TABLE 9.10 ga,]y History of Cocaine

6th century C.E. B Peruvians bury coca leaves as a “necessity” for the afterlife,
likely indicating use at that time.

16th century C.E. ® Spaniards pay gold/silver mine slaves with coca leaves to
improve performance.

1859 W Alkaloid cocaine isolated from coca leaves.

1884 M Freud publishes “Uber Coca” describing cocaine as a central nervous
system stimulant useful in treatment of numerous ailments.

1886 W Coca-Cola, containing cocaine, produced by Georgia pharmacist
Pemberton as “brain tonic” drink (caffeine substituted for cocaine in 1906).

1906/1914 W Federal Acts require cocaine listed as an ingredient in patent
medicines and registration of those involved in trade of coca products.

From Kerfoot, Sakoulas, & Hyman, 1996, p. 158

will prefer it to food, sex, or warmth (Robson, 1999; McDowell & Spitz, 1999). While
not all users become addicted, the powerful physical and psychological reinforcement
of the drug can lead relatively quickly to dependence. Current research suggests that
between 5 and 20% of cocaine users become addicted, with women and African Amer-
icans at highest risk for early addiction, even though these groups use cocaine at lower
rates overall than whites and Latinos in the United States (O’Brien et al., 2005).

Cocaine “binges”—a compulsive pattern of frequent re-dosing—can sometimes
last for days. Tolerance also develops rapidly. Withdrawal from cocaine is not as dra-
matic as withdrawal from alcohol or opioids, but it can be very unpleasant. The infa-
mous ‘“crash” of cocaine withdrawal involves cravings, depression, and irritability.
Users sometimes combine cocaine with heroin (known as a “speedball”) in order to
lessen the effects of the crash (David et al., 2001). The less dramatic withdrawal syn-
drome associated with cocaine as compared to some other drugs has misled users and
even health-care professionals, at times, into believing that cocaine is not addictive
(Fleming et al., 1996).

One of the greatest dangers of cocaine use is overdose, even from relatively small
amounts of the drug. Overdoses of cocaine, like amphetamines, can cause psychosis,
seizures, and fatal heart attacks. This danger of cocaine use received heavy press cov-
erage in 1986 when Len Bias, a University of Maryland basketball star, died of a heart
attack caused by an apparently modest dose of cocaine, shortly after he was chosen by
the Boston Celtics in the first round of the NBA draft (Smith, 1992).

Amphetamines (Speed, Uppers, Bennies, Crank, Ice, Crystal Meth) Amphetamines
are drugs with a chemical structure quite similar to those of the neurotransmitters nor-
epinephrine and dopamine, and they produce their stimulant effects by increasing the
availability of these neurotransmitters. Amphetamines were first synthesized in the
1880s, but they were not introduced medically until almost 50 years later (McDowell
& Spitz, 1996). The first medical stimulants were made available in 1932 as appetite
suppressants for weight loss, and this has continued to be one of their common uses
and abuses (Kanayama et al., 2001).

When they first became available in the 1930s, amphetamines were hailed as won-
der drugs. As with so many other drugs, this period of wild enthusiasm was only later
tempered by a more balanced understanding of the risks associated with their use.
Methamphetamine, the most popular early form of amphetamine, was widely used as
a “pep pill” throughout the 1940s and 1950s (McDowell & Spitz, 1996). Truck drivers,
students, and others who needed to stay awake for long periods were eager users. Some
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Dangers of cocaine use Len Bias,
shown in the red uniform during an NCAA
tournament game, died of a heart attack
after using cocaine. Bias, who played at the
University of Maryland, was a first round
NBA draft pick, but he never played
professionally because of his untimely
death.
©AP/Wide World Photos

Amphetamines Synthetic stimulants with a
chemical structure similar to that of the neuro-
transmitters dopamine and norepinephrine.
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of the popularity of amphetamines during this era can be attributed to their widespread
use during World War II. The American, British, Japanese, and German militaries all
experimented with giving amphetamines to soldiers in order to enhance performance.
Large stockpiles of amphetamines remaining after the war were made easily available,
without a prescription, to the general population through aggressive marketing by drug
companies (Ray & Ksir, 2002). In fact, the first recorded instance of widespread am-
phetamine abuse occurred among the Japanese population following World War II,
when a significant percentage of the Japanese population became amphetamine-
dependent (Robson, 1999).

As a result of increasing abuse, the United States government established tighter
controls over amphetamines in the late 1940s and 1950s. But by the 1960s, ampheta-
mine use was soaring. Amphetamines were being widely prescribed to facilitate weight
loss and to treat depression (King & Ellinwood, 1997)—two uses that are now consid-
ered medically questionable. The term speed freak became commonplace as recre-
ational IV methamphetamine use increased (Ray & Ksir, 2002). Between 1969 and
1971, the U.S. government embarked on a campaign to reduce amphetamine produc-
tion and to educate doctors and the public about the dangers of amphetamine abuse (us-
ing the slogan “speed kills”) (King & Ellinwood, 1997; McDowell & Spitz, 1996).
Production of amphetamines dropped by 80% during this period, and many abusers
shifted to cocaine, which became increasingly available in the 1970s (Erickson et al.,
1994). Other abusers began manufacturing their own amphetamines in homemade labs,
a practice that continues today and is a primary source of “crank” (methamphetamine)
and “ice” (a smokable form of methamphetamine) (Wilson, 2000).

Currently, amphetamines do have some appropriate medical uses. They are con-
sidered a standard treatment for narcolepsy (a sleep disorder characterized by sudden
and frequent onset of sleep) and for attention-deficit/hyperactivity disorder (ADHD;
see Chapter 13) (Littner et al., 2001). Methylphenidate (Ritalin) has been shown, par-
adoxically, to have a calming effect in treating ADHD, probably because it stimulates
attentional and behavioral inhibition centers in the brain (Solanto, Arnsten, & Castel-
lanos, 2001). However, there is controversy surrounding the use of stimulants in treat-
ing ADHD, as critics charge that ADHD is overdiagnosed and stimulant treatments are
overprescribed (Chapter 13).

While the use of stimulants as a primary treatment for depression has been dis-
credited and replaced by far more effective treatments, amphetamines are still pre-
scribed for weight loss. This practice has been particularly controversial because
research indicates that the weight-reducing effects of amphetamines are only tempo-
rary, and the drugs usually have side effects (Bessesen, 2002). Furthermore, some stim-
ulants marketed as weight loss agents have been later shown to pose health risks. For
example, the combination of fenfluramine and phentermine (known as “fenphen”) was
first thought to be a breakthrough in longer-term weight reduction, but was later with-
drawn from the market in 1997 after reports of serious heart and lung disease associ-
ated with its use (Stahl, 1997).

Currently, amphetamines and related drugs continue to be widely abused. They can
be ingested, taken intravenously, or smoked. Amphetamines are as potent as cocaine,
and the high lasts longer (de la Torre et al., 2000). However, street amphetamines are
often diluted; were this not the case, most stimulant users would not be able to distin-
guish between a cocaine and an amphetamine high (Robson, 1999). Tolerance and de-
pendence on these drugs can develop relatively quickly, sometimes within weeks
(Jansen & Darracot-Cankovic, 2001). Amphetamine withdrawal is similar to cocaine
withdrawal; it is not usually medically dangerous, but it does involve a very unpleas-
ant “crash” consisting of depressed mood, decreased energy, increased appetite, and ir-
ritability in addition to powerful cravings for the drug, which can last for days
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(Rothman et al., 2000). Even within the drug culture, amphetamines have a mixed rep- Nicotine A mild stimulant found in the leaves
utation. Frank Zappa, the rock musician, once said: “I would like to suggest that you of the tobacco plant.

don’t use speed, and here is why: it will mess up your liver, your kidneys, rot out your Caffeine A mild stimulant found in many
mind. In general, these drugs will make you just like your parents” (quoted by Robson foods and beverages.

in Shapiro, 1989).

Nicotine Nicotine is a mild stimulant found in the leaves of the tobacco plant, which
can be chewed or smoked after drying. Nicotine is highly addictive and very toxic in
large doses. Sixty milligrams of nicotine—half the amount in a typical cigar—is enough
to kill a person within minutes (Ray & Ksir, 2002). However, nicotine is absorbed grad-
ually while smoking, and it is typically taken in smaller doses (an average cigarette con-
tains 1 mg) that are not very toxic.

Nicotine is rapidly absorbed and reaches the brain within 20 seconds (McDowell
& Spitz, 1999). Its stimulant effects include increased heart rate, elevated blood pres-
sure, and improved mood. Nicotine is highly reinforcing; experiments demonstrate that
monkeys will engage in strenuous work if rewarded with nicotine injections. In humans,
the reinforcing effects include pleasant mood, anxiety reduction, and relief from with-
drawal symptoms that occur when nicotine is withheld. These withdrawal symptoms
can include depression, irritability, insomnia, restlessness, increased appetite, and e,
weight gain (Slade, 1999). All of these factors contribute to the addictive power of Nicotine dependence Although it is

smoking and the difficulties associated with quitting. legal for adults, nicotine can cause dependency,
The major health problem associated with nicotine use is due to its delivery system—  and it is the world’s deadliest drug because of

smoking. The chemicals ingested into the lungs in the process of smoking make nicotine  the harmful effects of smoking.
the world’s deadliest, albeit legal, drug (Kozlowski, Henningfield, & Brigham, 2001). James Wilson/Woodfin Camp & Associates
Smoking causes over 400,000 deaths each year in
the United States, one-fifth of all deaths (Fisher &
Harrison, 1997). The former Surgeon General of
the United States, Antonia Novello, put it simply:
“Smoking represents the most extensively docu-
mented cause of disease ever investigated in the
history of biomedical research” (McDowell &
Spitz, 1999). Accordingly, there is a fierce debate
among health professionals about whether greater
restrictions should be placed on the sale and use of
tobacco (e.g., Arjonilla, Pelcastre, & Orozco, 2000;
Mac-Fadyen, Hastings, & MacKintosh, 2001).
While smoking rates in the United States have
steadily declined since 1964, rates continue to in-
crease overseas as tobacco companies look to re-
place the shrinking U.S. market with other markets
(Dunphy, 2000) (see Figure 9.2). In Vietnam, for
example, it is estimated that 77% of the population
smokes, mostly using American brands.
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Caffeine Caffeine is a mild stimulant found in many foods and beverages, including
coffee, tea, soft drinks, and chocolate, and in various over-the-counter (OTC) drugs (see
Table 9.11). Caffeine has been used for centuries, primarily in coffees and teas, for its
pleasant stimulant effects. It is popular throughout the world, ranking as the most
widely used drug in existence (Miller, 2005). At times throughout history, people have
argued that caffeine has either magically medicinal, or devilishly immoral, properties
(Ray & Ksir, 2002). In reality, caffeine has relatively mild effects when taken in mod-
erate doses. Its effects include relief from fatigue, enhanced alertness, and relief from
headaches. However, research shows that caffeine does little if anything to enhance per-
formance, and it may actually decrease mental performance at high doses (Miller, 2005;
Williams & Knight, 1995).

Caffeine is a highly reinforcing drug, and regular caffeine intake can lead to phys-
ical and psychological dependence, with tolerance and withdrawal symptoms. With-
drawal usually consists of a headache; regular coffee drinkers often notice this symptom
if they decrease their intake. What many caffeine users describe as the pleasurable and
helpful effects of caffeine is really just the relief from caffeine withdrawal that “re-
dosing” provides.

Caffeine is not particularly toxic; the lethal dose for humans is around 10 grams,
the equivalent of 100 cups of coffee (Ray & Ksir, 2002). Moderate caffeine use is prob-
ably not a health risk for most people, although questions remain about the medical
consequences of high consumption. Researchers have examined possible links between
caffeine intake and cancer, fibrocystic breast disease, heart disease, and other illnesses,

Caffeine Doses in Common Foods, Beverages, and
TABLE 9.11 Medicines

Caffeine in Beverages and Foods

CAFFEINE (MG)

ITEM AVERAGE RANGE
Coffee (5-0z cup)
Brewed, drip method 115 60-180
Brewed, percolater 80 40-170
Instant 65 30-120
Decaffeinated, brewed 2 2-5
Decaffeinated, instant 2 1-5
Tea (5-0z cup)
Brewed, major U.S. brands 40 20-90
Brewed, imported brands 60 25-110
Instant 30 25-50
Iced (12-0z glass) 70 67-76
Cocoa beverage (5-oz cup) 4 2-20
Chocolate milk beverage (8-oz glass) S 2-7
Milk chocolate (1 oz) 6 1-15
Dark chocolate, semisweet (1 0z) 20 5-35
Baker’s chocolate (1 oz) 26 26
Chocolate-flavored syrup (1 oz) 4 4

(Table continues)
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TABLE 9.11 (Continued)

Caffeine in Popular Soft Drinks

BRAND CAFFEINE* (MG)
Sugar-Free Mr. Pibb 58.8
Mountain Dew 54.0
Mello Yello 52.8
Tab 46.8
Coca-Cola 45.6
Diet Coke 45.6
Shasta Cola 44.4
Mr. Pibb 40.8
Dr Pepper 39.6
Big Red 38.4
Pepsi-Cola 38.4
Diet Pepsi 36.0
Pepsi Light 36.0
RC Cola 36.0
Diet Rite 36.0
Canada Dry Jamaica Cola 30.0
Canada Dry Diet Cola 1.2

Caffeine Content of Nonprescription Drugs

DRUG CAFFEINE (MG)
Stimulants
No Doz 100.0
Vivarin 200.0
Analgesics
Anacin 32.0
Excedrin 65.0
Goody’s Headache Powders 32.5
Midol 32.4
Vanquish 33.0
Diuretics
Aqua-Ban 100.0
Maximum-Strength Aqua-Ban Plus 200.0

* Per 12-o0z serving

From Ray & Ksir, 2002, pp. 337 & 340

with mixed results. At this point, most medical experts suggest that it is not harmful to
use moderate amounts of caffeine, except possibly during pregnancy.

Caffeine is not specifically listed as a substance associated with either abuse or de-
pendence in the DSM-IV-TR (APA, 2000), but many researchers do believe that a caf-
feine dependence syndrome exists (e.g., Pressman & Orr, 1997). Caffeinism, a related
condition, can include symptoms of irritability, insomnia, nervousness, twitching, heart
arrhythmias and palpitations, and gastrointestinal disturbances due to high caffeine in-
take (Tarter, Ammerman, & Ott, 1998).
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Hallucinogens Substances that produce hal-
lucinatory changes in sensory perception.

LSD Lysergic acid diethylamide, a potent
synthetic hallucinogen.

Hallucinogens

Hallucinogens are so named because of their tendency to produce hallucinations—
internally generated sensory perceptions. The term hallucinogen applies to all natural
or synthetic substances that have this effect. This class of substances is also sometimes
referred to as psychedelic (literally, “mind-viewing”) or psychotomimetic (psychosis
mimicking) drugs. Some enthusiasts describe them as entheogens, substances that pro-
duce spiritual or religious experiences (Strassman, 1995).

Plants and fungi with hallucinogenic properties are found throughout the world.
Hallucinogens have been used for centuries, in many cases as part of religious prac-
tices. Scholars have speculated that hallucinogenic drugs may be responsible for phe-
nomena ranging from the wild imagery of the Book of Ezekiel in the Bible to the
behavior of the women who were burned as witches during the Salem witch trials (Ray
& Ksir, 2002). At various times, hallucinogens have been used by spiritual seekers,
artists, and those in the counterculture wishing to open the “Doors of Perception” (the
title of Aldous Huxley’s famous book about his experiments with hallucinogens). Hal-
lucinogens have been illegal in the United States since 1965, but researchers are cur-
rently investigating possible therapeutic and scientific uses of some of these drugs since
recent studies suggest that they can cause lasting improvements in mood and sense of
well-being (e.g., de Wit, 2006; Griffiths et al., 2006).

LSD (Acid) Lysergic acid diethylamide (LSD) was originally synthesized in 1938 from
alkaloids extracted from a fungus. A related compound was later found to exist natu-
rally in the seeds of the morning glory plant (Littell, 1996; Robson, 1999). LSD has a
chemical structure similar to that of the neurotransmitter serotonin and binds at a type
of serotonin receptor (Stain-Malmgren et al., 2001). LSD, which is usually taken orally,
is one of the most potent known psychotropic substances. Physically, it causes sympa-
thetic nervous system effects such as dilated pupils and increased temperature and blood
pressure (Ghuran & Nolan, 2000). LSD’s psychological effects include profound per-
ceptual changes, depersonalization (Chapter 7), and enhanced emotionality, typically
either along grandiose/spiritual or anxious/paranoid lines. Effects usually last six to nine
hours (Ghuran & Nolan, 2000).

Albert Hofmann discovered LSD while working as a chemist for Sandoz Labs in
Basel, Switzerland. In 1943, Dr. Hofmann was attempting to develop new stimulant
medications when he had a pleasant hallucinatory experience that resulted from the ac-
cidental absorption of LSD. Subsequently, he deliberately ingested LSD to study its ef-
fects. In the company of an assistant, Dr. Hofmann tried to dutifully record his
experience. Unfortunately for him, he took what is now recognized as a huge dose of
this powerful drug—0.25 milligrams, 10 times more than the minimal effective dose of
around 20 to 25 micrograms (Brendel, West, & Hyman, 1996). Dr. Hofmann had the
first recorded “bad trip” (McDowell & Spitz, 1999)! He had an intense, unpleasant hal-
lucinatory experience, which included synthesesia (the mixing of sensory experiences,
such as “seeing” sounds).

Between 1953 and 1966, Sandoz Labs distributed LSD to many researchers for fur-
ther study. Various uses for LSD were investigated, such as to enhance psychotherapy,
as a treatment for alcoholism, and as a model for studying psychosis, but none panned
out (Hofmann, 1994; Novak, 1997; Mangini, 1998). When LSD gained popularity as a
street drug during the 1960s, Sandoz Labs stopped sponsoring LSD research and dis-
tributing the substance.

Also during the 1950s and 1960s, the U.S. military and the Central Intelligence
Agency (CIA) engaged in some disturbing research with LSD despite evidence that the



dangers of the drug were already well understood (Neill, 1987; Novak, 1998). LSD was
given to at least 585 soldiers and 900 civilians, often without their knowledge or con-
sent (Strassman, 1995). One subject, a biochemist named Frank Olson, suffered an ex-
tended psychotic reaction and committed suicide two weeks after he had LSD secretly
slipped into his drink during an experiment. His family was told at the time only that
he had fallen or jumped out of a window. The full extent of these government LSD ex-
periments was revealed later, in part due to the investigation of Dr. Olson’s death over
20 years after the experiments occurred (Robson, 1999).

LSD was popularized as a street drug in the 1960s largely as a result of the efforts
of Timothy Leary who was, at the time, a Harvard professor. When Dr. Leary began vi-
olating research guidelines while conducting LSD experiments, he was dismissed from
Harvard, but he continued to advocate LSD use through his League for Spiritual Dis-
covery (also known as “LSD”). Street use of LSD reached a peak around 1968, and then
declined, due in part to fears concerning the possibility of “bad trips,” psychotic reac-
tions, flashbacks, and rumors about possible chromosome damage from LSD use
(Batzer, Ditzler, & Brown, 1999; Littell, 1996). Recently, however, LSD usage appears
to have increased again among young people.

LSD use does not seem to cause physical dependence or withdrawal, but tolerance
does occur; a person taking the same daily dose of LSD will find that the drug becomes
completely ineffective within days (Ray & Ksir, 2002). In addition, cross-tolerance oc-
curs with other hallucinogens. LSD can apparently precipitate an ongoing psychotic
condition in a vulnerable individual, and treatment is sometimes required for users hav-
ing temporary panic or distressing psychotic symptoms (Batzer et al., 1999). These in-
dividuals are kept safe, reassured (“talked down”), and occasionally given
benzodiazepines to help reduce anxiety.

Psilocybin (Mushrooms) Psilocybin is the active ingredient found in scores of mush-
rooms with hallucinogenic properties that grow worldwide (Griffiths et al., 2006). Psilo-
cybin, like LSD, is chemically quite similar to the neurotransmitter serotonin, and its
effects are nearly identical to those of LSD, though it is far less potent (Ghuran &
Nolan, 2000). The Aztec Indians have used psilocybin in religious ceremonies for hun-
dreds of years, and early Western explorers learned from the Aztecs about its halluci-
natory properties. However, Western knowledge of psilocybin was suppressed for
centuries because Spanish priests were offended by the religious practices of the Aztecs
and destroyed their writings and teachings (Ray & Ksir, 2002). Western knowledge of
psilocybin did not resurface until the mid-1900s (Smith, 1995). In 1955, an American
ethnobotanist and former banker named Gordon Wasson gained access to ceremonies
of an indigenous group using “magic mushrooms.” He described his experience as fol-
lows: “It permits you to travel backwards and forwards in time, to enter other planes of
existence, even (as the Indians say), to know God” (Ray & Ksir, 2002, p. 380). Psy-
chedelic mushrooms became popular during the counterculture movement of the 1960s.

