girl marry her 20-year-old boyfriend because
they were certain that such a marriage would create order and predictability in this girl’s life,
which had involved habitual truancy and drug abuse. Elton points out another important
consideration in cases like this: pregnant teenage girls may hesitate to seek prenatal counsel-
ing or care for fear that it will lead to the arrest of their boyfriends.

Researchers in Kansas surveyed the district attorneys in that state using a questionnaire
and some in-depth follow-up telephone interviews (Miller, Miller, Kenney, & Clark, 1998).
Of the 105 district attorneys in that state, 92 returned their surveys. The results reveal the
legal and psychosocial climate of opinion about enforcement of statutory rape in that state.
While 74% of those returning their surveys favored the aggressive prosecution of cases of
statutory rape, only 37% felt that they would have broad public support for doing so and
only 24% believed that such prosecutions would have any measurable impact on reducing
teen pregnancy in Kansas; 57% supported the current legal age of consent (16 years) at the
time of the study. Importantly, 17% of district attorneys felt that prosecuting cases of statu-
tory rape would inhibit young women from seeking adequate prenatal medical care. These
data point to an important area of potential collaboration among the legal, medical, and so-
cial work professions and a wider understanding of the place of statutory rape in the psy-
chosocial setting.
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Date Rape
As already noted, most rapes involve people who know each other. Date rape recently gained
the public’s attention and remains an especially problematic issue on college campuses. The
fact that the assailant and victim know each other in no way diminishes the seriousness of
the crime or mitigates prosecution and sentencing for rape. Much attention has been given
to this subject in the context of family life education courses in high school and other forums
in higher education settings. Date rape is usually defined as nonconsensual sex between two
people who are in an affectionate and/or romantic relationship of varying duration and in-
tensity. A literature review on this subject was carried out by Rickert and Wiemann (1998)
who compared various research studies regarding the prevalence of date rape among women
in different age groups as well as factors that might predispose men toward this type of sex-
ual assault. There is a large range in the reported prevalence of date rape in the primary lit-
erature. Estimates range from 13% to 27% of women in college and from 20% to 68% of ado-
lescent females. The subject samples in which date rape has been studied are highly diverse,
and it is difficult to estimate the prevalence of date rape in the general population.

These researchers found that a number of factors are correlated with an increased risk of
a woman being raped on a date, although many of these are not directly related to dating be-
haviors or interpersonal skills. These characteristics include women who are younger at the
time of their first date and women who become sexually active earlier in adolescence. Fur-
ther, females with an earlier age of menarche (and presumably other early signs of puberty)
are also more likely to be raped on a date. Females who have been sexually abused as chil-
dren or otherwise victimized sexually are also at an increased risk of date rape. Females who
believe common rape myths, such as those outlined earlier, and who are more tolerant of vi-
olence against females are also more likely to be raped by a date. Additionally, Shapiro and
Schwarz (1997) reported that an important potential risk factor for date rape was a larger life-
time number of sexual partners and more frequent sexual intercourse. None of these points
to a cause-and-effect relationship with date rape, but all reflect the conspicuousness of sex-
ual issues in a young woman’s self-esteem and perhaps her interpersonal relationships.

The use of alcohol and illegal drugs further increases the likelihood of date rape be-
cause of the impact of these drugs on a person’s ability to accurately interpret the behav-
iors, gestures, and mannerisms of others. Rickert and Wiemann believe that alcohol and
drugs increase the chances that a male might misjudge a female’s friendly behaviors as a
sexual come-on when in fact they are not. Finally, other subtle factors related to date rape
are the degree to which males are socialized to fully understand that “no means no” and
whether their peer group encourages restraint and respect for women who set clear limits
and boundaries.

Refusing a sexual advance depends on various factors too. Yescavage (1999) has reported
that in questioning a group of 46 college men, the timing of a woman’s refusal predicts how
the subjects will respond to a description of a date-rape scenario. She found that when a fe-
male engages in some sexual activity with a male and then refuses similar activity on a later
occasion, most of the males in this sample report that her responsibility for date rape “in-
creases dramatically” (p. 806). Indeed, many respondents reported that women are account-
able for forced sex for permitting the earlier sexual activity to occur in the first place; male
responsibility in this scenario was decreased drastically in their estimations. Similarly, if the
couple in the scenario has been together for a long period of time and has been sexually ac-
tive, again the male is seen as less culpable. 

Another study examined negative dating experiences of both younger and older women,
including rape. Kalra, Wood, Desmarais, Verberg, and Senn (1998) compared unpleasant dat-
ing experiences in a sample of 115 women between 18 and 85 years of age and found much
similarity in these experiences among both younger and older women. The older subjects,
however, were more likely to believe myths about rape and to blame negative dating experi-
ences on themselves rather than on their male partners. Data like these are important because
many women and men begin dating later in life as a result of marital separation, divorce, or
the death of their spouses. These individuals might benefit from reexamining their assump-
tions about dating and their short- and long-term expectations of their companions. Of the
women over 40 in this study, almost 70% reported that they had experienced unwanted phys-
ical contact on a date.
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Analyze the reasons that a
college or university may be
hesitant to prosecute date
rape to the fullest extent 

of the law. Explain the reasons
that students found guilty 

of date rape might 
not be expelled.

FOR DISCUSSION . . . 



One of the factors that has increased the prevalence of date rape, especially among younger
individuals, is the drug flunitrazepam, called Rohypnol, a powerful sedative that as of this
writing is not approved for distribution in the United States. This agent has been available by
prescription in Europe since the mid-1990s as well as in Mexico and some South American
countries. Pills can be obtained on the black market for $1 to $5 per tablet. Rohypnol has no
odor, taste, or color and promptly dissolves in any beverage. In addition to being a powerful
sedative, it often eliminates the subject’s memory for up to 6 or 8 hours after it has been swal-
lowed. It takes only about 20 minutes to take effect, and many date rapes take place while fe-
males are under the influence of this agent. On the street Rohypnol is called “roach,” “rope,”
“roofies,” or “the forget pill.” It is common for women to remember virtually nothing while
under the influence of this drug. This drug is about 10 times stronger than the common anti-
anxiety agent Valium. When Rohypnol is taken with alcohol, its sedative-hypnotic effects are
tremendously magnified, although those who have never taken it are usually unaware of this
danger. In some cases this drug does not have sedative effects but instead causes unprovoked
anger and sometimes hallucinations. If you have any suspicions that you have ingested Ro-
hypnol, call 911 immediately. The “Drug-Induced Rape Prevention and Punishment Act of
1996” made it a felony to give Rohypnol or any similar-acting agent to any person without
their knowledge intending to inflict violence, including rape, on that individual.

The consequences of date rape are many and diverse. Shapiro and Schwarz (1997) stud-
ied a sample of 41 college women who reported they had been date raped and a control group
of 125 college women who had not been date raped. Those who had been assaulted reported
significantly more symptoms of psychological trauma, including anxiety and depression as
well as many of the characteristics of posttraumatic stress disorder. They also had signifi-
cantly lower sexual self-esteem than the women in the control group. Importantly, the
women who had been date raped revealed these symptoms whether they were in a commit-
ted sexually active relationship with the rapist, were in an uncommitted sexually active rela-
tionship with the rapist, or were sexually inexperienced.

After a Rape
Rape is a demoralizing, dehumanizing crime. Women who have been raped experience pow-
erful emotions ranging from shame and guilt to anger and rage. Confusion, emotional and
physical pain, and anxiety and depression are also common. However, some women who
have been raped seem calm and composed after the attack. A woman’s initial reaction to sex-
ual assault may differ significantly from her long-term psychological reaction, and there is no
way of predicting the duration and severity of these outcomes. Following a rape the woman
is typically interviewed, examined, and treated, often in the emergency room of a hospital,
which in itself carries the implication of injury and disease. In a hospital it may be difficult
to focus on the emotional aspects of the assault, but generally this is the best place to have
these interactions. The following descriptions of these procedures are summarized from Pet-
ter and Whitehill (1998).