Peyote/Mescaline Peyote is a small, carrot-shaped cactus found mostly in Mexico and
Central America. Mescaline, the primary active ingredient in peyote, was first isolated
in the 1890s and first synthesized in 1918 (Robson, 1999). Mescaline causes euphoric
and hallucinatory experiences very similar to those associated with LSD and psilocy-
bin, but its chemical structure is different—Iess like serotonin and more like the neu-
rotransmitters norepinephrine and dopamine (Ray & Ksir, 2002). Peyote is usually
eaten, in the form of sun-dried “buttons” taken from the cactus (Brendel et al., 1996).
As with other hallucinogens, tolerance does occur, but dependence and withdrawal are
rare (Stephens, 1999).
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Psilocybin The active ingredient found in
mushrooms with hallucinogenic properties.

Peyote A small, carrot-shaped cactus contain-
ing mescaline found mostly in Mexico and
Central America.

Mescaline A hallucinogenic substance found
in peyote.
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Psychedelic art

The popularity of psychedelic drugs in the
1960s led to psychedelic art such as this
1967 work by Minnie Evans (1892-1987),
now housed at the Smithsonian
Institution in Washington, DC.

Minnie Evans (1892-1987) /
Art Resource, ©Smithsonian American
Art Museum, Washington, DC

Legal marijuana This man is

smoking marijuana in the “Cannabis
Castle” outside Nijmegen, Holland.
Marijuana was decriminalized in Holland in
the 1970s.

©AP/Wide World Photos

Marijuana The world’s most widely used
illegal substance; derived from the cannabis
plant.

Many Native American tribes have used peyote for centuries in religious rituals,
and as recently as 1960 “peyotism” was the major religion of Native Americans in the
Western United States (Garrity, 2000; Hopgood, 2000; Swan & Perez, 2000; Weaver,
2001). Peyote is legal in some states when used by Native Americans for religious
purposes—an interesting example of cultural relativism concerning substance use. This
legal protection has been challenged in some states, but peyote currently remains the
only legally sanctioned hallucinogen in the Western world (Brooke, 1997; Epps, 2001;
Robson, 1999).

Other Drugs

The following drugs do not easily fit into the categories of depressants, stimulants, and
hallucinogens. They have properties similar to some of the substances already dis-
cussed, but have unique properties as well.

Marijuana (Pot, Weed, Reefer, Grass) Marijuana is the most widely used illegal drug
in the world (Wallace, 1999). It is America’s number one cash crop, to the tune of $30
billion per year. Worldwide, it is estimated that hundreds of millions of people use mar-
ijuana daily (Dawsey, 1996).

Marijuana comes from the dried and crushed flowers, leaves, seeds, and stems of
some strains of the cannabis plant. The primary psychoactive ingredient in these plants
is tetrahydrocannabinol, abbreviated as THC, which is concentrated in the resin of the
plant. The different parts of the cannabis plant have different concentrations of THC-
containing resin, which are reflected in the different potencies of several related sub-
stances. Marijuana, made primarily from the leaves and seeds, typically contains
between 1 and 8% THC. More potent substances such as hashish (hash) and sinsemilla
are made specifically from the resin-rich flowering tops of the plant, which contain up
to 14% THC.



Marijuana and its related substances are typically smoked, but they can also be
eaten (usually baked into food), or used as teas. Marijuana is rapidly absorbed when
smoked, and its effects begin within minutes, reaching a peak within about two hours.
However, marijuana is metabolized slowly, with a high that can last several hours and
a half-life of about two days (Losken, Maviglia, & Friedman, 1996). The half-life of a
drug is the amount of time it takes for half of the substance to be eliminated from the
body. In general, the shorter the half-life of a substance, the sooner its effects dissipate.
Because of its long half-life, regular marijuana users, like Rob (described in one of the
chapter opening case vignettes), can easily become chronically “stoned” (McDowell &
Spitz, 1999).

The effects of marijuana are varied, and include some depressant, hallucinogenic,
and stimulant properties that have made the classification of marijuana controversial.
The most common effects are enhanced sensory experience, relaxation, euphoria, al-
tered time sense, increased appetite, and, for some users, anxiety and paranoia. Phys-
ical changes include increased pulse and blood pressure, dilation of blood vessels
(causing bloodshot eyes), dry mouth, and decreased reaction time (Fisher & Harri-
son, 1997). The brain mechanisms of marijuana are not fully understood, but THC
seems to bind at endogenous cannabinoid receptors that may have a role in mood,
memory, and sensory regulation. These receptors appear to be designed for an en-
dogenous substance called anandamide that shares marijuana-like properties (Ray &
Ksir, 2002). Marijuana also has some medically beneficial effects, which have ignited
controversy about its illegal status. For example, there is evidence that marijuana can
help treat loss of appetite, severe nausea (as from chemotherapies for cancer), glau-
coma, and pain (Nichols, 2000).

Regular marijuana use can cause tolerance, withdrawal, and both physical and psy-
chological dependence. Withdrawal symptoms can include irritability, restlessness, in-
somnia, craving, tremors, and chills. While overdoses of marijuana are very unusual,
the drug can cause both acute and chronic health problems. Some marijuana users ex-
perience flashbacks and panic reactions, which can be treated with supportive reassur-
ance and antianxiety medications if necessary.

Long-term problems associated with marijuana use are more varied and com-
plex. Marijuana use has been known to precipitate psychosis and may also contribute
to problems with learning and short-term memory, impaired judgment and problem
solving, loss of balance and coordination, anxiety and panic attacks, and an in-
creased risk of engaging in unsafe behaviors (Harrigan, 1999). In addition, some re-
searchers claim that long-term marijuana use is associated with a controversial
condition known as amotivational syndrome in which individuals lose their drive
and purpose (Cherek et al., 2003; Villarreal, 2002). However, it remains unclear
whether this syndrome is actually caused by marijuana use or only correlated with
it. Physical problems related to long-term marijuana use include decreased reaction
time, immune suppression, lung damage (marijuana contains carcinogens, and one
marijuana joint is as toxic as five cigarettes), decreased hormone production, and
possible memory loss (Robson, 1999).

Ecstasy (MDMA, XTC, X, Adam, E) Ecstasy is a synthetic amphetamine/stimulant
with some hallucinogenic properties. MDMA (methylenedioxymethamphetamine), the
chemical compound in ecstasy, was originally patented by the German pharmaceutical
company Merck in 1914. MDMA was used in the 1950s and 1960s by the U.S. Army
(as a stimulant), by some psychotherapists (to enhance client insight), and recreation-
ally by members of the drug culture of the era (McDowell & Spitz, 1999). Ecstasy has
been illegal since 1985, largely through the efforts of Senator Lloyd Bentsen of Texas
who became concerned about the easy availability of ecstasy in Texas, where it was
sold over the counter, at bars, and through 800 numbers (McDowell & Spitz, 1999).
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Half-life The amount of time it takes for half
of a substance to be eliminated from the body.
Ecstasy (MDMA) A synthetic ampheta-

mine/stimulant with some hallucinogenic
properties.
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Ecstasy “raves” The popularity of
ecstasy raves among young people has
been a cause for concern due to the
potential dangers of ecstasy use.

Topham/The Image Works

PCP Phencyclidine, a substance of abuse
originally developed as an animal anesthetic.

Ketamine A shorter-acting derivative of PCP
still used as an anesthetic.

GHB Gamma-hydroxybutyrate, a so-called
natural bodybuilding and sleep aid that has
become a popular club drug.

Inhalants Chemicals that produce a “high”
when inhaled.

Ecstasy has become popular as a “club” drug and on college campuses (Doyon,
2001). Its popularity is in large part due to its reputation for inducing a pleasurable feel-
ing of empathy, closeness, and connection with other people. Ecstasy is usually taken
as a 100 to 150 mg pill. Effects begin approximately 20 minutes after ingestion and last
from three to six hours, although larger doses can result in reactions for up to two days.
The drug affects many neurotransmitters, particularly the serotonin system (Ghuran &
Nolan, 2000). Tolerance does develop, with regular usage resulting in a decrease in the
desired effects and increasingly prominent side effects.

Despite its seemingly benign nature, ecstasy is a potentially dangerous drug. It
causes permanent damage to serotonin neurons in monkeys and may do so in humans
(Kish et al., 2000). In addition, many ecstasy-related deaths have been reported. These
appear to be due to dehydration and hyperthermia caused by using the drug in hot,
crowded dance clubs (Cloud, 2001; Doyon, 2001; Ling et al., 2001).

PCP (Phencyclidine, Angel Dust) and Ketamine (Special K) PCP was developed by
the Parke-Davis pharmaceutical company in the 1950s for possible use as an anesthetic.
Because of side effects associated with it, PCP was designated for use only as an ani-
mal anesthetic, and then withdrawn from the market altogether in 1965 when it began
to appear on the streets (Giannini, 1998; Senay, 1998). Ketamine, a shorter-acting and
safer derivative of PCP, is still used as an anesthetic.

PCP and ketamine are sometimes classified as hallucinogens because they do have
some hallucinatory effects. However, their mechanism of action in the brain is very dif-
ferent from that of the hallucinogens, and many experts disagree with this classifica-
tion (e.g., Brendel et al., 1996). PCP is usually smoked (it is often “laced,” or mixed
with, other substances such as marijuana), but it can also be snorted, injected, or in-
gested. It produces several hours of a euphoric state, often with hallucinations. Keta-
mine is more often sniffed as a powder, and it has a highly reinforcing, dissociative
effect (McDowell & Spitz, 1999). Police officers are well aware that PCP can also cause
bizarre and violent behavior. Because of PCP’s anesthetic properties, users can be im-
pervious to pain, yet retain full use of their muscles. As a result, they can be very hard
to subdue.

Overdoses of PCP can cause a psychosis resembling schizophrenia, or even coma.
Treatment of acute PCP intoxication and prolonged psychotic reactions can require
medications, restraints, and a quiet, low-stimulation environment (Giannini, 1998;
Senay, 1998).

GHB (Gamma-hydroxybutyrate) GHB was also developed for possible use as an
anesthetic but was withdrawn from use as a medical drug in 1990. However, it has been
widely used as a so-called natural bodybuilding and sleep aid, and has recently become
popular as a “club” drug (Graeme, 2000). GHB acts mostly like a depressant and thus
has dangerous synergistic effects with alcohol (Nicholson & Balster, 2001). Deaths due
to this combination have been reported (McDowell & Spitz, 1999). Dependence can
develop with GHB, and the withdrawal syndrome is similar to that observed with al-
cohol and the benzodiazepines. GHB is usually taken in liquid form (and is sometimes
called “liquid ecstasy”) in doses of about 5 mg, and it causes a highly reinforcing, pleas-
ant dissociative state, most likely mediated by the dopamine system (Nicholson & Bal-
ster, 2001). Because GHB, like flunitrazepam (Rohypnol) and ketamine, is colorless,
odorless, and tasteless, all three have been implicated as potential “date rape” drugs
when slipped into beverages.

Inhalants The term inhalants refers to a wide range of chemicals that produce a “high”
when inhaled. Many inhalants are common household products, including solvents such
as gasoline, kerosene, glue, nail polish remover, lighter fluid, and paint. Medical drugs,



including gaseous anesthetics like nitrous oxide (laughing gas) and chloroform, or nitrates
such as amy]l nitrite (“poppers”), can also be abused as inhalants. Solvents are typically
used by spraying or soaking a rag, from which the individual then inhales, sometimes un-
der a plastic bag (Fisher & Harrison, 1997). Because they are cheap, readily available, and
easy to administer, inhalants are often abused by young adolescents or impoverished indi-
viduals (Robson, 1999). Inhalants cause a variety of relatively short-lived effects. Most cre-
ate temporary dizziness, drowsiness, euphoric feelings, giddiness, slurred speech, and
decreased inhibitions. Nitrates cause a faintness (by reducing blood pressure to the brain),
which is reputed to enhance sexual pleasure—hence their notorious popularity in sex clubs.
Most inhalants do not produce significant tolerance or withdrawal effects, although there
are some exceptions to this rule (Robson, 1999). Unfortunately, most inhalants are quite
toxic. Acute effects can include hallucinations, headaches, loss of consciousness, cardiac
arrhythmias, coma, and death. Permanent liver, kidney, lung, and brain damage can also
result from the repeated use of inhalants.

Anabolic Steroids Gonadal steroids are hormones that regulate the functioning of the
reproductive system and include the male sex hormone testosterone. Anabolic
steroids—a synthetic subtype of steroids resembling testosterone that tends to in-
crease muscle mass—are often abused with the aim of enhancing athletic perform-
ance or physique. The use of substances to improve physical performance has a long
history; ancient Greek and Aztec athletes are known to have used various substances
to increase endurance and strength (Ray & Ksir, 2002). Many athletes around the
world began to use steroids avidly once it was discovered, during the 1930s, that male
hormones could increase muscle mass. Soviet athletic teams experimented with the
use of testosterone in the 1950s, while Americans began using anabolic steroids. In
the 1970s, some Eastern European Olympic teams were using steroids routinely. In
one infamous incident, an East German Olympic coach was asked why all his female
swimmers had deep voices; he replied “We have come here to swim, not to sing”
(Ray & Ksir, 2002). Steroid abuse was so widespread that a 1972 survey of Olympic
athletes indicated that 68% had used steroids. As a result of these abuses, bans on
steroid use and testing for the banned substances began during the 1970s in many am-
ateur and professional sports. However, steroids remain popular among many athletes
and bodybuilders.

Steroid use spread to more casual athletes and younger people, male and female,
during the 1980s (Kaufman & Friedman, 1996; Peters & Phelps, 2001). In a 1988 sur-
vey, 6.6% of high school seniors reported having used steroids. Concern over this phe-
nomenon led to the passage of the Anabolic Steroids Act of 1990 in the United States,
which placed tight control over the distribution and sale of the drugs (Fisher & Harri-
son, 1997). Since then, illicit steroid users have typically obtained black market steroids
which often contain impurities and may be derived from veterinary substances (Kauf-
man & Friedman, 1996).

Anabolic steroids do have some legitimate medical uses, such as the treatment of mus-
cle loss, blood anemia, HIV, and testosterone deficiencies (Newshan & Leon, 2001; Rabkin
et al., 2000). Illicit steroid users tend to use much higher doses (10-100 times higher) of
the substance than medically approved amounts. Ironically, it is not clear that anabolic
steroid use actually improves athletic performance, although it can increase muscle mass.
If it does enhance performance, the effect is probably minor and may be due to the placebo
effect, which relies on the power of suggestion (Wichstrom & Pedersen, 2001).

There is no doubt, however, about many of the psychological and physical side ef-
fects of these drugs. Anabolic steroids increase aggressiveness and have been anecdo-
tally connected with a syndrome of belligerent behavior known as “roid rage” (Thiblin,
Kristiansson, & Rajs, 1997). While overdose is not a common danger with these drugs,
they do pose serious long-term health risks. Among the side effects of ongoing use are
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Anabolic steroids A synthetic subtype of
steroids resembling testosterone that tend to
increase muscle mass and are often abused
with the aim of enhancing athletic perform-
ance or physique.

Steroid abuse These bodybuilders at
the Mr. Universe competition in 2002
highlight the growing obsession with
muscularity that has contributed to steroid
abuse.

© Scott Barbour/Getty Images
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testicular atrophy, impotence, acne, baldness, hepatitis, high blood pressure, liver dam-
age, and masculinization in women (Midgley et al., 2000).

Tolerance does not seem to occur, but there is a withdrawal syndrome with anabolic
steroids involving depression, insomnia, fatigue, and decreased sex drive (Brower, 2000a;
Gruber & Pope, 2000). Treatment for steroid abuse focuses on establishing discontinuation
and maintaining abstinence through therapy and educational interventions (Brower, 2000b).

Classification in Demographic Context

As we’ve already noted, substance use and misuse is prevalent in all social and cultural
groups. There are, however, some noteworthy demographic trends with regard to sub-
stance misuse in the United States over the last several decades.

Age

With the exception of very young children, people of all ages abuse drugs. However, cer-
tain phases of life are significant risk factors for substance misuse. For instance, peer pres-
sure can make adolescence a high-risk time for drug abuse, and adolescents’ feelings of
invincibility and immortality often exacerbate their risk-taking behaviors. Some drugs, in-
cluding marijuana and the current “club drugs” (such as ecstasy and GHB), are used pri-
marily by adolescents and young adults. Similarly, marijuana became increasingly popular
among young people during the 1950s and 1960s when their sense of the relatively benign
effects of the drug, in contrast to official government statements about its lurid dangers,
fed the distrust of authority in the counterculture of the time (Sloman, 1998). Marijuana
remains a popular drug among today’s teenagers and young adults.

Most experts agree that substance misuse problems are underdiagnosed and un-
dertreated among the elderly (Weintraub et al., 2002). Evidence suggests that substance
misuse among geriatric populations centers on the unintentional misuse of prescription
medications, but researchers warn that the number of elderly people abusing illicit drugs
and alcohol will likely spike as the baby boom generation ages. Substance use prob-
lems among the elderly are of special concern given that treatment outcomes are poorer
among people with cognitive impairment, and special treatment strategies are required
for elderly persons with dementia (Patterson & Jeste, 1999).

Gender

In general, men are significantly more likely than women to abuse drugs and alcohol. A
genetic predisposition to alcoholism appears to be more common in men than it is in
women (an issue we’ll return to shortly), and men are twice as likely to abuse ampheta-
mines and related drugs (Lit et al., 1996). Interestingly, a shift in gender trends has occurred
with regard to nicotine consumption. When tobacco use peaked in the 1950s, cigarette
smoking was advertised as a highly masculine activity. Marlboro brand cigarettes became
famous, and extremely profitable, thanks to ads featuring the “Marlboro Man,” a ruggedly
handsome cowboy riding the range, cigarette in mouth. When the feminist movement
gained popularity in the 1960s and 1970s, cigarette manufacturers responded by advertis-
ing smoking as a “liberated” activity for women. Virginia Slims created a brand of ciga-
rettes especially for the women and advertised using the slogan “You’ve come a long way,
baby.” Such aggressive marketing campaigns are believed to account for the dramatic re-
cent increases in lung cancer rates among women (McDowell & Spitz, 1999).

Class

Large epidemiological studies have found that drug use in the United States has been,
in general, positively correlated with being Caucasian, well-educated, and living in an
urban environment in the northeastern and western regions of the country (Warner et



Explaining and Treating Substance Use Disorders I 341

al., 1995). However, young, underemployed men have been specifically found to have
much higher rates of alcoholism than the population at large (Dodgen & Shea, 2000).

An interesting, but tragic, demographic shift in cocaine use has occurred in recent
decades. Throughout the 1970s and 1980s, cocaine was a glamorous society drug, snorted
through rolled up hundred dollar bills. At its height, cocaine became so popular as a recre-
ational drug that public health officials spoke of a “‘cocaine epidemic.” Toward the end of
the 1980s, rates of cocaine use dropped in high-income groups due, in part, to the cocaine-
related deaths of stars like the actor John Belushi and the basketball star Len Bias. How-
ever, cocaine use subsequently soared in low-income, inner-city communities when it was
discovered that cocaine could be mixed with common household chemicals and dried into
a smokable form. This new product, called crack because of the crackling sound make by
the impurities as it burned, could be bought for as little as $10 on the streets.

BRIEF SUMMARY

® Most commonly abused substances fall into one of three categories: stimulants, de-
pressants, or hallucinogens.

® Depressants, which slow central nervous system (CNS) activity, include alcohol,
sedative-hypnotics, and opioids.

e Stimulants, which increase CNS activity, include cocaine, amphetamines, nicotine,
and caffeine.

e® Hallucinogens, which cause altered sensory perception, include LSD, psilocybin,
and mescaline.

® Other commonly abused substances include marijuana, ecstasy, PCP/ketamine,
GHB, inhalants, and steroids.

® Demographic trends regarding substance misuse in the United States highlight the
importance of confext in understanding substance-related disorders.

Critical | Do the current U.S. policies concerning which substances are legal and illegal

Thinking ' seem appropriate to you? Why or why not?
Question

EXPLAINING AND TREATING SUBSTANCE USE DISORDERS

Current ideas about how to explain and treat substance use problems have been shaped
by historical and ideological factors in a way that is somewhat unique in the field of ab-
normal psychology. Today’s dominant approach to explaining and treating substance
use disorders is often referred to as the disease model, which argues that substance de-
pendence is a disease akin to other medical diseases. The disease model’s dominance
does not necessarily result from its clear scientific superiority to other approaches—it
has both strengths and limitations—but from complex historical, social, psychological,
and economic forces (Epstein, 2001; Schaler, 2000).