Information about the sexual assault. Petter and Whitehill emphasize the importance of
using a private, quiet place for discussing the attack. It is recommended that at first the po-
lice be excused. A victim’s permission should be obtained during every step of the interview
and examination. She should give her permission to be questioned and examined as well as
for the collection of physical samples and specimens or any photographs that might be im-
portant. Petter and Whitehill recommend doctors try to learn the following types of infor-
mation, which is especially helpful in treating patients who have been sexually assaulted:

1. Age and identifying information for both the victim and the assailant (if available);
2. Date, time and location of the alleged assault;
3. Circumstances of the assault;
4. Details of sexual contact, such as penile, digital or object penetration, and route, such

as vaginal, oral or anal intercourse, as well as documentation of any ejaculation or uri-
nation by the assailant;

5. Type of physical restraints used, such as weapons, drugs or alcohol;
6. Activities of the victim after the assault, such as change of clothing, bathing, douching,

dental hygiene, urination or defecation; and
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7. Gynecologic history — last menstrual period, contraceptive use, pregnancy history, last
voluntary sexual encounter, any recent episode of gynecologic infection and pelvic sur-
gery.

—Adapted from Beebe, 1991

Physical examination. Following rape there are two important reasons for a thorough
physical examination: determination of the presence, nature, and extent of any injuries and
the collection of evidence that might be used in any legal action against the assailant. The vic-
tim needs to understand that evidence collected more than 48 to 72 hours after the assault
may not be very helpful in prosecuting a rape suspect. Examining physicians use a rape kit
to collect evidence (see Fig. 1-16). Following are items or specimens typically collected after
a sexual assault, according to Petter and Whitehill:

Patient’s clothing

Fingernail scrapings, broken fingernail piece

Hair strands

Oral and throat swabbing

Pubic hair sample

Vaginal swabbing

Vaginal washings

Pap smear

Blood samples

Laboratory tests. A pregnancy test is recommended in most cases of sexual assault, as is
a test for most common STDs. Additionally, blood tests for hepatitis B and HIV are commonly
performed. HIV tests are ideally repeated 3, 6, and 12 months after the assault.

Treatment. Petter and Whitehill estimate that 1% to 5% of sexual assault victims will be-
come pregnant and that the risk of acquiring an STD is 5% to 10%. In many instances, emer-
gency contraception measures are taken (see Chapter 11). Treating victims of sexual assault
generally requires four approaches: treating any physical injuries that may have occurred, af-
ter-intercourse pregnancy prevention measures, treating any STDs that may have been con-
tracted, and preparing the victim for any psychological and/or social consequences of her at-
tack. Medical, surgical, and drug interventions are sometimes required as well as crisis
counseling and long-term psychotherapy follow-up.

Long-Term Consequences of Rape.Women who have been raped often have long-term
problems with interpersonal relationships. Thelen, Sherman, and Borst (1998) studied prob-
lems in creating emotional attachments and fear of intimacy in a sample of 44 college women
who reported being raped. Their questionnaire responses were compared to those of a con-
trol group of 57 college women who had not been sexually assaulted. It was not possible to
determine how much time had elapsed since the women who reported having been raped had
been victimized. These investigators found that rape survivors had significantly greater fear
of emotional intimacy, were less confident in the dependability of other people, and were
more uncomfortable with emotional closeness. Additionally, they had significantly more fear
of interpersonal abandonment. 

In an analysis of over 4,600 questionnaires intended to assess the lifetime risk of rape
among American college females, Brener et al. (1999) found that 20% of these subjects re-
ported being forced to have sexual intercourse against their will. Yet the prevalence of these
assaults was not the primary focus of this investigation. Brener et al. were interested in ex-
amining the health-risk behaviors among those subjects who reported being sexually coerced.
Their findings are disturbing. These investigators found that women who had been raped
were more likely than their counterparts who had not been raped to have been engaged in a
physical fight with a significant other or spouse in the year before the survey. They were more
likely to have operated a motor vehicle under the influence of alcohol in the month before
the survey. They were more than twice as likely to have considered seriously the possibility
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of suicide. They smoked cigarettes more frequently. They were more likely to have used drugs
or alcohol the last time they engaged in sexual intercourse. They were more likely to have
had multiple sexual partners in the month before the survey. They were more than twice as
likely to have engaged in sexual intercourse before the age of 15. These disturbing data lend
themselves to different interpretations—none of which is offered in terms of a cause-and-
effect relationship with having been raped.

These authors speculated that having been raped might make the prospect of having sex-
ual intercourse somewhat unpleasant, and therefore these women would be more likely to
use alcohol and/or drugs in connection with the prospect of physical intimacy. Further, the
link between rape and subsequent depression was made clear well over a decade ago, and de-
pression frequently fosters low self-esteem, thoughts of suicide, and other potentially self-
destructive behaviors, such as driving while intoxicated. Often poor self-worth is linked to
behaviors and environments in which interpersonal violence is not uncommon.

Finally, Brener et al. believe that health-risk behaviors may also precede circumstances that
can lead to sexual assault. Taking health risks is one manifestation of a “sensation-seeking”
personality, a latent, stable constellation of motives that become manifest in taking unwise
chances, or pursuing dangerous risks, and getting into situations with potentially dangerous
consequences.

Our objective here has been to show that sometimes important, long-term health issues
surround the long-term consequences of rape.

Support for Rape Victims
Women who have been raped often have access to services that address the medical, emo-
tional, and financial needs of sexual assault victims (Campbell & Aherns, 1998). Local agen-
cies provide psychosocial support services and attempt to meet victim needs at various times
after the assault. In some communities, Sexual Assault Response Teams are available, located
in hospital emergency rooms and including physicians, police officers, legal prosecutors, rape
crisis counselors, and hospital social workers. Such a single facility is often highly effective
in providing diverse support services and efficiently assessing and meeting various victim
needs. Drug and Alcohol Programs attempt to explore any relationship between sexual as-
sault and the abuse of drugs and/or alcohol. They are typically staffed by mental health work-
ers and also offer rape crisis counseling. Although these facilities do not offer all the support
services of sexual assault response teams, they are highly effective in addressing the special
problems they deal with. Campbell and Aherns emphasize that many rape survivors never ap-
proach medical or law enforcement authorities but instead seek counseling from clergy
within a religious institutional setting. Although this provides the victim with important
emotional assistance, this resource rarely can meet all of the victim’s needs after a sexual at-
tack. Another source of support for rape victims are Domestic Violence Shelters for women
in a battering relationship; they often act as legal advocates of women in these circumstances.
They also provide emergency housing, which can be extremely important in cases of marital
and date rape. The last type of community resource studied by Campbell and Aherns are
Crime Reparation Assistance Programs. These organizations provide funds to pay for medical
and psychological treatment necessitated by sexual assault. 

Treatment for Rapists
Earlier we noted that rapists often feel uncontrollable compulsions to sexually assault
women. Research has considered whether these powerful and persistent urges can be treated
effectively and the chances of future assaults decreased. This predisposition varies in seri-
ousness, and not all men who rape are equally afflicted; many rapists are not habitually pre-
occupied with the prospect of raping someone.

A case in Kansas increased the public debate on the punishment of rapists. Donald
Gideon was convicted of rape in 1982. He was released from prison and was on parole for
less than a year when he murdered a young college student during a rape in 1993. As a con-
sequence, the Kansas state legislature passed a law requiring all sex offenders, upon comple-
tion of their prison sentence, to be “involuntarily committed to treatment of indefinite dura-
tion if a jury decides he is likely to commit sex crimes again because of ‘a mental abnormality
or personality disorder’” (Stoil, 1998, p. 6). The Supreme Court of Kansas ruled this law un-
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constitutional because it required psychological treatment in the absence of proof that the in-
dividual was in fact mentally ill (Stoil, 1998). The United States Supreme Court overturned
the Kansas decision, allowing the law to stand.