Theories of the causes and treatment of substance use problems provide an excel-
lent example of historical relativisim because they have dramatically changed over time.
In particular, explanations of substance misuse have tended to swing between the poles
of moral/legal approaches and disease/medical approaches. As a society, we are still
struggling to find a balanced approach to substance misuse. During colonial times, for
example, alcohol was widely abused in America, but it was not considered addictive,
and alcoholism was not considered a disease (Thombs, 1999). Rather, it was viewed as

Cultural
and historical
a moral problem, and many well-known figures such as Cotton Mather, John Adams, relativism

and Ben Franklin spoke out against drunks and taverns as ‘“pests to society”
(Rorabaugh, 1979). Dr. Benjamin Rush, the “father of American psychiatry” and a
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Longitudinal Research that studies subjects
over time.

signer of the Declaration of Independence, first popularized an alternative view. Rush
argued that alcohol was addictive, alcoholism a disease, and abstinence the only cure
very much in line with the contemporary disease model (Widiger et al., 1998). Rush’s
work led to the founding of an influential antialcohol organization, the American Tem-
perance Society. This group started off promoting moderation in alcohol use but later
advocated abstinence and the prohibition of alcohol. They viewed alcoholism as both
a sin and a disease, reflecting the unresolved tension between moral and disease mod-
els, which still exists today (Levin & Weiss, 1994).

As psychological perspectives within the field of abnormal psychology flourished
during the middle of the twentieth century, a third way of explaining and treating sub-
stance misuse, neither moral nor medical, emerged—the psychological approach. Psy-
chological models tended to conceptualize substance misuse as a symptom caused by
underlying motivational, emotional, cognitive, or learning problems. There is research
support for the symptom model as an explanation for some cases of substance misuse.
Shedler and Block (1990), in a landmark study, were able to test the symptom model
by using a longitudinal study design. Longitudinal studies are those that follow their
research subjects over an extended period of time; this is the only way to be certain
about sequences of cause and effect that cannot be sorted out in correlational studies.
Shedler and Block analyzed data on approximately 100 children growing up in Berke-
ley, California. The children were studied extensively at ages 7, 11, and 18. Among
other things, Shedler and Block examined the subjects’ patterns of drug use at age 18.
They found that research participants who had drug problems at age 18 had consistently
experienced emotional, family, and school problems since age 7. Furthermore, they
found that most of the emotionally well-adjusted research participants experimented
with drugs during high school without developing drug problems. Shedler and Block’s
findings support the symptom model of substance misuse because they indicate that
substance misuse develops from underlying emotional problems, not from drug use per
se. But it is important here to distinguish again between explanations and treatments.
Just because drug problems may develop as a symptom of underlying emotional prob-
lems does not mean that the most effective way to treat drug problems is to focus ex-
clusively on the underlying problems.

The symptom model, as a general approach to explaining and treating substance mis-
use, has fallen out of favor for a variety of reasons. First, people seem to have difficulty
distinguishing between the symptom approach and the moral approach, causing many
clients and their families to feel blamed and shamed by psychological approaches. Sec-
ond, the symptom model has been unable to demonstrate that severe substance misuse
(such as substance dependence) can be effectively treated by focusing exclusively on un-
derlying psychological problems (Maunder & Hunter, 2001). The net result is that the dis-
ease model currently dominates the field of substance use disorders. Many forces support
the disease model. The alcohol industry prefers the disease model because it implies that
the biologically vulnerable individual, not the addictive substance, lies at the root of the
problem. The medical system benefits because drug problems and their treatment fall
within its purview. And many clients and their families feel that the disease model eases
the shame and stigma of their problems, making it possible for more people to seek help,
more research to be done, and better treatments to be developed. In fact, the entire recov-
ery movement—a loose term for the plethora of self-help groups, such as Alcoholics
Anonymous, that focus on helping people with substance problems—is based on the dis-
ease model. The proliferation of self-help and group treatments testifies to the importance
of reducing the shame and stigma surrounding substance misuse (Bennett & Lehman,
2001; Buchanan & Young, 2000; Gribble et al., 2000).

While the disease model has many advantages, critics argue that it is more ideo-
logical than scientific (Robson, 1999; Skolnik, 2000) (see Box 9.3). For example, the
disease model’s tenet that total abstinence is the only appropriate goal for most clients
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sox 9.3 JIs There Room for Free Will in the Disease Model?
“DON'T FORGET THE ADDICT’S ROLE IN ADDICTION” by Sally L. Satel

Dr. Sally Satel is one of the foremost critics of the disease model of substance dependence. In this Op-Ed piece from The New York

Times she outlines her views.

From the first installment of Bill Moyers’s widely publicized
television special, “Addiction: Close to Home,” on Sunday
night, viewers learned that addiction is a chronic and relapsing
brain disease.

The addict’s brain “is hijacked by drugs,” Mr. Moyers said
that morning on “Meet the Press,” adding that “relapse is
normal.”

These are the words of a loving father who was once at his
wits’ end over his son’s drug and alcohol habit. But as a public
health message, they miss the mark. First, addiction is not a
brain disease. And second, relapse is not inevitable.

The National Institute on Drug Abuse, part of the National
Institutes of Health, is waging an all-out campaign to label ad-
diction a chronic and relapsing brain disease. It seems a logical
scientific leap.

Obviously, heavy drug use affects the brain, often to a point
where self-control is utterly lost—for example, when a person is
in the throes of alcohol or heroin withdrawal or in the midst of a
cocaine binge. Scientists have even identified parts of the brain
that “light up,” presumably reflecting damage, after long-term
exposure to drugs. Yet as dramatic as the images of this phe-
nomenon are, there is wide disagreement on what they mean.

“Saying these changes predict that someone will relapse
amounts to modern phrenology,” John P. Seibyl, a nuclear radi-
ologist and psychiatrist at the Yale School of Medicine, told me.
“We don’t have any data linking these images to behavior, so
how can we call addiction a disease of the brain?”

One of my colleagues puts it this way: You can examine
brains all day, but you’d never call anyone an addict unless he
acted like one. That’s what is really misleading about the Moy-
ers assertion that “addiction is primarily a brain disease”—it
omits the voluntary aspects of an addict’s behavior.

Addicts’ brains are not always in a state of siege. Many ad-
dicts have episodes of clean time that last for weeks, months or
years. During these periods it is the individual’s responsibility
to make himself less vulnerable to drug craving and relapse.

Treatment can help the addict learn how to fight urges and
find alternative ways to meet emotional and spiritual needs. But
will he take the advice? Maybe. More likely, he will begin a
revolving-door dance with the treatment system. A recent study
showed that only 1 in every 21 patients complete a year in a
treatment clinic. To drop out generally means to relapse.

“Addicts make decisions about use all the time,” Dr. Robert
L. DuPont, a former director of the national institute, points out.
Researchers have found that the amount of alcohol consumed
by alcoholics is related to its cost and the effort required to ob-
tain it. Two decades ago Lee Robins, a professor of psychiatry
at Washington University in St. Louis, in a classic study of re-
turning Vietnam veterans, found that only 14 percent of men
who were addicted to heroin in Vietnam resumed regular use
back home. The culture surrounding heroin use, the price and
fear of arrest helped keep the rest off the needle.

Thus drug addicts and alcoholics respond to rewards and
consequences, not just to physiology. Relapse should not be re-
garded as an inevitable, involuntary product of a diseased brain.

Turning addiction into a medical problem serves a purpose,
of course. The idea is to reduce stigma and get better financing
and more insurance coverage for treatment.

As a psychiatrist, I’'m all for treatment, but when the na-
tional institute says that addiction is just like diabetes or asthma,
it has the equation backward. A diabetic or asthmatic who re-
lapses because he ignores his doctor’s advice is more like an ad-
dict, as his relapses result from forsaking the behavioral
regimens that he knows can keep him clean.

True, former addicts are vulnerable to resuming use—hence
the “one day at a time” slogan of Alcoholics Anonymous. But
they are by no means destined to do so. The message that ad-
diction is chronic and relapse inevitable is demoralizing to pa-
tients and gives the treatment system an excuse if it doesn’t
serve them well.

Calling addiction a behavioral condition, as I prefer, em-
phasizes that the person, not his autonomous brain, is the in-
stigator of his relapse and the agent of his recovery. The
experts on Bill Moyers’s program say that making addiction
more like heart disease or cancer will reduce stigma. They’re
wrong. The best way to combat stigma is to expect drug users
to take advantage of treatment, harness their will to prevent
relapse and become visible symbols of hard work and re-
sponsibility.

This prescription does not deny the existence of vulnerabili-
ties, biological or otherwise. Instead it makes the struggle to re-
linquish drugs all the more ennobling.

The New York Times, April 4, 1998
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Self-medication The abuse of substances to
compensate for deficiencies in neurochemistry
or to soothe unpleasant emotional states.

misusing substances has been highly controversial. Researchers who have suggested
that controlled substance use might be a reasonable goal for some clients have come
under fierce attack. Given the intense controversies about how to explain and treat sub-
stance misuse, it is especially important to keep in mind the core concept of multiple
causality. With substance misuse, as with other disorders, the use of multiple compo-
nents in explanations and treatments is the most helpful and most complete approach
(e.g., Brower et al., 1989).

Biological Components

‘We begin with biological components for several reasons. The first is the current dom-
inance of the disease model and its close relationship with the biological perspective.
Second, as psychoactive substances, all drugs have biological properties and effects that
must be considered when trying to understand substance misuse. Third, many of the
prominent symptoms of drug addiction, such as drug tolerance and withdrawal, have
powerful biological features. Finally, the recent “decade of the brain” (a phrase used to
describe the emphasis on brain research in the mental health field during the 1990s)
brought about many new insights into the biochemistry of addiction.

The biological approach to explaining and treating substance misuse includes any
explanation or treatment focused on the body and biological processes. The biological
approach overlaps substantially, then, with the disease model, but the biological per-
spective and the disease model are not synonymous since the biological perspective can
be integrated with other theoretical perspectives.

Despite its earlier roots, the origin of the disease model as a scientific perspective on
substance misuse is usually credited to Jellineck (1946), who proposed that alcoholism
could be characterized as a chronic, progressive, and incurable disease (Popham, 1976;
Tarter et al., 1971). The emergence of the disease model spawned important research into
the biology of addiction. For example, the discovery of endorphins (naturally occurring,
or endogenous, opiates) in the 1970s led to speculation that some people might use drugs
in order to compensate for inborn or acquired deficiencies in their neurochemistry (Berti,
1994; Erickson, 1996; Kosten, 1990). This hypothesis is sometimes referred to as a self-
medication theory of substance use (Harvard Mental Health Letter, 2003)

More recently, evidence has emerged that virtually all drugs affect the dopamine neu-
rotransmitter system and activate the “reward pathway” that involves dopamine release into
a brain area known as the nucleus accumbens (Berke et al., 2000; Hyman, 1994; Hyman
et al., 2006). When the reward pathway is stimulated by drugs, the user experiences surges
of pleasure, which account for the powerful reinforcing effects of many abused substances.
Lasting memories of these intensely pleasurable experiences are recorded in the amygdala
and hippocampus (partly due to drugs’ effects on the excitatory neurotransmitter gluta-
mate, which is involved in learning and memory), and these memories are easily activated
by environmental reminders (Hyman et al., 2006; Nestler, 2005; see also section on Be-
havioral Components). With repeated drug use, normal dopamine and glutamate regula-
tion is disrupted, other pathways to producing pleasure can become ineffective, and an
individual is at risk for the development of an addictive cycle of drug craving, particularly
during times of stress (Koob et al., 2004; Robinson & Berridge, 2001).

Biological researchers have also focused on genetic factors that may contribute to
substance misuse. In general, roughly 50% of the vulnerability to drug addiction is con-
sidered to be due to genetic factors (Crabbe, 2002; Kreek et al., 2004). Our review of
the role of inheritance in substance misuse will focus on the study of genetic factors in
alcoholism, which have been the most thoroughly investigated.

As you know, the role of genetic factors in mental illnesses (and other behavioral
traits) is generally explored through family, adoption, and twin studies. Family studies
show that alcoholism runs strongly in families. For example, about one-quarter of the
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sons of alcoholics become alcoholic themselves (Dodgen & Shea, 2000). However, this
is the weakest form of genetic evidence, as families share environments as well as
genes, and the shared environment could explain why alcoholism runs in families.

Much stronger evidence of a genetic role in alcoholism comes from adoption studies,
which separate out, to a large extent, the influence of genes from the influence of the en-
vironment. Studies have shown that the adopted-out sons of alcoholics are three to four
times more likely to become alcoholic than the adopted-out sons of nonalcoholics (Dod-
gen & Shea, 2000). Interestingly, the correlations between alcoholic mothers and alcoholic
daughters are much lower, suggesting that the heritability of at least some forms of alco-
holism may be greater in males. While we must keep in mind that adoption studies never
totally eliminate the potential confound of environmental factors—because there is still a
shared environment up until the adoption, and possible environmental influences from se-
lective adoption placement and later contact with the biological family—these studies pro-
vide powerful evidence of a genetic role in alcoholism.

Further genetic evidence, along with an estimate of the relative strength of genetic
and environmental influences, comes from twin studies. Recall that most twin studies
are based on the comparison of concordance rates of identical (monozygotic) twins and
fraternal (dizygotic) twins. In one large Swedish study, identical twins had a concor-
dance rate for alcoholism of 58% compared to a rate of 28% for fraternal twins (Scan-
dinavian countries are often the best source of genetic data because many of them have
extensive medical databases on their entire populations) (McDowell & Spitz, 1999).
Remember that the most likely explanation of this 30% difference is that identical
twins, originating from a single, fertilized ovum that divides in two, share 100% of their
genes. Fraternal twins, on the other hand, originating from two separate fertilized ova,
share, on average, about 50% of their genes, just like regular siblings.

Other twin studies have shown similar results, supporting the hypothesis of a sub-
stantial genetic role in alcoholism (Cook & Gurling, 2001; Thombs, 1999). However,
the evidence shows that the role of genetic factors in alcoholism is partial; otherwise
the concordance rate for identical twins would be 100%. Genetic factors may predis-
pose an individual to alcoholism (and other drug addictions), but environmental factors
also play a significant role (Heath et al., 2001; Rose et al., 2001).

How, precisely, do genetic factors lead to alcoholism? While no one knows yet for
sure—researchers keep hunting for the specific genes involved—several possibilities have
been explored. One scenario suggests that genes determine a person’s susceptibility to the
reinforcing effects of alcohol—in other words, how much pleasure or tension reduction al-
cohol causes. For instance, some people may be biologically predisposed to find alcohol
consumption especially pleasurable and/or to not experience aversive effects such as “hang-
overs.” In addition, genes may affect general sensitivity to alcohol, including how quickly
tolerance develops and how unpleasant withdrawal feels. These genetically determined bi-
ological factors may be rooted in individual differences within the limbic system and/or in
the liver enzymes, which metabolize alcohol (Dodgen & Shea, 2000; Thombs, 1999). Ac-

cording to the flipped switch theory of addiction, genetic differences may explain differ- Flipped switch theory The hypothesis that
ences in how quickly addiction develops. This theory suggests that after using a drug for continued use of a substance can precipitate a
a prolonged period, it is as though a biological switch is flipped and a person crosses the biologically based switch from controlled use

threshold from controlled use to addiction (McDowell & Spitz, 1999). However, the to addiction.

amount of use that causes the switch to flip varies a great deal from person to person, pos-
sibly as a result of predisposing genetic factors.

Biological Interventions

Biological interventions are currently used for many substance misuse problems, and we
have already mentioned some treatments as we reviewed the list of commonly abused sub-
stances. Here we describe the most common and successful biological interventions.
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Substitution (or maintenance) therapy The
practice of providing opioid addicts with a
substitute opioid in a safe, medically moni-
tored setting.

Substitution therapy This man is
taking methadone, a synthetic opiate, at a
clinic; substitution therapy remains a
controversial treatment for opiate
dependence.
©Tatiana Markow/Corbis

Alcohol Treatment of alcoholism usually begins with a medically supervised with-
drawal period, which is carefully managed in order to prevent the development of
seizures or other medically dangerous symptoms. Benzodiazepines, which are cross-
tolerant with alcohol, are sometimes used to ease withdrawal symptoms. After with-
drawal, medications can continue to play a role in the long-term treatment of
alcoholism. One commonly used medication is disulfiram (Antabuse), which causes
very unpleasant reactions such as nausea, headache, and flushing when combined with
alcohol. (Disulfiram inhibits the liver enzyme alcohol dehydrogenese, which normally
breaks down alcohol, so that a toxic byproduct accumulates.) Clients can choose to take
disulfiram regularly to prevent impulse drinking. However, many clients who are ini-
tially willing to take disulfiram fail to stay on the medication, and controlled studies
have not consistently demonstrated its effectiveness (Mariani et al., 2004). The most
effective medical intervention for alcoholism appears to be the opiate antagonist, nal-
trexone, which reduces cravings when taken regularly (Srisurapanont et al., 2005). A
recently approved monthly injection option has an advantage over the original dosing
(a daily pill) in terms of compliance (Garbutt et al., 2005). Other medications that can
be helpful in treating alcohol dependence include Acamprosate (which normalizes glu-
tamate activity in the brain), various anticonvulsant medications (which affect GABA
and dopamine transmission in addition to glutamate), and selective serotonin reuptake
inhibitor (SSRI) antidepressants (Chapter 5) (Bouza, 2004; Gitlow, 2001; Kenna, 2004;
Sadock & Sadock, 2001).

Opioids The first step in treating active addiction (for example, to heroin) is detoxifi-
cation and medically supervised withdrawal, often using opiate antagonists such as
naloxone and naltrexone. These antagonists block opiate receptors and thereby displace
opiates, precipitating withdrawal (Boyarsky & McCance-Katz, 2000; Sadock &
Sadock, 2001). In some cases, clients are switched to the synthetic opiate methadone
and provided with other medications to minimize the withdrawal symptoms (van den
Brink, 2003). The next step is to prevent relapse. The primary biological intervention
for this “maintenance” phase is a controversial practice known as substitution or main-
tenance therapy in which addicts are provided with a safer opioid in a medically mon-
itored setting. Substitution therapy works by reducing the craving for heroin without
causing the intense high and “doped” effect of abused opiates. For many years,
methadone, which must be taken daily at a clinic, has been the standard substitute, but
recently two longer-acting substitutes levo-alpha-acetyl methadol and buprenorphine
(byoo-pre-NOR-feen), a partial opioid agonist, have become available. Despite high
hopes for buprenorphine, one recent study showed that clients on methadone stayed in
treatment and remained abstinent longer than those on buprenorphine (Schottenfeld et
al., 2005).

A major controversy surrounding substitution therapy—part of a general debate
between the fotal abstinence versus harm reduction approaches to substance misuse
(e.g., Marlatt & Witkiewitz, 2002)—involves the ethics of substituting one addiction
for another. However, most clinicians believe that the advantages of substitution
therapy—such as the ability of the substitute opioids to ward off withdrawal without
causing a debilitating “high,” the use of oral rather than IV administration, thus elimi-
nating needle sharing, and the longer action of the substitute opioids resulting in a less
frequent dosing need—outweigh the disadvantages. Weaning from opiate substitutes
remains the long-term goal, and many clients are eventually able to do so; experts es-
timate that about one-quarter of clients on methadone are eventually able to become
abstinent (Harvard Mental Health Letter, 2004; see Table 9.12 for some data on long-
term outcomes of heroin addiction). Interestingly, a recent research study suggests that
good treatment outcomes with opiate addicts are not necessarily related to the addicts’
motivation to change (as measured by the widely used Stages of Change Readiness and
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TABLE 9.12 Ty enty-Year Follow-up of Male Heroin Addicts

TIME AFTER FIRST
HOSPITALIZATION (YEARS)

5 10 18
Stable abstinence 10% 23% 35%
Dead 6% 11% 23%
Active narcotic addiction 53% 41% 25%
Uncertain status 31% 25% 17%

From Robson, 1999, based on Vaillant, 1988

Treatment Eagerness questionnaire). Contrary to the expectations of many substance
abuse treatment professionals (and for reasons that are not yet clear), the addicts who
scored highest on motivation to change in this large study had the worst treatment out-
comes (Gossop et al., 2007).

Various psychotherapeutic interventions aimed at improving medication compli-
ance and psychosocial adjustment are an important adjunct to biological interventions
(Dodgen & Shea, 2000; see below on psychotherapies). Self-help groups, therapeutic
communities, and individual psychotherapy for recovering addicts can be helpful dur-
ing the maintenance phase and for the long-term process of dealing with the underly-
ing physical and psychological causes of the addiction.

Cocaine

Many medications have been tested as possible treatments for cocaine addiction in the
hopes that they might reduce cocaine cravings and restore neurotransmitter balances
(Sadock & Sadock, 2001). Among these medications are tricyclic and SSRI antide-
pressants, dopamine agonists, opiate agonists and antagonists, and antiseizure medica-
tions. Unfortunately, the results of these efforts have been mixed, and the search for
effective biological treatments for cocaine addiction continues (Elman et al., 2001).

Treatment of cocaine dependence is difficult and usually involves multiple inter-
ventions, including individual therapy and group therapy (Barber et al., 2001; Petry,
Tedford, & Martin, 2001). Treatment typically begins with initiating abstinence from
the drug and then proceeds to preventing relapse (Kerfoot, Sakoulas, & Hyman, 1996).
Some treatment programs have been able to increase abstinence by paying patients to
go to work at a job that tests for drugs on a daily basis (Silverman et al., 2001). Treat-
ment may take place in an inpatient, outpatient, or partial hospital setting.

Nicotine

Quitting smoking can be extremely difficult. Mark Twain said it best: “It’s easy to quit
smoking; I’ve done it hundreds of times!” Fortunately, several relatively effective bio-
logical treatments for nicotine addiction have been developed in recent years. One strat-
egy involves having the client ingest aversive agents, such as silver acetate lozenges,
which create a bitter taste when combined with smoke (this is analogous to the use of
disulfiram in alcoholism). Alternatively, nicotine can be delivered through chewing
gum, nasal spray, inhaler, or a transdermal (skin) patch, allowing the client to avoid the
health risks of smoking (West et al., 2001). These approaches are referred to as nico-
tine replacement strategies, and the user is then weaned off of nicotine altogether. Fi-
nally, the antidepressant bupropion (brand named Wellbutrin but renamed for this use
as Zyban by the manufacturer) has shown promise as a treatment for smoking cessa-
tion, although its success over the long term has not been proven (Anton et al., 1999).



348 I CHAPTER NINE m Drug Use and the Substance Use Disorders

Tension reduction A behavioral explanation
of substance misuse based on the ability of
drugs to relieve distress (negative reinforce-
ment).

Classical conditioning and
substance use Drug paraphernalia, such

as syringes, can become associated with
drug effects through classical conditioning.
© A. Ramey/PhotoEdit

Behavioral Components

Behavioral perspectives make an important contribution to the explanation and treat-
ment of substance misuse. The three pillars of behavioral theory—operant condition-
ing, classical conditioning, and social learning/modeling—all play an important part in
explaining and treating substance misuse (Rutgers, 1996).

Behavioral Explanations

In operant-conditioning terms, drugs can be highly reinforcing because they both in-
duce powerfully pleasurable emotional states (positive reinforcement) and alleviate un-
pleasant ones (negative reinforcement). The ability of drugs to relieve distress (negative
reinforcement) is sometimes referred to as the tension reduction motive for substance
misuse. Interestingly, the physical, emotional, and social after-effects and consequences
of drug use are often anything but pleasurable, raising questions about why, from an
operant-conditioning perspective, people continue to use drugs. However, these oppo-
nent processes (Solomon, 1980)—the name for the general tendency for pleasure to be
followed by an unpleasureable rebound, and vice versa—may ironically and unfortu-
nately strengthen the urge to reuse a drug, since re-dosing becomes the most immedi-
ate way to relieve the negative opponent process. While research support for this theory
has been mixed, some studies do support the general outlines of opponent process the-
ory as it applies to drug addiction (e.g., Ettenberg, 2004; Kelley & Berridge, 2002).

Classical conditioning—Ilearning resulting from automatic mental associations—
also contributes to substance misuse. For drug addicts, cues associated with their drug
use, such as neighborhoods, friends, and drug paraphernalia, can become conditioned
stimuli capable of producing strong cravings (Collins, Blane, & Leonard, 1999). Alco-
holics Anonymous cautions recovering alcoholics to “stay away from people, places,
and things” associated with drinking for precisely this reason. Even drug tolerance, usu-
ally thought of as a strictly biological phenomenon, is partly explained by condition-
ing (Thombs, 1999). This effect, known as behavioral tolerance, involves subtle forms
of operant and classical conditioning that cause the drug user to experience decreased
effects from the same dosage over time, leading to increased usage.

Finally, social learning—also referred to as vicarious learning or modeling (Bandura,
1977)—can be a powerful influence in drug abuse. Family learning contributes to the fa-
milial transmission of drug addiction above and beyond genetic factors (Zucker et al.,
1995). For example, factors as basic as a child observing a parent who uses alcohol to cope
with anxiety can influence the child’s later behavior around alcohol. Other social causes
of addiction include learning about drug use from peers and the media. Advertisers know
the power of social learning well; alcohol and cigarette ads that feature attractive and fa-
mous people are based on the effectiveness of modeling (Robson, 1999).

Behavioral Interventions

Behavioral interventions for substance misuse are also based on classical conditioning, op-
erant conditioning, and social learning/modeling (Brooks, Karamanlian, & Foster, 2001;
Kim & Siegel, 2001; Taylor & Jentsche, 2001). For example, when drug cravings have be-
come classically conditioned responses to various cues (such as a drug dealer’s neighbor-
hood or a hypodermic syringe), exposure to these cues in the absence of reinforcing drug
use can be helpful in extinguishing cravings (Monti, Colby, & O’Leary, 2001). Therefore,
some behavioral interventions involve exposing an addict to drug paraphernalia in a safe,
sober clinical setting in order to break the conditioned bond between the paraphernalia and
a drug high. Relaxation training can be a useful adjunct in these efforts to assist addicts in
extinguishing conditioned craving; if the client can learn to relax while exposure takes
place, he or she is less likely to experience cravings. In another classical conditioning
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treatment technique known as covert sensitization, clients are taught to associate un- C sl Lo .

. . . . . . overt sensitization Behavioral intervention
pleasant emotional images with thoughts about drug use in order to pair drugs with involving pairing unpleasant emotional im-
aversive rather than rewarding consequences (Dodgen & Shea, 2000). For example, ages with unwanted behaviors, such as drug
clients might be instructed to imagine what it would be like to have lung cancer when- use.
ever they start thinking about having a cigarette. Covert sensitization techniques are
closely related to aversion therapies, in which drug use is connected to an unpleasant . . L

X X . volving pairing an unwanted behavior with an

state such as nausea; the use of disulfiram (Antabuse) to prevent alcohol misuse is an aversive stimulus in order to classically condi-
example of aversion therapy. tion a connection between them.

A comprehensive form of treatment based on operant conditioning known as con-
tingency management systematically rewards healthy behavior by the client (for ex-
ample, with approval, increased privileges, or material rewards) and punishes or
withholds rewards for drug-oriented behavior. One popular version of contingency
management provides clients with vouchers, which can be exchanged for goods and
services, every time they have a clean urine drug test. With cocaine abusers, contin-
gency management has been shown to be helpful as part of a comprehensive commu-
nity intervention including counseling, recreation, and social support (Thombs, 1999),
and opiate addicts in contingency management programs were more likely to remain
in naltrexone treatment or to maintain abstinence in two recent studies (Carroll et al.,
2001; Shottenfeld et al., 2005). While research generally supports the effectiveness of
contingency management interventions with drug abuse clients (Bigelow, 1999; Petry
et al., 2005; Wong et al., 2004 ), the high cost of these interventions, and questions
about their long-term effectiveness, remain as obstacles.

Social learning interventions include everything from social skills and drug refusal
training to anger management and support for appropriate life planning. Two specific
treatment models based on social learning principles provide useful illustrations. Mar-
latt and Gordon’s (1985) relapse prevention model, for example, focuses on helping
clients to identify and avoid high-risk situations in order to prevent relapse, while si-
multaneously promoting healthier modes of coping with stress. Another treatment
model, known as behavioral self-control training (BSCT), emphasizes careful record-
ing of drug use patterns, development of social skills, and planning of healthy activi-
ties (Hester & Miller, 1995). BSCT seems to help a small but significant percentage
(15-25%) of problem drinkers to achieve controlled drinking (Thombs, 1999).

Because substance misuse poses a major public health problem around the world,
public health officials have encouraged campaigns aimed at the prevention of substance
misuse in addition to promoting the development of effective treatments. Prevention ef-
forts aimed at instilling antidrug attitudes and peer pressure resistance skills in children,
based mostly on behavioral and cognitive principles, have become commonplace in el-
ementary, middle, and high schools in the United States. The most widely known of
these, the DARE (Drug Abuse Resistance Education) program, was developed by Daryl
Gates, the former police chief of Los Angeles. The DARE program has been heavily
supported by law enforcement organizations, and it claims to reach 5 million children
each year (DARE America, 1991). However, as recent research on its effectiveness is
mixed, the program has become controversial (Fisher & Harrison, 1997; Lillienfeld,
2007; West & O’Neal, 2004).

Aversion therapy Behavioral technique in-

Contingency management The use of rein-
forcements and punishments to shape behav-
ior in adaptive directions.

Cognitive Components

Cognitive approaches to explaining and treating substance misuse began proliferating DARE These fifth graders are

as the “cognitive revolution” swept through psychology in the 1970s. In one line of re-  receiving drug prevention instruction
search, cognitive psychologists demonstrated that cognitions are heavily involved in ~ through the DARE program; research on its
the subjective experience of drug effects. For example, subjects’ expectancies about  effectiveness has shown mixed results.

how they will feel when drinking powerfully influence how they actually feel (Thombs, ~ ©James Leynse/Corbis SABA
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Cognitive schemas Mental models of the
world used to organize information.

Negative automatic thoughts Negative
thoughts generated by negative cognitive
schemas.

Cognitive restructuring Therapy techniques
that focus on changing irrational and problem-
atic thoughts.

1999). Thus the expectation of feeling good, relaxed, or less distressed can be an im-
portant motive for drug use and a self-fulfilling prophecy.

Accordingly, a number of researchers have focused on the importance of assessing
drug use expectancies among populations at risk for substance abuse (e.g., Dimeff et al.,
1999; Houben & Wiers, 2007; Meier et al., 2007). In addition, researchers have found that,
among problem drinkers, thoughts involving a fear of negative social evaluation may pre-
cipitate drinking episodes and relapses (Collins et al., 1999). For example, a client with al-
coholism who is struggling to abstain from drinking is likely to have more difficulty if he
is about to go on a first date about which he is feeling anxious and insecure. In general,
poor self-esteem and low self-efficacy (self-effectiveness) expectations seem to be risk fac-
tors for drug problems (Robson, 1999). Ellis and his colleagues in the Rational Emotive
Therapy (RET) school of cognitive clinical psychology have established that stress and
negative thinking patterns can contribute to relapses (Ellis & MacLaven, 1999). Cognitive
theorists also use their general emphasis on negative cognitive schemas and resulting neg-
ative automatic thoughts, in explaining substance misuse. For instance, the schema
“Drugs are the only reliable friend” may produce negative automatic thoughts such as “I’'m
lonely, so why not get high?”

Finally, social learning approaches, which we also discussed in the Behavioral
Components section, have a significant cognitive element. Social learning, or model-
ing, involves cognitive processes that influence self-efficacy expectations and self-
esteem (Bandura, 1977). For example, children of alcoholics are at risk for alcoholism
not just because of behavioral learning involved in imitating their parents’ behavior but
also because of the dysfunctional cognitions (such as, “If dad drinks, it can’t be so bad”)
they may develop from observing their parents’ drinking.

Cognitive Interventions

Some of the relapse prevention treatments described in the Behavioral Components sec-
tion include a cognitive component, and the two perspectives are often combined in
substance abuse treatment. The cognitive component emphasizes cognitive restruc-
turing in the form of challenging and changing distorted cognitive schemas, teaching
clients improved social skills, helping them to identify relapse dangers, and improving
their poor self-efficacy expectations. In cognitive therapy for drug abuse, the therapist
assists the client in examining drug-related cognitive schemas (such as, “drugs aren’t
that dangerous”), challenging automatic negative thought patterns (such as, “I’'m bor-
ing when I’m sober”), and building positive coping self-statements (for example, “I can
recover”) (Dodgen & Shea, 2000). One particularly important area of intervention in-
volves targeting positive drug or alcohol expectancies because they are so strongly cor-
related with drug abuse (Meier et al., 2007). For example, an influential and effective
intervention for college students at risk for binge drinking (the Brief Alcohol Screen-
ing and Intervention for College Students, or BASICS) focuses in part on changing pos-
itive alcohol expectancies (Dimeff et al., 1999).

Sociocultural and Family Systems Components

Sociocultural and family systems perspectives focus on the role of larger social institu-
tions in causing and treating substance misuse problems. We begin with an overview of
the sociocultural model, which takes the broadest perspective on substance use disor-
ders, and then we look more closely at issues involving the specific role of the family.

Sociocultural Components and Interventions

The sociocultural perspective emphasizes that substance misuse problems are strongly
correlated with social variables. For example, we have already noted that young,
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underemployed, urban men have much higher rates of alcoholism than the population
at large. Interestingly, high-stress professions such as the medical and dental fields also
appear to have higher rates of substance abuse (Dodgen & Shea, 2000). U.S. soldiers
fighting in the Vietnam War had high rates of opiate addiction while in Vietnam, but
relatively few of them continued as opiate users after they returned home (Robson,
1999). All of these examples illustrate the profound effects of specific social circum-
stances on drug use and abuse. Obviously, these sociocultural forces cannot entirely ex-
plain substance misuse, since not all individuals in these high-risk groups develop drug
problems. However, evidence suggests that social stresses and cultural pressures in
these high-risk groups play a partial role in the etiology of substance misuse. Accord-
ingly, sociocultural theorists encourage the engagement of the client’s social network
of friends and family in treatment, an approach known as network therapy (Galanter
& Brook, 2001).

Family Systems Components and Interventions

Family systems theorists have focused on certain family patterns that seem to be asso-
ciated with substance misuse. As we have seen, the family systems approach analyzes
the boundaries, subsystems, and homeostatic forces within families. Families of sub-
stance abusers appear to have certain characteristic patterns of interaction, including
family-wide denial, codependent relationships, and enabling of the substance abuser
(Dodgen & Shea, 2000). Codependency, a concept that has become widely used, refers
to a relationship in which family members unconsciously collude with, or enable, a
family member’s substance misuse, even though they may consciously oppose it (Fisher
& Harrison, 1997). For example, the wife of an alcoholic might complain about her
husband’s drinking, yet call in sick for him at work and assume his responsibilities at
home.

Denial and other family-wide defense mechanisms often keep substance abuse a
highly protected secret within families. As a result, families may seek treatment with a
focus on some other problem in another family member. Family therapists are there-
fore careful not to focus on the identified patient (the family’s perception of who in
the family is troubled), and, instead, attend to the possibility that the family is really or-
ganized around protecting the secret addiction of a substance abuser (McDowell &
Spitz, 1999). Family therapy in these situations focuses on confronting family defenses,
such as denial and codependency, and establishing more appropriate family roles and
boundaries (Dodgen & Shea, 2000).

Psychodynamic Components

The psychodynamic perspective on substance misuse was the first comprehensive psy-
chological approach to addiction, and it is a foundation for many other contemporary
psychological approaches. Currently, however, the psychodynamic perspective has a
negative reputation in some parts of the “recovery movement.” This is partly because
the psychodynamic model is somewhat at odds with the disease model, and also be-
cause some clinicians have inappropriately used older psychodynamic theories and
techniques to treat addiction, with poor results. However, the psychodynamic perspec-
tive does have a great deal to offer to the understanding and treatment of substance mis-
use, particularly as psychodynamic theory has been updated and revised (McDowell &
Spitz, 1999). Although it is true that traditional psychodynamic interventions alone are
not considered effective for substance dependence, psychodynamic principles have an
important role in explaining and treating substance misuse (Allen, 2001; Felix & Wine,
2001; Herman, 2000).

Network therapy A treatment for substance
misuse that emphasizes engagement of the
client’s social network of friends and family
in treatment.

Codependency A relationship in which fam-
ily member(s) unconsciously collude with the
substance misuse of another member even
though they may consciously oppose it.

Identified patient In family therapy, the fam-
ily’s perception of who in the family is trou-
bled.
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Alexithymia Profound difficulty in identify-
ing and verbalizing emotions.

Like the other psychological approaches, psychodynamic theory views substance
misuse as a symptom, or result, of other forces and problems within the client. As psy-
chodynamic theory has changed over the past century, ideas about the specific emo-
tional factors causing substance misuse have shifted. During the early psychodynamic
period, clinicians emphasized the addict’s strong oral phase needs for comfort and de-
pendency, and devotion to pleasure seeking. The addict was seen as someone who was
emotionally fixated at an early stage of childhood, seeking nurturance and pleasure at
all costs. As psychodynamic theory developed, more complex ideas about addiction
arose in connection with the newer emphasis on ego and superego development, object
(interpersonal) relations, attachment issues, and self-esteem. Current psychodynamic
explanations, for example, tend to view substance misuse as a maladaptive coping (or
defense) strategy. In other words, drug abuse is viewed as a way of numbing or avoid-
ing painful emotions that the ego cannot tolerate. For example, clients with severe sub-
stance use problems may have been overwhelmed by traumatic experiences and may
not have developed adequate ego skills to cope effectively with them. Such clients of-
ten have profound difficulty identifying and verbalizing their feelings, a condition
sometimes referred to as alexithymia, and frequently numb intense emotions through
substance misuse (Koocher, Norcross, & Hill, 1998; Krystal, 1979). In this sense, cur-
rent psychodynamic theorists use a self-medication model to explain substance misuse,
but they emphasize the emotional deficits and painful experiences that are being “med-
icated” with drugs (McDougall, 1980).

Along with their emphasis on emotion-regulation problems as the underlying cause
of the symptom of substance misuse, psychodynamic clinicians focus on the role of de-
fense mechanisms in the development and maintenance of addictions. For example, the
addict protects himself from painful awareness of the problems and feelings surround-
ing his addiction through the defense mechanism of denial—a refusal to acknowledge
an obvious reality. Denial is so central to the process of addiction that it has become a
cornerstone of most theoretical explanations and interventions (Herman, 2000; Shaffer
& Simoneau, 2001; Miller & Flaherty, 2000). Another prominent defense mechanism
in addictions is omnipotent thinking—the wishful belief that one has control over un-
controllable situations. Addicts often seem to believe that they can control and master
a drug that actually has taken control of them (McDowell & Spitz, 1999). As the an-
cient Japanese proverb puts it: “First the man takes a drink, then the drink takes a drink,
then the drink takes the man.”

Psychodynamic Interventions

Because substance addictions usually require structured, directive therapies, often with
a biological component, traditional psychodynamic interventions are rarely a primary
intervention for substance dependence. However, psychodynamic interventions can
have an important adjunctive role in the treatment of substance dependence, and psy-
chodynamic interventions are often useful in the treatment of less severe cases, such as
individuals diagnosed with substance abuse (Harvard Mental Health Letter, 2005; Her-
man, 2000). In these cases, focusing on the underlying emotional problems contribut-
ing to the substance misuse can be effective (Khantzian et al., 1990; Reder, McClure,
& Jolley, 2000). Psychodynamic interventions for substance misuse have several goals.
In keeping with the self-medication hypothesis, interventions aim at helping the indi-
vidual cope more effectively with whatever painful emotions are being avoided through
drug use. The therapist attempts, through the use of interpretations and a supportive
emotional relationship, to help the client develop better skills for dealing with trouble-
some emotions. Psychodynamic interventions also aim to improve self-esteem, self-
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acceptance, ego skills, and relationships in order to reduce the need for drug use (Allen,
2001; Felix & Wine, 2001; Leeds & Morgenstern, 1996).

The Twelve-Step Approach

The most prevalent current approach to treating substance misuse does not fit neatly
into any of the theoretical perspectives we have discussed, though it relies on princi-
ples from many of them. Today’s dominant approach is a collection of self-help treat-
ments based on the Alcoholics Anonymous twelve-step method, which is at the core
of the “recovery movement.” Alcoholics Anonymous was born in 1935 when two men,
Bill Wilson, a stockbroker, and Bob Smith, a surgeon, sat down one afternoon and
talked together about their struggles with alcoholism. Wilson had been trying valiantly
to stay sober after years of problem drinking, and he had a religious awakening after
reading William James’s classic book, The Varieties of Religious Experience. The com-
bination of this experience with the recognition by the two men of the helpful power of
their mutual support, empathy, and advice led them to co-found Alcoholics Anonymous
(Fisher & Harrison, 1997; McDowell & Spitz, 1999). Since then, the organization has
grown exponentially, based on the simple principles of Wilson and Smith’s initial con-
versations, which are embodied in the “Twelve Steps” (see Table 9.13). The twelve-
step principles now form the foundation of the many support groups that deal with a
wide variety of addictive problems.