In Kansas, the Sexual Predator Treatment Program began at the Larned Correctional Men-
tal Health Facility with each resident receiving about 30 hours of psychological treatment
each week, mostly in group therapy sessions. The men in this program are physiologically
monitored for arousal to nonerotic photographs. Stoil notes that the Kansas statute might
change the way state hospital systems are managed. Mental health administrators and prac-
titioners do not always agree about whether committing sex offenders to inpatient treatment
is an effective way to minimize repeat rape offenses. In fact, the American Psychological As-
sociation does not think the Kansas statute will be very effective in the long run. Instead, this
organization recommends longer initial prison sentences with in-jail evaluation and treat-
ment programs. The University of Hawaii, for example, runs a program in that state’s prisons
that includes group therapy sessions and sometimes aversion therapy (in which the patient
may receive electrical shocks if he shows signs of sexual arousal while listening to depictions
of sexual assault or viewing pictures of a sexual attack). This program continues on an out-
patient basis when the prisoner leaves jail on parole and has been shown to lower the recidi-
vism rate for sexual offenses. In Kansas, in contrast, after this statute was enacted there was
a 16% increase in forcible rape while comparable statistics declined throughout most of the
country.

Firestone, Bradford, McCoy, Greenberg, Curry, and Larose (1998) studied the recidivism
of rapists in Canada. These investigators analyzed data on 86 men who had been out of jail
for up to 12 years, with a mean of almost 8 years. About half of these men had committed
some legal offense in the first 5 years they were out of prison, a disheartening statistic. While
these researchers reported that the rate of recidivism for sexual offenses was about 16% (a fig-
ure comparable to those cited in our earlier section on sexual abuse), this actually is lower
than recidivism rates for violent crimes (26%) and all criminal activities considered collec-
tively (53%). Additionally, this research indicates that it is very difficult to predict which men
are likely to reoffend and which are not. However, the more frequently a man had been in
trouble with the law and the more violent the crimes he committed, the more likely it was
that he would be a sexual crime reoffender.
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Case Study: JoAnn

JoAnn is a 20-year-old woman who works as a secretary for a
small business. She was attacked one evening when she

stepped outside to the back of the apartment building where she
lived alone to take out the trash. A young man she had never
seen before was outside and followed her back into the building.
When she opened her door he lunged at her and pushed her in-
side where he raped and sodomized her at knifepoint. After he
left she was in a state of shock and just sat, staring, the rest of
the night. Once, she tried to call a friend who was not home. The
next morning her co-workers took her to the rape crisis center.

JoAnn’s boyfriend was supportive and wanted to do anything
he could for her. He suggested she move in with him but agreed
not to try to have sex until she was ready. During the next few
weeks she was unable to work and had to quit her job, after
which she stayed at home doing nothing, rarely even bothering
to dress. She had nightmares, difficulty sleeping and eating, and
lost a lot of weight. Her boyfriend did everything for her, com-
forted her constantly, and was careful not to push her into doing
anything she did not feel like, even eating. His kindness was not
helpful, however, making her feel dependent and incapable of
doing anything for herself. She began to think about suicide all
the time.

The one thing JoAnn was able to do was to visit the rape cri-
sis center where she saw a counselor. She began going daily and
staying there a lot during the day, talking to the staff or just sit-
ting. She felt she could not communicate with any of her old
friends because she spoke constantly about the assault, which
seemed to make them uncomfortable. Her counselor allowed
her to talk as much as she wanted about the assault. She went
over it again and again, focusing on why it happened, and what
she could have done to prevent it or defend herself. Whereas her
friends tried to keep her from expressing any self-blame, her
counselor helped her put it in perspective.

After 3 or 4 months, JoAnn’s depression began to lift and the
suicidal thoughts decreased. Her nightmares became infrequent
and she began to sleep and eat more regularly, regaining some
of the weight she lost. She was still dependent on her boyfriend
but took a job and was able to function adequately in spite of
her anxiety when strange men came into the office. At first her
boyfriend took her home from work every day, but she told him
that she needed to learn to do more things for herself and be-
come more independent.