The actual process of Alcoholics Anonymous (AA) and other twelve-step meet-
ings consists of a first-name only sharing of experiences and encouragement to follow
the twelve steps. In addition to meetings, each participant works with a sponsor (an

TABLE 9.13 The Twelve Steps of Alcoholics Anonymous

1. We admitted we were powerless over alcohol and that our lives had become
unmanageable.

Came to believe that a Power greater than ourselves could restore us to sanity.

Made a decision to turn our will and our lives over to the care of God as we
understood Him.

Made a searching and fearless moral inventory of ourselves.

5. Admitted to God, to ourselves, and to another human being the exact nature
of our wrongs.

6. Were entirely ready to have God remove all these defects of character.
7. Humbly asked Him to remove our shortcomings.

Made a list of all persons we had harmed, and became willing to make amends
to them all.

9. Made direct amends to such people wherever possible, except when to do so
would injure them or others.
10. Continued to take personal inventory and when we were wrong promptly
admitted it.

11. Sought through prayer and meditation to improve our conscious contact with
God as we understood Him, praying only for knowledge of His will for us and
the power to carry that out.

12. Having had a spiritual awakening as the result of these steps, we tried to carry
this message to alcoholics, and to practice these principles in all our affairs.

Twelve-step method A popular self-help ap-
proach to substance misuse problems based on
the twelve-step recovery process of Alco-
holics Anonymous.

Alcoholics Anonymous These

individuals are participating in an AA
meeting as part of an alcohol treatment
program. AA appears to be one of the most
effective treatments for alcoholism.

© John Boykin/PhotoEdit
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experienced AA member) who is available to offer advice and support on the chal-
lenging path to sobriety. Throughout the process, AA embodies the disease model of
addiction, and participants are confronted when they are “in denial” about the severity
of their problems or believe that they are in control of their substance use. The AA
model draws on some of the theoretical perspectives described above, even though it
was developed independently by laypeople. For example, the AA model includes cog-
nitive-behavioral (such as contingency management and identification of relapse dan-
gers), humanistic and psychodynamic (empathy, ego support), and sociocultural (social
support) principles, along with its core focus on spirituality (Brower et al., 1989; Mc-
Dowell & Spitz, 1999; Miller & Kurtz, 1994).

Currently, there are also alternative self-help groups that make use of some aspects
of the twelve-step method but reject parts they find objectionable, such as its religious
elements or its endorsement of the disease model with its goal of total abstinence from
alcohol and drugs. Rational Recovery, one such group, uses the principles of Ellis’s Ra-
tional Emotive Therapy as an alternative to some aspects of the twelve-step approach
(Fisher & Harrison, 1997).

As the popularity of the twelve-step approach has grown, researchers have been
eager to evaluate its effectiveness and to compare it to other treatments. Overall,
studies of AA’s effectiveness have shown mixed results (e.g., Ferri et al., 2006), but
it is difficult to study the program rigorously because of the anonymity of the group
members, the relatively high dropout rates in AA, and the related fact that clients
who do participate in AA are not a random sample of alcoholics (McCrady &
Miller, 1993). One recent, well-controlled prospective study of 2300 veterans was
able to demonstrate that participation in AA was directly related to subsequent de-
creases in drinking by looking at whether the drinking changes occurred before or
after joining AA (McKellar et al., 2003). In addition, one influential government
study carefully compared the twelve-step approach with two other popular treat-
ments. Project MATCH (an abbreviation for Matching Alcoholism Treatment to
Client Heterogeneity), sponsored by the National Institute for Alcohol Abuse and
Alcoholism (NTAAA), was so named because one of its research questions was
whether certain clients did better when matched with certain treatment approaches.
In Project MATCH, clients were randomly assigned either to a program facilitat-
ing and encouraging attendance at AA meetings, to a cognitive-behavioral treat-
ment, or to motivational enhancement therapy, a treatment based on motivational
interviewing (see below) that addresses ambivalence about drinking in a noncon-
frontational way (Burke et al., 2003; Zywiak, Longabough, & Wirtz, 2002). While
all of the treatments were effective—after 12 weeks of treatment, most clients had
improved, and they had maintained improvement at a 15-month follow-up
(Thombs, 1999)—four sessions of motivational enhancement therapy led to as
much improvement as twelve sessions of the other therapies (Harvard Mental
Health Letter, 2004). Overall, the effectiveness of all three treatments is good news
on many levels. Not only does it provide hope for alcoholics and their families, but
also for our society, given the enormous human and economic costs of alcoholism.
There is also cause for optimism in the results of recent studies that show that a sur-
prisingly large percentage of alcoholics may be able to achieve lasting recoveries
on their own, without formal treatment. In a German study, 90% of former alco-
holics remained sober for two years without treatment, and a large study in the
Netherlands found that 74% of clients formerly dependent on alcohol were doing
well, without treatment, after three years (de Bruijn et al., 2006; Rumpf et al.,
2006). From these studies, experts hope to learn about the techniques individuals
have successfully used in overcoming substance use problems on their own and to
utilize these techniques in formal treatment programs.
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Multiple Causality and the Connection Between Mind and Body
in Substance Use Disorders

In keeping with the core concept of multiple causality, most experts now agree that the
most effective explanations and treatments for addiction draw on multiple theoretical
perspectives. For example, explaining and treating alcohol dependence in a college stu-
dent requires consideration of genetic vulnerability (biological), peer influences (socio-
cultural), the reinforcement provided by alcohol (behavioral), cognitive expectancies
about drinking (cognitive), and the possibility of self-medicating painful emotions (psy-
chodynamic). Similarly, as we have noted, the success of AA seems to be due, in part,
to its use of principles associated with several different theoretical approaches. In-
creasingly, multimodal explanations and treatments for substance misuse integrate these
different perspectives and view them as congruent (or overlapping) rather than com-
peting. For instance, the National Institute on Alcoholism and Alcohol Abuse con-
ducted a large study called Combining Medications and Behavioral Interventions
(COMBINE) in which 1400 clients with alcohol dependence were treated with combi-
nations of medical and psychological interventions. All of the combinations were ef-
fective, but the most effective (at least in the short term) was a combination of
naltrexone or behavioral interventions combined with weekly supportive meetings with
a doctor or nurse (Anton et al., 2006)

Another good example of a multitheoretical treatment approach for substance mis-
use is a popular technique called motivational interviewing, which uses a blend of hu-
manistic, cognitive-behavioral, and psychodynamic principles. In motivational
interviewing, therapists work with clients’ ambivalence and conflicts about change in
an empathic, exploratory manner, in an effort to create conditions in which clients can
move toward greater motivation for changing problematic behaviors such as drug use
(Miller & Rollnick, 2002). Motivational interviewing has been shown in controlled
studies to be an effective component of treatment for substance use disorders and other
behavioral problems (e.g., Amrhein et al., 2003; Burke et al., 2003; Miller et al., 2003)

In addition, substance use disorders highlight the connection between mind and
body, and we have seen that understanding this connection is crucial to explaining and
treating substance use problems. For example, neurochemical deficits can create sub-
jective states of drug craving, and behavioral responses to these cravings, such as drug
use, in turn, can cause further changes in neurochemistry that can sustain the vicious
cycle of addiction. We return now to the case vignettes of substance misuse from the
beginning of the chapter to further illustrate these core concepts.

BRIEF SUMMARY

e For a variety of reasons, the disease model is currently the dominant paradigm for
explaining and treating substance use disorders, even though the symptom model
has some merit.

® Biological explanations of substance use disorders include the hypothesis that drug
use is a form of self-medication for biochemical deficiencies, and an emphasis on
the role of genetic factors in substance use disorders. Biological interventions in-
clude the use of aversive agents that make drug use noxious, substitution therapies,
and the provision of medications that can help reduce drug cravings.

® Behavioral and cognitive perspectives highlight the role of tension reduction, clas-
sical conditioning, and negative beliefs and expectancies in substance use disor-
ders. Classical conditioning interventions such as covert sensitization, operant
conditioning techniques such as aversion therapies and contingency management,
and cognitive restructuring methods are among the important behavioral and cog-
nitive treatment components.
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Sociocultural and family systems approaches emphasize social and family dy-
namics that can contribute to substance misuse. Social support and family treat-
ment can also contribute to recovery from substance use disorders.

Early psychodynamic explanations for substance misuse focused on the hypothe-
sis of emotional fixation at an oral, pleasure-addicted developmental stage. Cur-
rent psychodynamic theorists view substance misuse as a maladaptive defense
mechanism for coping with painful emotions. While psychodynamic interventions
by themselves are not considered effective for treating serious substance misuse,
psychodynamic concepts are an important component of many treatments.
Twelve-step models, such as the Alcoholics Anonymous approach, combine the
principles of many theoretical perspectives with a spiritual emphasis. Multimodal
approaches to substance misuse are increasingly embraced by experts, highlight-
ing the core concepts of multiple causality and the connection between mind and

body.

Critical | The AA approach to treating substance dependence, developed and con-

Thinking | ducted by laypeople, seems to be at least as effective as treatments designed

Question | by mental health professionals. What components seem to you to account

for its effectiveness?

CASE Vignettes

Treatment

Rob e Substance Abuse

Rob decided to seek therapy after receiving a warning from his
boss that his performance at the store was not up to par. Rob was
upset about this, as he was intent on keeping his job. Still, Rob
was ambivalent about seeking help. He was worried that a ther-
apist would focus on his pot use and tell him that he had to quit.
Rob wasn’t sure that quitting would solve his work problems,
and he was reluctant to give up something he enjoyed so much.
Nevertheless, he agreed to meet one time with a therapist when
his father encouraged him to do so.

The therapist suggested that Rob complete a standard
three-session evaluation, so that they could thoroughly review
his situation and decide what might be helpful. The subject of
Rob’s marijuana use did come up in the first session. Rob told
the therapist that he was smoking only on weekends, although
he actually was getting high occasionally during the week as
well. Rob’s therapist noticed that Rob seemed to have trouble
describing his emotions, and stayed away from any troubling
subjects, such as his parents’ divorce. The therapist men-
tioned to Rob that sometimes drug use is a way to “numb out”
difficult feelings, and that he might find himself tempted to
smoke even more as painful feelings came up in therapy. She
encouraged Rob to begin keeping a journal of his feelings and
his urges to get high, and to try to substitute writing for pot
smoking.

Rob felt very uncomfortable after the first session. He decided
that he could handle his problems on his own and that he didn’t need
professional help. When he told a friend about his decision, how-
ever, Rob’s friend urged him to at least finish the evaluation. Rob
agreed to do so, and felt more comfortable after seeing the therapist
again and finding that she was genuinely interested in helping him.
After three sessions, they agreed that it would make sense to meet
once weekly for a while to try to help Rob get back on track.

Rob found that the sessions and the journal writing were
more interesting and worthwhile than he’d expected, and he de-
cided that he wanted to meet twice each week to further his
progress. Rob was surprised to find that his thoughts kept re-
turning to his parents’ divorce, even though he believed he had
“put that behind” him. Rob’s therapist helped him to realize that
he still had intensely sad, angry, and guilty feelings about the di-
vorce that he had been avoiding by getting high. As they exam-
ined these feelings, it became clear that many of Rob’s feelings
were based on misperceptions of the situation, such as Rob’s idea
that he should have been able to keep his parents happy. As Rob
became better able to notice, identify, and tolerate his feelings,
his urges to smoke pot decreased, and he felt more in control of
his moods. Five months after starting therapy, Rob commented
that his head seemed much “clearer,” and Rob’s boss compli-
mented him on his much-improved job performance.
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Rob was clearly experiencing negative consequences from
his marijuana use, but the therapist believed that he had not
crossed the threshold from abuse to dependence. Accordingly,
she felt that it would be possible and appropriate to treat the mar-
jjuana use as a symptom of Rob’s underlying emotional con-

flicts, especially the avoidance of his feelings about his parents’
divorce. She used a variety of psychodynamic (exploring feel-
ings) and cognitive-behavioral techniques (journal writing; chal-
lenging beliefs) to help him learn to understand and tolerate his
feelings without having to rely on pot smoking to “numb out.”

Dr. Bryce e Substance Dependence

Dr. Bryce was furious when the psychologist continued to
question her about her alcohol use. Finally, she stormed out of
the session, yelling “I came here for help with my case against
the University, not for unwanted advice about my so-called al-
coholism!” Like many addicts, Dr. Bryce might never have ad-
mitted her problem or sought treatment for it on her own.
However, a group of her friends and colleagues had been very
worried about her drinking for years. Several of them tried to
approach her about it and were rudely rebuffed. Now, after
hearing from her about her session with the psychologist, and
seeing her preparing to further destroy her career by suing the
University, Dr. Bryce’s friends decided to act. They contacted
a local therapist who agreed to act as a facilitator for an “inter-
vention.” After some careful planning, eight friends arrived at
Dr. Bryce’s house with the facilitator. They told her that they
cared about her, were concerned about her, and were deter-
mined that she get immediate help. Dr. Bryce was enraged and
humiliated. She said that she would only promise to think about
it and insisted that they leave. As they had planned with the
therapist, the friends refused to leave, insisting that they were
going to take her directly to an inpatient treatment center. Af-
ter two hours, Dr. Bryce capitulated.

CASE DISCUSSION e Substance Dependence

At the hospital, a team of substance abuse specialists evalu-
ated Dr. Bryce. They noted that she met all the criteria for alco-
hol dependence of several years’ duration and began developing
a treatment plan. The first step was detoxification, which, given
the severity and duration of Dr. Bryce’s alcoholism, would re-
quire careful medical supervision. To ease the withdrawal
process, Dr. Bryce was put on benzodiazepines. She was also re-
quired to attend AA meetings. After two weeks in the hospital,
Dr. Bryce had completed the detox program. She was transferred
to a day treatment program, which included therapy, AA meet-
ings, and disulfiram (Antabuse) for those clients who agreed to
it. Dr. Bryce refused to try disulfiram. She remained bitter about
having been forced into treatment, even though she admitted that
she felt healthier without alcohol. Over the next several months,
Dr. Bryce wavered between sobriety and relapse. She attended
AA meetings sporadically and began drinking again in between
meetings. Eventually, she found an AA sponsor whom she liked
and trusted. With her sponsor’s help, Dr. Bryce began attending
meetings more regularly and admitting that she still had a prob-
lem. She acknowledged that controlled drinking was not a real-
istic option for her. By the first anniversary of the “intervention,”
Dr. Bryce had been completely sober for six months.

Dr. Bryce’s alcohol use had reached the point of severe de-
pendence, but her extreme denial prevented her from seeking treat-
ment; she required the intervention of friends before treatment
could begin. Given the intensity and long duration of her drinking,
careful management of the withdrawal process was critical. A med-
ical, hospital-based program of supervised withdrawal was neces-
sary, after which it was possible for Dr. Bryce to be treated on an

outpatient basis. Her motivation for treatment often wavered, and
her compliance was inconsistent, as is often the case with people
who are substance dependent. Eventually, Dr. Bryce had a positive
response to the AA process, especially after bonding with a spon-
sor. Like so many others who have struggled with alcoholism, Dr.
Bryce was finally able to acknowledge her problem and reach so-
briety primarily through the help of AA.
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Chapter Summary

® In defining pathological drug use, experts prefer the term substance instead of drug
because it conveys the idea that drug use is universal and misuse can involve legal
or illegal substances. Definitions and classifications of substance misuse are cul-
turally and historically relative.

® The current method for defining pathological substance use assesses the relationship
between the user and the substances they use; a relationship causing distress or im-
pairment is viewed as pathological regardless of whether the substance is legal or il-
legal. This method, which highlights the importance of context in defining substance
misuse and the continuum between normal and abnormal substance use, is prefer-
able to earlier quantitative approaches to defining pathological substance use.

® The DSM-IV-TR includes two main diagnoses of pathological substance use. Sub-
stance abuse refers to situations in which a person’s use of a substance is causing
negative consequences for him or her. Substance dependence, the more severe di-
agnosis often referred to as addiction, involves not just negative consequences but
also compulsive use of the substance, loss of control over its use, and, in some
cases, physical or psychological dependence. One limitation of these diagnoses is
that it is not entirely clear how addiction to substance use differs from “addictions”
to other activities such as work, sex, or gambling.

® Biological, behavioral, cognitive, sociocultural, family systems, and psychody-
namic factors are all involved in substance misuse, and each perspective has con-
tributed important treatment strategies.

® Multimodal approaches, which endorse the principle of multiple causality of sub-
stance misuse and attend to the connection between mind and body, are increas-
ingly the norm in explaining and treating substance use disorders.

APPENDIX: HISTORIES OF SOME COMMONLY ABUSED
SUBSTANCES

Opioids

Because of their powerful effects, opioids have been used and misused for centuries, for
both medicinal and recreational purposes. The history of opioid use and abuse is a fas-
cinating story in its own right. As you will see, there have been enormous changes over
time and across cultures in the way that the opioids have been viewed, used, and regu-
lated—another illustration of the core concept of cultural and historical relativism.

The use of opiates (the term for substances derived directly from the opium poppy)
dates back at least 3500 years. Evidence of opium use has been found in ancient Sumer-
ian, Greek, Egyptian, Persian, Roman, and Arabic cultures. During the last two millen-
nia, the use of opiates and the cultivation of poppies spread around the globe as a result
of conquest and trade. By the beginning of the nineteenth century, opium use was wide-
spread across Europe, the Middle East, and the Far East.

During the 1800s, several important scientific advances occurred regarding the opi-
oids, leading to increasing medical and recreational uses of these drugs. In 1806, a 20-
year-old German pharmacist’s assistant named Frederich Sertuerner published a paper
demonstrating that he had isolated the primary active ingredient in opium. He named
this ingredient morphine, after Morpheus, the Greek god of dreams. Pure morphine was
10 times more potent than opium. It became one of the most important medications in
the history of medicine, providing powerful pain relief, and Sertuerner received the
French equivalent of the Nobel Prize for his work (Ray & Ksir, 2002).



Twenty-six years later, the second most important ingredient in opium, codeine,
was isolated. It, too, has played an enormous role in medical history because of its anal-
gesic and cough suppressive properties. Finally, in 1874, chemists at the Bayer Phar-
maceutical Company slightly altered the chemical structure of morphine and created a
new compound, which was three times more potent than morphine and acted more
quickly. In 1898, Bayer gave this new chemical the brand name Heroin (from the Ger-
man word “heroisch,” meaning powerful) and marketed it as a nonaddicting substitute
for codeine (Hirsch, Paley, & Renner, 1996; McDowell & Spitz, 1999; Robson, 1999).
The highly addictive nature of heroin was not understood until several years later.

In the meantime, Alexander Wood, a Scottish surgeon, had invented the hypoder-
mic syringe (needle). This transformed both medical practice and substance misuse be-
cause it created a more potent intravenous method for the delivery of substances that
previously could only be ingested, smoked, or absorbed through the skin. Concurrent
with these scientific discoveries, opiate use was becoming increasingly widespread. In
1805, a 20-year-old Englishman bought some opium for a toothache in the form of lau-
danum, a common, legal, over-the-counter preparation typically containing opium,
spices, and some alcohol. Laudanum translates from the Latin, meaning “worthy of
praise.” The young man described his experience as follows:

I took it: and in an hour, O heavens! . .. Here was a panacea . . . for all human
woes; here was the secret of happiness, about which philosophers had disputed
Jor so many ages, at once discovered; happiness might now be bought for a penny,
and carried in the waistcoat pocket; portable ecstasies might be had corked up
in a pint-bottle; and peace of mind could be sent down by the mail.

Quoted in Ray & Ksir, 2002 (p. 337)

This young man, Thomas De Quincey, later became famous as the author of a widely
read article, “The Confessions of an English Opium Eater” (laudanum was actually a lig-
uid, but consumption of it was referred to as “opium eating”’), in which he described his
life as an opium addict. He was by no means unusual in nineteenth-century England.
Opium was used then like aspirin is now. Many famous English writers were regular users,
including Samuel Taylor Coleridge, Charles Dickens, and Elizabeth Barrett Browning
(Robson, 1999). As late as World War I, the famous London department store Harrods sold
morphine (and cocaine) kits complete with syringes labeled “A Useful Gift for Friends at
the Front” (Robson, 1999). England was also heavily involved in the proliferation of opi-
ate use around the world (Anderson & Berridge, 2000). In the infamous “Opium Wars”
(1839-1842) the British forced the Chinese to give them continued control of the opium
market in China. As a result, it is estimated that at one point 15 to 20 million Chinese were
addicted to opiates (Robson, 1999).

Meanwhile, in the United States, opiate use was also commonplace. During the Civil
War, opium addiction by soldiers who had used it for pain relief was so common that it
was referred to as the “soldier’s disease’ (Robson, 1999). Yet, addiction was not consid-
ered a significant social or legal problem at this time. Addicts who sought treatment were
usually given another opiate as a “treatment” for their addiction. By the turn of the twen-
tieth century, approximately 1% of the U.S. population was addicted to an opiate (Ray &
Ksir, 2002). The typical addict was a middle-aged housewife, who could buy laudanum
(for 9 cents an ounce) by mail from Sears & Roebuck (Ray & Ksir, 2002).

This picture of widespread opiate use and addiction changed dramatically in the
United States following the passage of the Harrison Act in 1914. This legislation was
prompted by growing concern about opiate addiction, and it outlawed all nonmedical
uses of opiates. Suddenly, a legal group of drugs became illegal and has remained so to
this day. Opiate use became a criminal issue (Wilson, 2000). Even the medical use of
opiates was restricted by a 1919 Supreme Court ruling that prescribing maintenance
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opiates to addicts was not acceptable medical practice (Robson, 1999). Opiate use
plummeted, but it was also pushed increasingly into the criminal underworld, much as
was the case with alcohol during the Prohibition period.

The United States and many Western countries experienced sharp increases in opi-
oid use again during the 1960s and 1970s. Some of this was a result of the experiences
of soldiers serving in Vietnam, where heroin was easily available and 95% pure (com-
pared to 5-20% in the United States) (Robson, 1999). The counterculture movement
of the 1960s also contributed to more widespread drug use, including use of opioids.
Opioid addiction once again became a major legal and medical problem and has con-
tinued to be so. The AIDS epidemic, since the beginning of the 1980s, has intensified
concern about heroin addiction since the virus is frequently spread through needle shar-
ing (Alcabes, Beniowski, & Grund, 1999; Metzger, Navaline, & Woody, 2000; Somaini
et al., 2000). Also, the “heroin chic” fashion style of the 1990s, which featured waiflike
models with sunken eye sockets, caused concern about a glorification and resurgence
of heroin use among young people. It is currently estimated that there are about 500,000
heroin addicts in the United States (Ray & Ksir, 2002). Addiction is a major problem
in many other countries as well, such as China (McCoy et al., 2001), Afghanistan (Mac-
donald & Mansfield, 2001), Thailand (Cheurprakobkit, 2000), and Great Britain (An-
derson & Berridge, 2000).

Cocaine

At several points in human history, a cycle of enthusiasm about the wonderful effects
of cocaine has been followed by awareness of its dangers and increased regulation of
the drug. Each time, the lessons from the past have been forgotten by later generations.
Cocaine, then, provides another vivid example of the enduring issue of historical rel-
ativism. Let’s explore some of the historical and cultural changes that are part of the
story of this fascinating substance.

Although the active ingredient in coca leaves, known as cocaine, was not isolated
until 1859, the substance has been used for centuries. The native people of the Andes
Mountains have probably chewed coca leaves since 5,000 B.C.E. (see Table 9.10 on the
early history of cocaine). This helped give them the energy for carrying large bundles
across the high mountains and accounts for one of cocaine’s many nicknames: “Boli-
vian marching powder.” These native peoples also used cocaine in religious rituals and
as a form of currency.

During the 1800s, cocaine was brought to Europe and became immensely popular
as a supposedly safe, mild stimulant. Its virtues were promoted by many respectable
medical people, among them Angelo Mariani, a French chemist, W.S. Halsted, an
American surgeon, and Sigmund Freud, the founder of psychoanalysis. Mariani im-
ported huge amounts of cocaine to make a coca wine which became so popular that the
Pope awarded him a medal of appreciation. Halsted, considered the “father of modern
surgery,” pioneered the use of cocaine as an anesthetic for surgery.

Freud’s role in the history of cocaine is a particularly interesting one, especially
given his later importance in the field of psychopathology. Early in his medical ca-
reer, while he was still yearning for fame and the financial security that would en-
able him to marry his fiancée, Freud began to study the effects of cocaine. It was
believed at the time that cocaine might be beneficial in the treatment of morphine
addiction—a major problem then—as well as for treating certain heart conditions,
depression, and as an anesthetic. Freud wrapped up his research on cocaine quickly,



because he had an opportunity to visit his fiancée whom he had not seen in two
years. The paper he published, “Uber Coca” (“On Cocaine”), was enthusiastic about
the usefulness of cocaine, and it earned Freud some mild acclaim. However, upon
returning from his visit to his fiancée, Freud discovered that a colleague, Carl Koller,
had finished the crucial experiments demonstrating that cocaine was a breakthrough
in anesthesia for eye surgery. Freud was frustrated that he had barely missed this op-
portunity for great fame, and later, of course, turned his ambitions in a different
direction—the founding of psychoanalysis. In the meantime, Freud was an avid user
of cocaine and provided samples to his friends. He wrote to his fiancée that a little
cocaine helped him feel confident enough to speak to his esteemed professors, and
he teased her that when he visited her she would behold “a big, wild man with co-
caine in his body” (Gay, 1988). Only after one of his good friends became
addicted—Freud was giving him cocaine to treat his morphine addiction—did
Freud’s enthusiasm for the drug wane.

In the United States, a similar cycle of enthusiasm for cocaine, followed by in-
creased awareness of its dangers, occurred. In 1885, the Parke-Davis pharmaceuti-
cal firm described cocaine as a “wonder drug” and claimed that it “can supply the
place of food, make the coward brave, and the silent eloquent” (Ray & Ksir, 2002).
In 1886, the Coca-Cola Company began marketing a soft drink containing cocaine
(thus the name Coca-Cola) based on the patented formula of an Atlanta druggist
named John Pemberton. Coca-Cola, containing 60 milligrams of cocaine in every
8-ounce bottle, was promoted as a substitute for alcoholic beverages (Kerfoot, Sak-
oulas, & Hyman, 1996). But the tide soon began to turn against cocaine as concerns
grew about its increasing use among the poor and its association with crime (Wil-
son, 2000). Cocaine was removed from Coca-Cola in 1906 and replaced with caf-
feine, a milder stimulant still found in many soft drinks. The government began to
regulate the use of cocaine in the early 1900s along with the increasing regulation
of opioids and other substances. Cocaine use also diminished because of the advent
of amphetamines, developed in the 1930s. It was not until the 1970s, when increased
regulation of amphetamines made them harder to obtain, that the popularity of co-
caine resurfaced.

During the 1970s and 1980s, cocaine became so popular as a recreational drug
that public health officials spoke of a “cocaine epidemic” (Rassool, 1998). The les-
sons of the previous century seemed to be forgotten as some physicians claimed that
cocaine was a nonaddictive, relatively safe drug (Kerfoot et al., 1996; McDowell &
Spitz, 1999). By 1990, it is estimated that 30 million Americans had tried cocaine,
and 50% of Americans between the ages of 25 and 30 were thought to have used it.
Finally, the new cocaine epidemic came full circle; as the public health community
warned of the dangers of cocaine addiction, public sentiment turned more negative,
and law enforcement against cocaine trafficking and use became a high national pri-
ority (Bowling, 1999; Furst et al., 1999; Nappo, Galduroz, & Carlini, 2000). Cur-
rently, rates of cocaine use are well below their peak about 20 years ago, although
it remains widely used.

Cocaine still has a small role in medical practice. It is used as an anesthetic for
medical procedures involving the nasal, laryngeal, and esophageal regions as well
as the eyes—just as Freud and his colleagues suggested over 100 years ago. Deriv-
atives of cocaine, such as novocaine, are also used by dentists for numbing and anes-
thesia. However, other medications have proven superior to cocaine for most
anesthetic purposes and have replaced it as a medical tool.
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Nicotine

Native Americans had been using tobacco for centuries when it was “discovered” by
European explorers in the New World. Christopher Columbus reported that the native
people of San Salvador gave him tobacco on his birthday in 1492. Tobacco quickly be-
came very popular among the growing European population in the American colonies.
The economic growth of the colonies was largely financed through the sale of tobacco,
their most important cash crop. Tobacco smoking spread quickly through Europe as
well. Sir Walter Raleigh is thought to have introduced tobacco to the court of Queen
Elizabeth. It was widely believed to have significant medical benefits and was used to
treat everything from headaches to flatulence in sixteenth-century Europe. The active
ingredient in tobacco, nicotine, was isolated in 1828. Nicotine was named after Jean
Nicot, a sixteenth-century Frenchman who had supposedly used tobacco to “cure” the
headaches of Catherine de Medici, the wife of King Henry II. By the nineteenth cen-
tury, the medicinal value of tobacco and nicotine had been disproved, and nicotine ad-
diction had been identified as a problem. However, tobacco remained very popular,
primarily in the form of snuff and chew products. Cigarettes did not become a popular
form of tobacco use until the twentieth century. Tobacco use, primarily in the form of
cigarettes, peaked in the 1950s.

In 1964, the Surgeon General of the United States officially reported that smok-
ing was medically dangerous. In 1971, cigarette commercials were banned from
television. In recent decades, the profoundly toxic effects of direct and secondhand
smoke have been documented over and over again. In response, tobacco companies
have gradually decreased the amounts of nicotine and tars (which contain most of
the carcinogens in smoke) in cigarettes. However, these companies have often been
accused of misleading the public about the dangers of smoking and the addictive-
ness of nicotine. Some tobacco companies had evidence of the addictiveness of
nicotine to rats in the early 1980s but did not publish the results (Ray & Ksir, 2002).
It was not until the 1990s that tobacco companies began to admit their awareness
of nicotine’s addictive properties.

Marijuana

Like most other popular drugs, marijuana has been used for centuries; experts believe that
it has been cultivated for at least 8000 years (Losken, Maviglia, & Friedman, 1996). There
are references to marijuana in ancient Chinese medical texts and on ancient Egyptian pa-
pyrus tracts. Over the centuries, the cannabis plant has been used to make rope fiber as well
as for its mind-altering/medicinal properties. George Washington grew cannabis plants at
Mount Vernon in the 1700s, and marijuana was a popular drug in certain artistic and high
society circles in Europe in the 1800s (Iversen, 2000). However, concern about marijuana
use grew during the 1920s and 1930s, leading many states, and eventually the United States
government, to outlaw the drug. This concern was based on the widespread belief that mar-
ijuana was linked to criminal behavior (Fisher & Harrison, 1997). For example, a 1936 ar-
ticle in Scientific American claimed that:

Marijuana produces a wide variety of symptoms in the user, including hilar-
ity, swooning, and sexual excitement. Combined with intoxicants, it often
makes the smoker vicious, with a desire to fight and kill.

Quoted in Ray & Ksir, 2002 (p. 407)



During the 1950s and 1960s, marijuana became increasingly popular, especially
with young people. Marijuana use peaked around 1978, then declined until 1992, and
has recently increased again (McDowell & Spitz, 1999). During the 1970s, several
states decriminalized (lessened legal penalties against) marijuana in keeping with the
popular view at the time that it was a relatively mild drug (Iversen, 2000). However, the
conservative trend during the 1980s and 1990s caused a return to harsher legal treat-
ment of marijuana possession, and, by 1996, 600,000 arrests on marijuana charges were
made in the United States alone (Ray & Ksir, 2002). The position of recent U.S. ad-
ministrations concerning marijuana has also caused controversy concerning the med-
ical use of the drug. During the 1990s, some states attempted to make marijuana
available for medical uses, such as treating glaucoma or severe nausea, over the objec-
tions of the Drug Enforcement Administration (DEA). The Supreme Court upheld the
ban on medical uses of marijuana in May 2001, but the issue remains a controversial
one (Nichols, 2000).
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Marcel Duchamp, Two Nudes, 1910.
Oil on canvas, 38 7/8 x 31 7/8”.

© The Museum of Modern Art/
Licensed by SCALA/Art Resource, NY

Marcel Duchamp (1887-1968) secured his place in the history of modern art when his Nude
Descending a Staircase, No. 2 was included in the 1913 New York Armory Show. The absence of
an actual nude in the painting heralded Duchamp’s move toward Dadaism—a nonsense term

used to describe art about life’s absurdity and absence of meaning. Duchamp explored humor
and absurdity in other ways as well. He enjoyed cross-dressing as a female alter-ego whose
name, Rose Sélavy, was a play on the words “Eros, c’est la vie” (Desire, that is life).

© Bettmann/Corbis



CHAPTER

Sex, Gender, and the Sexual

Disorders

CASE Vignettes

Laurie is a 29-year-old, married cosmetician; she and her hus-
band are planning to start having children in a couple of years. Laurie is mostly satis-
fied with her life except for one thing: she has never enjoyed sex as much as she thinks
she should, and rarely has orgasms. This has particularly bothered Laurie recently be-
cause she believes that once she becomes pregnant and starts having children her
chances of having a satisfying sex life will be over. Laurie feels that she is missing out on
something important, and this upsets her. Until she met the man who became her hus-
band, Laurie’s sexual problem didn’t bother her much. Laurie had only two serious
boyfriends before she married, and she’d always focused more on completing school and
cosmetology training than on her personal life. When Laurie was growing up, her fam-
ily life was very chaotic, largely due to her mother’s emotional instability. Laurie de-
cided at an early age that her life would be different: orderly and organized. When sex
wasn’t satisfying with her boyfriends, Laurie assumed that it would get better when she
met the right man. But with Sam, her husband, things aren’t much different. Laurie
finds that while she likes the idea of sex, she has difficulty becoming aroused. She feels
self-conscious about her body and ashamed about her “animal-like” feelings. Laurie
rarely masturbates because she finds it too embarrassing. After confiding to a friend for
the first time about her problem, Laurie decided to accept her friend’s suggestion and
consult a sex therapist.

Rick, a 28-year-old computer programmer, was arrested late one
summer night for exposing his genitals to a woman who was walking in a park near his
office. To his dismay, she calmly pulled out a cell phone and called the police, rather
than giving him the look of shock and the scream of terror that he had expected and
wanted. While this was the first time Rick had been arrested, he had been exposing him-
self to women in situations like this for years. After exposing himself to an attractive
woman, Rick would go to his car and masturbate.

Rick was concerned about his behavior, but mainly because he feared what his par-
ents would think if they ever found out. Rick’s parents were very religious and extremely
puritanical about sex; all sexual topics were off-limits in his family. Rick felt that it might
literally kill his parents if they ever discovered what he had been doing. He told himself
that if he was careful they would never know, and that he wasn’t really hurting anybody.
However, Rick felt very ashamed whenever people made comments about “perverts,”’
and he told no one about his secret. His few friends and occasional girlfriends had no
idea about his behavior. Rick did have sex with the women he dated, but he never enjoyed
it as much as his “secret’ behavior. Now that he had been caught, Rick was thinking for
the first time about getting help for his problem. He knew that doing so might make a
judge more sympathetic, and he hoped that ‘“‘curing” his problem would prevent his par-
ents from ever finding out about it.
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Phil, a 35-year-old anthropologist, has never felt comfortable
being male. As a toddler, he was more interested in playing with girls and dolls than
with boys and trucks. When Phil was 4, his father, an abusive alcoholic, beat his mother
so badly that she was hospitalized for a week. Thereafter, Phil, an only child, was terri-
fied whenever he was left with his father, and he formed an especially close bond with
his mother. They would whisper to each other about the father’s whereabouts and
moods to protect each other. Around his fifth birthday, Phil insisted to his parents that
he was really a girl and that his penis would fall off soon. His parents were alarmed and
had Phil see a child therapist at the time. Things seemed to get better as Phil began
school. He made friends with girls, not boys, but he stopped saying that he was, or
wanted to be, a girl. In junior high school, Phil began to realize that he was sexually
attracted to boys. His father had left the family by then, and Phil confided to his mother
about these attractions. She told him that he was probably gay and was very accepting.
In high school, Phil came “out” and began having homosexual relationships. However,
he never felt comfortable with his male body and found himself still drawn to emotion-
ally intimate relationships with women, whom he admired and envied.

Phil became fascinated with anthropology in college and devoted himself to becom-
ing an anthropologist. He loved the idea of immersing himself in a foreign culture so
much that he could almost transform himself into a member of the other group. Phil was
aware of the connection between this and his lifelong feelings of alienation as a man and
his fascination with women. He also explored his fascination with women by occasion-
ally cross-dressing and by taking a feminine role with his lovers. But Phil could never
shake his unhappiness and a feeling that something was wrong in his life. After estab-
lishing himself as a successful professor of anthropology, Phil began to think seriously
about pursuing a sex change. As he learned more about his situation and options, Phil
became convinced that he was psychologically female and would only be happy in a
woman’s body.

Sexuality is an area of intense interest to most people. It has been said that sex is an
amalgam of “friction and fantasy” (Kaplan, 1974). The former (friction) involves a
powerful hormonal and biological reflex system, and the latter (fantasy) involves a pow-
erful psychological drive. In our current culture, there are many available outlets for
people’s sexual interests. For example, when the Internet company Yahoo! began re-
stricting access to sex-oriented chat rooms during the spring of 2001, there was an enor-
mous outcry from thousands of disappointed users. But sexuality is also an area of
emotional and moral conflict for many people—in fact, Yahoo! began blocking the sex-
oriented chat rooms as a result of protests from religious organizations opposed to the
chat room content (Schwartz, 2001). In brief, sex is an arena of excitement, passion,
guilt, anxiety, shame, and many other intense feelings. It is no wonder, then, that peo-
ple are especially interested in, and sometimes worried about, their own sexuality and
whether it is “normal.”

The three cases described above, each very different from the others, give some
idea of the wide range of problems that fall under the heading of “sexual disorders.”
Laurie’s problem is a limitation in her enjoyment of “normal” sexual activity, Rick has
an “abnormal” sexual desire, and Phil’s problem is not in the area of sex per se, but in
the arena of gender identity, which is closely related to sex. We have put the words
normal and abnormal above in quotes in order to make the familiar point that it is not
easy to precisely define normality and abnormality. We have seen that this is true for
many disorders, but defining abnormality is especially problematic when it comes to
sexuality.



DEFINING SEXUAL DISORDERS

Defining abnormality in the area of sexuality is challenging, mainly because of three
core concepts in abnormal psychology: the continuum between normal and abnormal
behavior, the importance of context in defining abnormality, and cultural and histo-
rical relativism (Kernberg, 2001; Romano, DelLuca & Rayleen, 2001).

The Continuum Between Normal and Abnormal Sexuality and
the Importance of Context in Defining Abnormality

To illustrate the continuum between normal and abnormal sexuality, let’s return to the
cases at the beginning of the chapter. In each case, it is clear that something is wrong,
although one might hesitate to use terms such as “abnormal” or “disordered.” In par-
ticular, Laurie seems to be happy and to function well aside from her sexual frustration.
Yet from a DSM-IV-TR standpoint, her condition can be considered a disorder because
it causes significant distress and impairment. (In fact, as we will see, at least two DSM-
IV-TR diagnoses might apply to Laurie—female sexual arousal disorder and female or-
gasmic disorder—both described later in the chapter.) But what if Laurie were not
distressed by her situation? Or what if she were able to have orgasms regularly by mas-
turbating, even though sex with her husband wasn’t fully satisfying? What if she lived
in a culture in which women were not expected to enjoy sex? With this last example,
we are foreshadowing the discussion of cultural relativism, but all three examples il-
lustrate once again how difficult it can be to draw the line between normal and abnor-
mal sexual behavior.

The cases of Rick and Phil probably seem like more clear-cut examples of abnor-
mal sexuality. However, some members of the “transgender” movement (a movement
supporting people who want to change their gender) would argue that the only problem
with Phil’s situation is society’s intolerance of it, and that there is no mental disorder
involved. And in Rick’s case, what if he only had fantasies of exhibiting himself, or
acted his fantasies out with a consenting partner? For that matter, how different is Rick’s
behavior from the behavior of someone who goes out in public dressed to shock peo-
ple, or from someone who strips for money? These questions highlight the importance
of context in defining abnormal sexuality; sexual behaviors that would be considered
inappropriate and abnormal in one context might seem normal in another context. The
DSM-IV-TR provides diagnostic criteria (which we will review later in the chapter) that
attempt to draw a line between normal and abnormal sexuality, but they contain many
vague and even contradictory elements (Parsons, 2000; Szuchman & Muscarella, 2000).

Cultural and Historical Relativism in Defining and Classifying
Sexual Disorders

The concepts of cultural and historical relativism are especially relevant to the area of
sexual disorders, and contribute to the challenges of defining abnormal sexuality. Let’s
consider two sexual practices that have been viewed very differently during different
historical periods and in different cultures: masturbation and homosexuality. In 1994,
the Surgeon General of the United States, Dr. Jocelyn Elders, was fired by President
Clinton after she made remarks suggesting that masturbation should be discussed in
school as part of sex education (Frisby, 1994; Kolata, 1994). Her dismissal demon-
strates how much tension and anxiety still surround the topic of masturbation, and sex-
uality in general, even though Dr. Elders’ views were well within the scientific
mainstream. Masturbation is generally considered a harmless, normal, and nearly
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Dr. Jocelyn Elders Dr. Elders
sparked controversy as the U.S. Surgeon
General for her strong support of sex
education in schools.
©AP/Wide World Photos

Ego-dystonic homosexuality A DSM-III di-
agnosis, since eliminated, that referred to ho-
mosexuality that was distressing and
unwanted by the client.