Calhoun & Atkeson, 1991
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Conclusion

As with most aspects of human nature, there are boundaries be-
tween what is common, acceptable, and decent and what is not.
This last chapter has discussed some of the less attractive aspects
of human sexual expression, especially when it seems entirely di-
vorced from erotic intentions, and our legal system has developed
explicit guidelines for defining and punishing sexual transgres-
sions. This book begins with an emphasis on two essential criteria
that lend dignity to human sexual expression: privacy and the lack
of coercion. The topics in this chapter involve problems with both.
We have seen that “victimless crimes” really are not victimless.
Exploitation in prostitution and sexual harassment is much in the
public’s consciousness and will likely continue so for a long time.

Difficulties in defining pornography and limiting its availability to
minors will trouble legal experts for the foreseeable future. The
sexual abuse of children as well as adolescents and adults involves
violations of the most basic of human rights. And the assertion of
male dominance through rape will occupy the pages of our news-
papers and magazines as long as we live.

Yet victims often feel in some way responsible for their vic-
timization. Therefore we would like to emphasize that if you are
ever the nonconsenting recipient of anyone’s sexual expression,
verbalization, innuendo, or hostile assertions or actions, you are,
by definition, a victim, not to be blamed yourself.

Learning Activities

1. Support or refute the notion that prostitution is a “victimless
crime.”

2. Speculate on how being physically or sexually abused as a child
might play a role in women becoming prostitutes.

3. In your opinion, can someone who has sexually abused chil-
dren ever be fully cured? Why or why not?

Key Concepts

• For sexual consent to occur, two people have to talk clearly
about their expectations, responsibilities, and wishes. Sexual ex-
ploitation and victimization involve the lack of sexual consent.

• Social learning theory emphasizes the role of observation in
learning as well as the importance of vicarious experience. This is
one approach to the way individuals might learn to sexually abuse
or exploit others.

• Prostitution involves exchanging sexual behaviors for money.
These behaviors may or may not involve sexual intercourse. Male
prostitutes work in roles similar to those of women, including call
girls, streetwalkers, and massage parlor workers. Individuals be-
come prostitutes for reasons that may involve dysfunctional fami-
lies of origin, economic stresses, drug dependency, and psycho-
logical problems. Many individuals go to prostitutes because they
do not enjoy diverse sexual activities with their current partner.

• Prostitutes often develop posttraumatic stress disorder after ex-
periencing events that involve actual or threatened death or injury.
Their responses involve intense fear, helplessness, or horror (Di-
agnostic and Statistical Manual of Psychological Disorders, 4th edi-
tion, 1994).

• Pornography involves depictions of sexual behavior intended to
arouse the viewer, including pictures, films, or prose accounts of
sexual activity.

• The United States Supreme Court has declared that materials
are obscene if:

the average person, applying contemporary community stan-
dards, would find that the work, taken as a whole, appeals to the
prurient interest; and the work depicts or describes, in a
patently offensive way, sexual conduct specifically defined by
the applicable state law; and the work, taken as a whole, lacks
serious literary, artistic, political or social value.

• According to the United States Equal Employment Opportunity
Commission:

Unwelcomed sexual advances, requests for sexual favors, and
other verbal or physical conduct of a sexual nature constitutes
sexual harassment when submission to or rejection of this con-
duct explicitly or implicitly affects an individual’s employment,
unreasonably interferes with an individual’s work performance
or creates an intimidating, hostile or offensive work environ-
ment.

• According to the American Academy of Pediatrics, child sexual
abuse involves

. . . any sexual act with a child that is performed by an adult or
an older child. Such acts include fondling the child’s genitals,
getting the child to fondle the adult’s genitals, mouth to genital
contact, rubbing the adult’s genitals on the child, or actually
penetrating the child’s vagina or anus.

• Incest involves “any overtly sexual contact between closely re-
lated persons or between persons who believe themselves to be re-
lated” (Forward & Buck, 1989).

• Rape involves sexual coercion and the forcible sexual assault of
an unwilling victim. Rapists are motivated by aggression, anger,
vindictiveness, and desire for sexual gratification.

• Statutory rape is sexual intercourse between an adult and a mi-
nor, even if the minor consents to the sexual activity. Much legal
confusion surrounds the prosecution of statutory rape today, es-
pecially if the two individuals know each other, are planning to
marry, and consent to sexual relations.

http://psikolibro.blogspot.com
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