Kellogg’s cereals and sexuality
Itis a little-known fact that J. H. Kellogg
invented his breakfast cereals as part of his
mission to discourage sexuality in young
people; he hoped that feeding them bland
food in the morning would decrease their
excitability.
© Peter Yates/Corbis

universal activity (Baumeister, Kathleen, & Vohs, 2001; Halpern et al., 2000; Szuchman
& Muscarella, 2000). It is nearly unthinkable that someone would be considered men-
tally ill because he or she masturbates. In fact, it is far more common today to consider
the absence of masturbation, at least during adolescence, to be a sign of pathology
(Laufer, 1981; McCarthy & McCarthy, 1998; Money, 1986).

However, in the nineteenth century people sometimes were considered mentally ill,
and even hospitalized, because they masturbated (Hare, 1962). A medical anti-
masturbation movement began in the 1700s, launched by a Swiss psychiatrist named
S. D. D. Tissot, whose book, Onanism, or a Treatise on the Disorders of Masturbation,
warned of the dangers of the practice (Bullough, 1987; Kolata, 1994; Tissot, 1817).
Benjamin Rush, the father of American psychiatry, also argued against masturbation
and considered it physically and psychologically damaging (Switzer, 1967). In the nine-
teenth century, two American industrialists took the antimasturbation campaign to the
cupboards of America’s kitchens. Both Sylvester Graham, the inventor of the graham
cracker, and J. H. Kellogg, the founder of the Kellogg cereal company, wrote books on
the evils of masturbation (Kellogg suggested “curing” girls by putting carbolic acid on
the clitoris). Graham’s and Kellogg’s food products were designed to keep children
from masturbating by feeding them bland foods in an effort to decrease their excitabil-
ity (Graham, 1854; Kellogg, 1881; Sokolow, 1983). Antimasturbation views were so
widespread that inventors developed genital cages that would sound an alarm when an
erection occurred while a boy was sleeping (Kolata, 1994; Money, 1985). Even Freud,
who popularized a more permissive and accepting view of childhood and adult sexual-
ity, believed for some time that masturbation could cause a form of neurosis (Bona-
parte, 1954/2000; Gay, 1988).

Homosexuality has been subject to similarly bizarre and shifting social judgments,
which further illustrate the principle of historical relativism. Until 1973, homosexual-
ity was listed in the DSM-II as a mental disorder. Thereafter, the diagnosis of homo-
sexuality was replaced by the diagnosis of ego-dystonic homosexuality (that is,
homosexuality that is distressing and unwanted by the client). The reasons for this
change were complex and involved a variety of scientific, cultural, and political devel-
opments reflected in the increasingly widespread view that homosexuality per se was
not a disorder but a normal variation of sexuality (Bayer, 1981; Bullough, 1976; Laws
& O’Donohue, 1997). Later, even ego-dystonic homosexuality was removed from the
diagnostic manual on the grounds that it usually reflected internalized homophobia and
prejudice, did not constitute a mental disorder, and was not associated with psy-
chopathology (Cohler & Galatzer-Levy, 2000). Indeed, it is not even clear how to best
define homosexuality, since sexual orientation can be defined in various, sometimes
conflicting ways—such as by romantic attraction, by sexual arousal, by sexual behav-
ior, or by self-definition (Savin-Williams, 2006). The most current DSM, the DSM-I1V-
TR, does not mention homosexuality (APA, 2000).

The fact that only 35 years ago many clients were in treatment with a diagnosis of
“homosexuality” shows how much and how quickly norms regarding sexuality can
change, causing our definitions of abnormality to change along with them. Definitions
of sexual abnormality also vary greatly across cultures (Bullough, 1976, 1987; Nye,
1999)—reflecting the core concept of cultural relativism. For example, China only re-
moved homosexuality as a psychiatric diagnosis in 2001 (Heng, 2001). In another cul-
ture, that of the Sambia people of Papua New Guinea, ritualized male homosexuality
is the norm before the birth of a man’s first child (Herdt & Stoller, 1990). More gener-
ally, the liberal and liberated sexual mores of the contemporary Western world are con-
sidered bizarre and abnormal in conservative, traditional cultures around the world
(Davidson & Moore, 2001; Nye, 1999; Tseng, 2001). Also, disorders such as Rick’s
exhibitionism (one of the disorders within a category called paraphilias, described later



in the chapter) are found primarily in Western societies (Bhugra, 2000). Other sexual
disorders are found only in non-Western cultures. For example, a syndrome known as
dhat, which consists of severe anxiety associated with the loss of semen in ejaculation,
is found primarily in India, Sri Lanka, and China (APA, 2000; Shukla & Singh, 2000).

The bottom line is that the core concepts involving the importance of context,
the continuum between normal and abnormal behavior, and cultural and historical
relativism make it so difficult to define the concept of a sexual disorder that many ex-
perts eschew the phrase “sexual disorder” altogether and use the term “sexual devia-
tion” instead (Willerman & Cohen, 1990). This latter term is meant to convey that it
may be more appropriate, scientifically speaking, to describe certain sexual practices
as “deviant” (that is, statistically rare) rather than “disordered” (implying a mental dis-
ease). Some theorists take the concepts of the continuum and relativism to extremes,
arguing that all sexual taboos are based on cultural biases and prejudices (an argument
presented in Box 10.1). However, it remains important to try to define, classify, and un-
derstand abnormal sexual behaviors so that we can offer treatments to those who may
be suffering because of them. Experts have attempted to classify sexual disorders for
hundreds of years. We now turn to a review of these classification schemes and their
frequently changing categories, and then examine the current DSM-IV-TR sexual
disorder diagnoses.

BRIEF SUMMARY

Sexuality is a ubiquitous, intense, and emotionally conflicted aspect of human life.

The core concepts of the continuum between normal and abnormal behavior, the
importance of context, and historical and cultural relativism make it especially
difficult to define abnormal sexuality.

Critical | Are there any forms of sexual behavior that can be absolutely defined as ab-

Thinking | normal regardless of the issues of the continuum, context, and cultural and his-

Question [, .4l relativism?

Defining Sexual Disorders I 369

Sexuality and historical relativism
This painting from the Classical period of
ancient Greece showing a man kissing a
young boy illustrates the historical
relativism of attitudes about homosexuality.
In ancient Greece, it was conventional for
adult men to maintain sexual relationships
with adolescent boys.
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Figure 10.1 Cases from Krafft-Ebing’s
Psychopathia Sexualis (1886) Brief case
descriptions from Krafft-Ebing’s influential
book are presented here.

CLASSIFYING SEXUAL DISORDERS

Contemporary classifications of sexual abnormality in Western cultures have their roots
in the mid-1800s. At that time, medical scientists began to view sexuality as a legiti-
mate area of scientific investigation, beginning a process of the “medicalization of sex-
uality” that continues to this day (Kleinplatz, 2003). Prior to the 1800s, aberrant
sexuality had been considered an issue of sin or vice, within the purview of the Church
rather than science or the state. During the 1800s, several scientific books dealing with
sexual abnormality were written, the most important of which was Dr. Richard von
Krafft-Ebing’s Psychopathia Sexualis, first published in Germany in 1886. Krafft-
Ebing’s book (which was so successful both as a scientific work and as pornography to
a titillated public that it went through 12 editions) organized sexual pathology into some
still familiar categories such as sexual sadism, sexual masochism, and fetishism, illus-
trated with hundreds of case studies he had collected (see Figure 10.1). To give a fla-
vor of the book and of the times, here is Krafft-Ebing’s case number 43, an example of
sexual sadism.

P, aged fifteen, of high social position, came from a hysterical mother
whose brother and father died in an asylum. Two children in the family died
early in childhood of convulsions. Although the patient was talented, virtuous,
and quiet, at times he was very disobedient, stubborn, and of violent temper.
He had epilepsy, and practiced masturbation. One day it was learned that P,
with money, induced a comrade of fourteen, B., to allow himself to be pinched
on the arms, genitals, and thighs. When B. cried, P. became excited and struck
at B. with his right hand, while with his left he made manipulations in the left
pocket of his trousers. P. confessed that to maltreat his friend, of whom he was
very fond, gave him peculiar delight, and that ejaculation while hurting his
friend gave him much more pleasure than when he masturbated alone.

Quoted in Krafft-Ebing, 1999 (p. 113)

Krafft-Ebing’s work greatly influenced the next major figure to study sexuality, Sig-
mund Freud. Freud’s early work in psychoanalysis, as you know, focused on sexuality,
which was still a relatively taboo subject in Victorian Europe. Freud was especially inter-
ested in the role of emotional conflicts about sexuality as a causal factor in all sorts of men-
tal disorders ranging from anxiety to schizophrenia. Like others at the time, Freud used the
term perversion as a diagnostic label to refer to “sexual behavior that accompanies. . .atyp-
ical means of obtaining sexual pleasure” (Laplanche & Pontalis, 1973). Freud’s unique
contribution was to relate “perverse’” behaviors to a theory of the development of the sex-

Case 93. A gentleman of very bad heredity consulted me concerning impotence that
was driving him almost to despair. While he was young, his fetich (sic) was women of
plump form. He married such a lady, and was happy and potent with her. After a few
months the lady fell very ill, and lost much of her flesh. When, one day, he tried to
resume his marital duty, he was absolutely impotent, and remained so. If, however, he
attempted coitus with plump women, he was perfectly potent.

Case 99. X., aged twenty, inverted sexually (authors’ note: “inverted” was the then-
current term for homosexual). Only loved men with a large bushy mustache. One day he
met a man who answered his ideal. He invited him to his home, but was unspeakably
disappointed when this man removed an artificial mustache. Only when the visitor put
the ornament on the upper lip again, he exercised his charm over X once more and
restored him to the full possesion of virility. . . .
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Box 10.1 | The Limits of Relativism: Bestiality
and the Animal Rights Movement
“YES, BUT DID ANYONE ASK THE ANIMALS’ OPINION?” by Sarah Boxer

The following article from The New York Times describes a controversy over the question of whether taboos against bestiality (a sex-
ual disorder listed in the DSM-IV-TR as zoophilia) are a form of historically and culturally based prejudice against animals, an issue

that has divided the animal rights movement.

The controversy came with the first daffodils in March, shortly after Pe-
ter Singer, the father of the animal rights movement, reviewed a reissue
of the book Dearest Pet: On Bestiality (Verso), by the Dutch biologist
Midas Dekkers, for Nerve, an online sex magazine. Three months have
passed and still the sun has not set on the latest tempest surrounding Mr.
Singer, the provocative author of Animal Liberation and a professor of
bioethics at Princeton University’s Center for Human Values.

Mr. Singer had received his share of human venom before this.
Protesters have called him a Nazi for his view that in some cases in-
fanticide and euthanasia are morally justifiable.

The furor this time concerns sex with animals.

In his review, titled “Heavy Petting,” Mr. Singer noted that al-
most all of the taboos on nonprocreative sex (taboos against homo-
sexuality, oral sex, contraception, and masturbation) have vanished.
But one notable exception still stands: the taboo on sex with animals.
“Heard anyone chatting at parties lately about how good it is having
sex with their dog?” he asked. The persistence of the bestiality taboo,
he wrote, reflects humans’ ambivalence about animals. We know we
are like them, but we think we are better, and so we want “‘to differ-
entiate ourselves, erotically and in every other way, from animals.”

Of course, the taboo does not prevent fantasies. Mr. Singer de-
scribed the illustrations in Mr. Dekkers’ book, including “a 17th-
century Indian miniature of a deer mounting a woman” and a nine-
teenth-century Japanese drawing of a very busy giant octopus grop-
ing a woman. Nor is the taboo always effective in real life. Mr. Singer
noted that some men have sex with hens, and certain people don’t
stop the family dog from making free with them, which occasionally
leads to “mutually satisfying activities.”

The moral problem with human beings’ consorting with ani-
mals, Mr. Singer suggested, is not human indignity and depravity but
rather cruelty to animals. But as he put it, “Sex with animals does not
always involve cruelty.” And if cruelty is the problem, isn’t raising
them to kill them generally worse than coupling with them? The San
Francisco Chronicle summed up Mr. Singer’s position on animals
thus: “You can have sex with them, but don’t eat them.”

The reaction was swift and prolonged. Some critics were ap-
palled on behalf of humans, others on behalf of animals. And the
headlines flowed—"Lock the Barn Door,” “Puppy Love,” and “The
Love That Dare Not Bark Its Name.”

As word of Mr. Singer’s review spread, the debate began to shift
from cruelty to consent. Slate, an online magazine, said Mr. Singer
hadn’t explained “how an animal can go about giving consent be-
cause, well, you know, animals can’t talk.” And The New Republic
went further: “If animals are entitled to the protection of what we to-
day call human rights, Isn’t sex with them, absent consent, rape?”

Pretty soon animal rights groups began weighing in, from the
president of the Animal Sexual Abuse Information and Resource
Site, a group that fights bestiality, to the president of United Poultry
Concerns Inc., a group based in Machipongo, Virginia, that stands up
for the rights of domestic fowl.

Priscilla Feral, the president of Friends of Animals, wrote that
“bestiality is wrong for the same reason pedophilia is wrong.” Gary
Francione who, like Mr. Singer, is one of the signers of the Declara-
tion on the Rights of Great Apes, said Mr. Singer could no longer be
trusted with the rights of apes.

There was one important exception. Ingrid Newkirk, the presi-
dent of People for the Ethical Treatment of Animals, not only stood
by Mr. Singer but also imagined a few perfectly innocent human—
animal sex acts: “If a girl gets sexual pleasure from riding a horse,
does the horse suffer? If not, who cares? If you French kiss your dog
and he or she thinks it’s great, is it wrong? We believe all exploita-
tion and abuse is wrong.” But she added, “If it isn’t exploitation and
abuse, it may not be wrong.”

Mr. Singer said the fuss over his review was largely “hysterical”
and a big waste of time. “This country is in the grip of a Puritan world-
view,” he added. When it comes to bestiality, the stakes are relatively
small: While factory farming kills billions of animals a year, he said,
human—animal sexual interactions involve only hundreds or thousands.

To some degree, the subject of bestiality represents the extreme
edge of a larger discussion about whether animals have rights and
what they are. But a legal issue is also at stake. In an essay repro-
duced at www.asairs.com, Piers Beirne, chairman of the Department
of criminology at the University of Southern Maine, in Portland,
where he teaches a course on animal abuse, wrote that 24 states now
have laws against bestiality, and seven more are considering them.

In Maine, he said, bestiality was once considered a crime against
God and brought a sentence of 10 years of hard labor. The law loos-
ened up after World War II. But now a bill before the Maine State
Legislature proposes to recriminalize bestiality on the ground that it
is cruel to animals and linked with domestic violence. The Bangor
Daily News quoted Philip Buble, a man who came to testify, as say-
ing that he often has sex with his dog-spouse, Lady Buble. “In the
eyes of God,” he said, “we are truly married.”

The main effect of Mr. Singer’s review, Mr. Beirne said, will
be the one that he intended: “A subject which for centuries was
taboo will now be out in the open.” But something else has
changed. Now when it comes to bestiality, the debate is not so
much about what God wants as what animals want.

The New York Times, June 9, 2001, p. A19.
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Michelangelo The painter
Michelangelo was one of many great
individuals cited by Freud as evidence that
homosexuality was not a defect.
© Erich Lessing/Art Resource, NY

Sexual dysfunctions DSM-IV TR disorders
involving persistent problems with sexual in-
terest, sexual response, or orgasm.

ual instinct during childhood. Freud believed that human beings are born with a bisexual
disposition that seeks oral, anal, and phallic forms of pleasure in infancy and childhood be-
fore developing into the familiar form of genitally focused heterosexuality at adolescence
(Freud, 1905). He argued that “perversions” were formed when sexual development got
stuck, or “fixated,” at one of the stages along the way, such as an oral, anal, or homosex-
ual stage. If the person resisted his or her perverse wishes with defense mechanisms, a neu-
rosis would develop, while if the person allowed his or her desires to be expressed, they
would constitute a perversion; thus Freud’s famous dictum that “neuroses are the negative
of perversions” (Freud, 1905). It is also notable that Freud was rather unique in his day for
his sympathetic attitude toward homosexuality, which he viewed as a developmental fixa-
tion but not as a disorder. For example, when the worried mother of a young gay man in
the United States wrote Freud for advice, he replied that the man need not, and probably
could not, change his sexual orientation. Freud encouraged the mother and son to accept
the son’s homosexuality as nothing to be ashamed of, noting that several of the greatest
men in history (he cited Plato, Michelangelo, and Leonardo da Vinci) had been gay. Freud
concluded: “It is a great injustice to persecute homosexuality as a crime—and a cruelty,
too” (Gay, 1988).

It is important to note that in Freud’s time, the terms perverse and perversion were
used as scientific, diagnostic terms and did not have the negative, derogatory connotations
they have since assumed. Early editions of the DSM continued to use the term perversion
in connection with sexual disorders, and also continued to use many of the other categories
developed by Krafft-Ebing and Freud. In more recent editions, however, the DSM has sub-
stituted the term paraphilia (from the Greek for “beside love”) to describe the conditions
formerly labeled “perversions” because the latter term has developed negative connota-
tions (Charlton & Quatman, 1996; Moser, 2001; Suppe, 1984).

The DSM-IV-TR Categories

We have seen in previous chapters that sexuality and sexual conflicts can play a
large role in many emotional disorders. Freud, for example, originally thought that
most forms of psychopathology were caused by sexual conflict, such as Little
Hans’s phobia (Chapter 4) resulting from his Oedipal conflicts (Freud, 1954/1909;
Gay, 1988). Even though current psychodynamic theorists take a broader view of
the etiology of mental disorders, sexuality remains a focus in many of their theo-
ries, and most theoretical perspectives include sexuality as an important causal fac-
tor in some disorders. However, it is important to keep in mind that when we talk
about the DSM-IV-TR category called sexual disorders we are referring to disor-
ders in which the symptoms are sexual. Thus, we would not consider a phobia—
like Little Hans’s fear of horses—a sexual disorder even though the root cause may
have been sexual conflict. Classifying disorders on the basis of symptoms rather
than causes, of course, is at the heart of the DSM-IV-TR approach, and it has ad-
vantages and limitations, as we have seen. Symptom-based diagnosis can be a use-
ful way of grouping disorders as long as one keeps in mind that the symptoms of a
disorder are not necessarily indicative of its causes. For example, you will see that
one of the leading theoretical explanations of sexual disorders like Rick’s exhibi-
tionism focuses on underlying causes that have little to do with sex and much more
to do with aggression that is acted out in the sexual domain. Thus, as we cover
the DSM-IV-TR sexual disorder diagnoses, keep in mind the core concept of the
advantages and limitations of symptom-based diagnosis.

The DSM-IV-TR includes three very different groups of conditions under the gen-
eral heading of “sexual disorders.” The first group, the sexual dysfunctions, refers to per-
sistent problems with sexual interest, sexual arousal, or orgasm—the major components
of the human “sexual response cycle”—in the context of “normal” sexual relationships.



Sexual dysfunctions are quite common in both men and women (as in the chapter open-
ing case of Laurie), can have psychological and/or biological causes, and are usually
quite treatable. The second group is the paraphilias—the same group Freud classified
as “perversions”—in which a person’s sexual desires and preferences are considered
abnormal (as in the case of Rick). The causes of paraphilias—disorders such as sexual
sadism and exhibitionism—are more complex, and treatment is more difficult. Inter-
estingly, for reasons we will discuss later in the chapter, paraphilias are almost exclu-
sively found in men. Finally, the DSM-IV-TR includes under the rubric of sexual
disorders a relatively rare condition called gender identity disorder (as in the case of
Phil). This is a disorder in which individuals—men about twice as often as women—
feel that they have the body of the wrong sex and want to change sexes. We now turn
to a more detailed consideration of disorders in each of these categories.

The Sexual Dysfunctions

The sexual dysfunctions are best defined in terms of the sexual response process (Ka-
plan, 1995; Sadock & Sadock, 2000). Normal sexual response is currently understood
as a process involving four stages: (1) sexual interest or desire; (2) sexual excitement
or arousal; (3) orgasm; and (4) resolution (see Visual Essay 10.1). This four-stage
model of sexual response was developed by Kaplan (1974, 1995), who slightly modi-
fied the pioneering work on sexual response by Masters and Johnson (1970). Sexual
dysfunctions consist of persistent problems at any stage of the sexual response process;
occasional problems with sexual response are extremely common and not considered
dysfunctions. Since there are no dysfunctions associated with the resolution phase of
the cycle, the sexual dysfunctions involve persistent problems with sexual desire, sex-
ual excitement, orgasm, or pain related to sexual activity (APA, 2000). Clients can be
diagnosed with one or more sexual dysfunctions according to the criteria listed in the
DSM-IV-TR (see Table 10.1). Overall, the sexual dysfunctions are relatively common
(prevalence data are included in the description of each dysfunction listed in the
following paragraphs), much more so than the other, more severe sexual disorders
(paraphilias and gender identity disorder).

In general, the sexual dysfunctions are considered quite treatable (Kockott,
2007; Segraves & Althof, 1998; Wylie, 1997). In many cases, especially in younger
people, sexual dysfunctions are a result of sexual inexperience or lack of adequate
sexual information (Charlton & Quatman, 1996). In other cases, a wide range of psy-
chological and biological factors can be involved. On the psychological side, Mas-
ters and Johnson (1970) emphasized the role of sexual performance anxiety (worries
about sexual competence) and spectatoring (anxious, detached self-observation) in
causing sexual dysfunctions. Masters and Johnson developed couple-based treat-
ment techniques such as sensate focus, which involves exercises to enhance sensual
awareness, and nondemand pleasuring, a graduated series of “petting” exercises that
initially deemphasize intercourse and orgasm so as to create a nonpressured atmo-
sphere for sensual exploration (Masters, Johnson, & Kolodny, 1986). In addition to
these widely used behavioral methods, the treatment of sexual dysfunctions often
involves discussion of emotions such as guilt, shame, and anxiety that may be in-
terfering with normal sexual response. Emotional conflicts relating to the present,
the recent past, and childhood (such as sexual abuse or other sexual traumas, or
problematic sexual learning experiences) can all play an important role in the sex-
ual dysfunctions (Levine & Althof, 1997; Rosen & Leiblum, 1995). In keeping with
the core concept of the connection between mind and body, all of the psychologi-
cal factors noted above can influence the physical aspects of sexual functioning, and
psychological interventions can restore the physical capacities necessary for pleas-
urable sexual activity.
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Paraphilias DSM-IV-TR disorders involving
persistent sexual desires or preferences that
are considered abnormal.
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TABLE 10.1 Djagnostic Criteria for the Sexual Dysfunctions

SEXUAL DESIRE DISORDERS

Hypoactive sexual desire B Persistently deficient sexual fantasies and deficient
desire for sexual activity, causing distress or interpersonal difficulty.

Sexual aversion B Persistent extreme aversion to, and avoidance of, genital
sexual contact with a sexual partner, causing distress or interpersonal

difficulty.

SEXUAL AROUSAL DISORDERS

Female sexual arousal disorder B Persistent inability to attain, or maintain, an
adequate lubrication-swelling response of sexual excitement, causing distress
or interpersonal difficulty.

Male erectile disorder B Persistent inability to attain, or maintain, an adequate
erection, causing distress or interpersonal difficulty.

ORGASMIC DISORDERS

Female orgasmic disorder B Persistent delay in, or absence of, orgasm following
a normal sexual excitement phase, causing distress or interpersonal difficulty.

Male orgasmic disorder B Persistent delay in, or absence of, orgasm following a
normal sexual excitement phase, causing distress or interpersonal difficulty.

Premature ejaculation B Persistent ejaculation with minimal sexual stimulation
before, on, or shortly after penetration and before the person wishes it,
causing distress or interpersonal difficulty.

SEXUAL PAIN DISORDERS

Vaginismus B Persistent involuntary spasm of the musculature of the outer third
of the vagina that interferes with sexual intercourse, causing distress or
interpersonal difficulty.

Dyspareunia B Persistent genital pain associated with sexual intercourse, causing
distress or interpersonal difficulty.

Adapted from DSM-IV-TR (APA, 2000)

On the biological side, medical illnesses (such as diabetes and heart conditions),
numerous medications, poor diet, aging, and substance use (including cigarette smok-
ing) can all contribute to sexual dysfunctions. For example, medications that inhibit the
parasympathetic division of the autonomic nervous system can adversely affect sexual
arousal, while medications that inhibit the sympathetic branch of the system can affect
orgasm (Smith, 2004) (see Table 10.2.)

Because of the range of causes associated with the sexual dysfunctions, the
DSM-IV-TR provides subtypes for each diagnosis according to etiology (if known).
Sexual dysfunctions can be subtyped as “due to psychological factors,” “due to com-
bined factors,” “due to a general medical condition,” or “substance-induced.” In addi-
tion, subtypes are listed according to whether the dysfunction is lifelong or acquired
(beginning after a period of normal functioning) and generalized or situational (APA,
2000). With these general comments on the sexual dysfunctions in mind, we now turn
to a more detailed discussion of each of the dysfunctions.



Medications That Can Influence Sexual Function

TABLE 10.2 (partial list)

DRUG NAME

POTENTIAL EFFECT

Paroxietine (Paxil)
Perphenazine (Trilafon)
Phenelzine (Nardil)

Phenytoin (Dilantin)

Prazosin (Minipress)
Propantheline (Pro-Banthine)
Propranolol (Inderal)
Protriptyline (Vivactil)
Ranitidine (Zantac)
Reserpine (Harmonyl)

Sertraline (Zoloft)
Spironolactone (Aldactone)
Sulfasalazine (Azulfidine)
Tamoxifen (Nolvadex)
Testosterone

Thioridazine (Mellaril)
Thiothixene (Navane)

Decreased desire; delayed or no orgasm
Decreased or no ejaculation

Impotence; retarded or no ejaculation; delayed or
no orgasm

Decreased desire; impotence; priapism
(prolonged, painful erection)

Impotence

Impotence

Loss of desire; impotence

Loss of desire; impotence; painful ejaculation
Impotence; loss of desire

Decreased desire; impotence; decreased or no
ejaculation

Decreased desire; retarded or no orgasm
Decreased desire; impotence

Impotence

Priapism

Priapism

Impotence; retrograde, painful, or no ejaculation
Spontaneous ejaculations; impotence; priapism

Tranylcypromine (Parnate) Impotence; painful ejaculation; retarded

ejaculation

Adapted from Charlton & Quatman, 1996

Sexual Desire Disorders Hypoactive sexual desire consists of a lack of interest in
sex. While most people take interest in sex for granted, this first stage of the sex-
ual response cycle is problematic for some. Prevalence estimates for this disorder
vary widely; a conservative estimate would be that in a given year 10% of women
and probably less than 3% of men experience persistent lack of desire (Hall et al.,
2000; Simons & Carey, 2001). However, rates appear to be increasing, especially
among men (Hall et al., 2000). Part of the difficulty in accurately estimating the
prevalence of this dysfunction is the lack of uniform criteria in studies; there is a
pressing need for more research using standard criteria (Basson et al., 2004; Hart-
mann et al., 2002). Loss of interest in sex is a common symptom of many medical
conditions and of many mental disorders such as depression (Hall et al., 2000).
Ironically, decreased sexual desire can also be a side effect of numerous medica-
tions, including some antidepressants (Seidman, Roose & Rosen, 2004; Wise,
1999). Aging processes and hormonal changes, such as menopause in women, can
also decrease sexual desire; in such cases hormone treatments may be helpful in
restoring sexual interest (Alexander et al., 2004; Warnock, Bundren, & Morris,
1999).
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Hypoactive sexual desire Persistently defi-
cient sexual fantasies and deficient desire for
sexual activity, causing distress or interper-
sonal difficulty.
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Sexual aversion Persistent extreme aversion
to, and avoidance of, genital sexual contact
with a sexual partner, causing distress or inter-
personal difficulty.

Female sexual arousal disorder Persistent
inability to attain, or maintain, an adequate lu-
brication-swelling response of sexual excite-
ment, causing distress or interpersonal
difficulty.

Male erectile disorder Persistent inability to
attain, or maintain, an adequate erection, caus-
ing distress or interpersonal difficulty.

Viagra salesman Former U.S.

Of course, emotional conflicts about sex, bodily functions, and pregnancy can
contribute to a lack of sexual interest (Aslan et al., 2005; Katz & David, 1999). Sexual
aversion is a more extreme form of disinterest in sex—an actual aversion to and avoid-
ance of sexual activity (APA, 2000). The same range of psychological and biological
factors that can contribute to decreased desire can also contribute to sexual aversion, but
the active feelings of disgust about sex in sexual aversion usually signal the significant
influence of emotional conflicts in this disorder (Carnes, 1998; Rosen & Leiblum, 1995).

Sexual Arousal Disorders The second phase of the sexual response cycle, the
arousal/excitement phase, involves distinct physical changes that accompany the sub-
jective feelings of arousal. In women, the primary physical process involves lubrication
and swelling of the vaginal tissue in anticipation of sexual intercourse. For men, erec-
tion of the penis occurs during this phase.

Female sexual arousal disorder involves persistently insufficient lubrication re-
sponses to sexual stimuli—a condition sometimes referred to, somewhat disparagingly,
as “frigidity” (Masters, Johnson, & Kolodny, 1986). Prevalence research on this disor-
der is inadequate, but most estimates suggest that between 10 and 20% of women ex-
perience this condition over the course of a lifetime (Simons & Carey, 2001). Female
sexual arousal disorder is often associated with hypoactive sexual desire (and female
orgasmic disorder, discussed later) and has a similar range of psychological and bio-
logical causes. Consequences of the disorder include painful intercourse, sexual aver-
sion, and relationship difficulties (APA, 2000).

Male erectile disorder (also known as erectile dysfunction, ED, and impotence)
involves the persistent inability to attain, or maintain, an erection. Most estimates of its
annual incidence among adult men are in the 5 to 15% range (Charlton & Quatman,
1997; Masters, Johnson, & Kolodny, 1986; Simons & Carey, 2001), although these es-
timates are considered somewhat unreliable because of the lack of definitive research
and the reluctance of many men to share accurate information on this topic. ED is
highly age-related, affecting up to half of men between the ages of 40 and 70 (Seidman,
Roose & Rosen, 2004). Certainly, the popularity and success of Viagra (the active in-
gredient of which is the chemical compound Sidenafil) and similar medications, which
normalize blood flow to the penis facilitating erection, indicate the enormous number
of men with this dysfunction.

Prior to the development of Viagra, the major treatments for erectile disorder were
penile tension rings, vacuum pumps, penile prostheses, and penile injections (Ramage,
1998). These methods can all be problematic psychologically (Levine & Althof, 1997);
as one researcher put it, “putting a needle in your penis is not everybody’s idea of fore-
play” (Dr. John Seely, quoted in Kolata, 2000). Some experts have argued that the suc-
cess of Viagra is actually in part a result of the relatively new diagnostic term erectile
dysfunction or ED. This medical-sounding term is apparently much more palatable to
most men than the old term impotence, which seemed to imply that the client’s mas-
culinity was inadequate.

Some critics have complained that the current emphasis on developing medications
to treat erectile disorder reflects a sexist overemphasis on men’s potency problems at
the expense of emphasizing help for the millions of women with sexual dysfunctions
(Kolata, 2000; Leiblum & Sharon, 2001; Segraves & Althof, 1998). However, as it be-
came clear that the market for treating female dysfunctions was potentially lucrative,
drug companies began testing Viagra and other compounds as possible treatments for
female sexual dysfunctions such as hypoactive sexual desire (Stahl, 2001; Warnock et

Senator Bob Dole has helped reduce the
al., 1997). Interestingly, these medications have not proven effective for increasing

women’s levels of sexual desire (Seidman, Roose & Rosen, 2004), supporting the con-
tention of some experts that female desire is mediated more by emotional stimuli than
by purely biological factors such as genital blood flow.

stigma surrounding erectile problems by
discussing his own use of Viagra in an
advertising campaign.

© Chuck Kennedy/Getty Images



The causes of erectile disorder include a wide range of psychological and biolog-
ical factors. Medical conditions (such as diabetes), certain medications, smoking, poor
diet, and psychological conflicts can all interfere with the blood flow necessary to pro-
duce and maintain an erection (Ramage, 1998). The absence of erections during sleep,
when they normally occur, suggests a biological etiology. Nocturnal penile tumescence
(erection) can be assessed with a snap gauge that is fastened around the penis at bed-
time and will break if an erection occurs. Medications like Viagra can be helpful by en-
hancing blood flow regardless of whether the underlying cause of the problem is
psychological or medical (McCarthy & McCarthy, 1998; Weisberg et al., 2001). Psy-
chotherapy can also be helpful in treating psychologically based cases of erectile dys-
function (Althof, 2000; Masters, Johnson, & Kolodny, 1986).

Orgasmic Disorders Female orgasmic disorder (formerly known as inhibited female
orgasm, and sometimes referred to as anorgasmia) involves persistent and distressing
difficulties in reaching orgasm despite sexual excitement and appropriate sexual stim-
ulation (APA, 2000). This is believed to be a fairly common dysfunction, affecting per-
haps 7 to 10% of women (Simons & Carey, 2001). It is important to note that difficulty
in achieving orgasm is only considered a dysfunction when it occurs persistently de-
spite adequate sexual stimulation (Charlton & Quatman, 1996). Sexual intercourse, by
itself, is not assumed to provide adequate stimulation; in fact, it is estimated that only
about half of women regularly have orgasms during intercourse (Baumeister, 2000;
Baumeister et al., 2001; Laumann, Paik, & Rosen, 1999). Largely through the work of
Masters and Johnson, it has become more widely known and accepted that most women
require direct clitoral stimulation to reach orgasm (Masters & Johnson, 1970). Prior to
this, women who did not regularly reach a climax during sexual intercourse were often
assumed, unfairly, to be dysfunctional, and the diagnosis became controversial as a re-
sult. As currently defined, women with female orgasmic disorder have difficulty com-
ing to climax even with direct clitoral stimulation through manual or oral sex, or
masturbation (APA, 2000; Carnes, 1998; Leiblum, 2000).

Male orgasmic disorder involves the same scenario in men—persistent difficulty
reaching orgasm despite adequate stimulation (APA, 2000). It appears to be somewhat
less common than the female variant, affecting about 3% of men (Simons & Carey,
2000). For both men and women, the orgasmic dysfunctions often seem to be caused
by emotional conflicts over sexuality, and about orgasm in particular, which can be as-
sociated with a frightening loss of control. However, physical conditions and medica-
tions may also play a role. For example, many of the widely prescribed selective
serotonin reuptake inhibitor (SSRI) antidepressant medications can cause delay in or
absence of orgasm (Coleman et al., 2001; Wise, 1999).

Premature ejaculation is probably the most common male sexual dysfunction, af-
fecting as many as 29% of all men (Athanasiadis, 1998; Metz & Pryor, 2000). It is defined
as a persistent tendency to ejaculate with minimal sexual stimulation, before the man
wishes it, and often before sexual intercourse has begun (APA, 2000; Kaplan, 1995). In
making this diagnosis, clinicians have to take into account that occasional premature ejac-
ulation is very common, especially in younger and sexually inexperienced men, in novel
sexual situations, and after long periods without ejaculation (Leiblum, 2000). When pre-
mature ejaculation occurs regularly, however, it can be quite distressing and can lead to
avoidance of sexual relationships (APA, 2000; Athanasiades, 1998).

Many experts argue that there has not been enough sound research using standard
criteria for assessing premature ejaculation, resulting in a limited understanding of its
causes (Athanasiadis, 1998; Rowland, Cooper, & Schneider, 2001). However, most
agree that a variety of psychological and biological factors can contribute to premature
ejaculation, including emotional problems, relationship problems, poor sexual skills,
neurological factors, illnesses, physical injuries, and medication side effects (Malatesta
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Female orgasmic disorder Persistent delay
in, or absence of, orgasm following a normal
sexual excitement phase, causing distress or

interpersonal difficulty.

Male orgasmic disorder Persistent delay in,
or absense of, orgasm following a normal sex-
ual excitement phase, causing distress or in-
terpersonal difficulty.

Premature ejaculation Persistent ejacula-
tion with minimal sexual stimulation before,
on, or shortly after penetration and before the
person wishes it, causing distress or interper-
sonal difficulty.
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Vaginismus Persistent involuntary spasm of
the musculature of the outer third of the
vagina that interferes with sexual intercourse,
causing distress or interpersonal difficulty.

Dyspareunia Persistent genital pain associ-
ated with sexual intercourse, causing distress
or interpersonal difficulty.

& Henry, 2001; Metz & Pryor, 2000). Accordingly, many different interventions can
be appropriate, and treatment must be geared to the particular situation of the client
(Metz & Pryor, 2000). Psychological interventions can include everything from tradi-
tional psychotherapies for resolving contributing emotional problems to more focal sex
therapies. These focal treatments include individual relaxation, sexual self-pacing and
pubococcygeal muscle training, and direct work with couples (Metz & Pryor, 2000; Pri-
dal & Joseph, 2000). Two widely used techniques with couples are the stop-start
method, in which the couple repeatedly decreases stimulation just before ejaculation
would occur, and the penile squeeze technique, in which the client or partner gently
squeezes the head of the penis to prevent ejaculation (Kaplan, 1995; Masters, Johnson,
& Kolodny, 1986; Seidman, Roose & Rosen, 2004). While many researchers report
very high success rates with these techniques, their long-term effectiveness has been
questioned (Athanasiadis, 1998). Medications, especially serotonergic drugs such as
the SSRIs, can be helpful in delaying orgasm in cases in which psychological/behav-
ioral methods are not effective (Metz & Pryor, 2000; Seidman, Roose & Rosen, 2004).

Sexual Pain Disorders The sexual pain disorders are somewhat distinct from the other
sexual dysfunctions in that they are not defined by the phases of the sexual response
cycle. Rather, they involve recurrent experiences of physical pain during sex that in-
terfere with sexual activity and cause distress.

Vaginismus refers to recurrent muscle spasms in the outer third of the vagina,
which interfere with sexual intercourse by making penetration difficult or painful (APA,
2000). Research on vaginismus has been limited, and no reliable prevalence data are
available (Reissing,Yitzchak, & Khalife, 1999); however, Masters, Johnson, and
Kolodny (1986) estimated that 2 to 3% of postadolescent women experience vaginis-
mus. Some experts suggest that vaginismus can be best understood as a phobia of vagi-
nal penetration, in which the fear of physical and/or emotional pain from intercourse
leads to the muscle contractions, but the relationships among these factors remain some-
what unclear (Leiblum, 2000). Reports that vaginismus is easily resolved with vaginal
dilation techniques and psychosexual education appear to be exaggerated (Reissing et
al., 1999). When treatment does succeed, it seems that the crucial ingredients are at-
tention to both the physical (such as genital pain) and psychological (for example, a
history of sexual abuse) aspects of the problem.

Dyspareunia (dis-par-OON-ya) involves recurrent genital pain associated with sex-
ual intercourse in a man or woman. Most cases of painful intercourse (which is a far
more common problem for women than men) are caused by physical factors such as gen-
ital infections or scarring, lack of lubrication, medication side effects, or in some parts
of the world, culturally sanctioned “female circumcision” in which parts of the female
genitals are cut and damaged as a childhood or adolescent rite of passage (El-Defrawi
etal., 2001; Graziottin, 2001). However, the DSM-IV-TR specifically excludes medical
causes in the diagnosis of dyspareunia proper (APA, 2000), which is meant to be
reserved for cases in which the pain is partially or entirely caused by psychological
factors. Nonetheless, the term dyspareunia is frequently used—even by health
professionals—to refer more broadly to any condition of recurrent sexual pain. Com-
mon physical causes of sexual pain are usually investigated first, with further exploration
of emotional factors or more unusual physical causes if necessary (Graziottin, 2001).

BRIEF SUMMARY
® The work of Krafft-Ebing, Freud, and others paved the way for the current DSM-
IV-TR classification of sexual disorders.

® The DSM-IV-TR identifies three types of sexual disorders: sexual dysfunctions,
paraphilias, and gender identity disorder.



® The sexual dysfunctions are recurrent, distressing, and/or impairing problems in
the desire, arousal, and orgasm phases of the normal human sexual response cycle.

® The sexual desire dysfunctions include hypoactive sexual desire and sexual
aversion.

® The sexual arousal dysfunctions include female arousal disorder and male erectile
disorder.

® The orgasmic disorders include female orgasmic disorder, male orgasmic disorder,
and premature ejaculation.

Sexual pain disorders include vaginismus and dyspareunia.

Sexual dysfunctions can be caused by a wide variety of psychological and biolog-
ical factors. Most can be effectively treated with psychotherapy and/or medications.

Critical | Given that they are so common, do you think the sexual dysfunctions should

Thinking | be considered mental disorders and listed in the DSM-IV-TR?
Question

The Paraphilias

The paraphilias, formerly known as the perversions, are less common than the
sexual dysfunctions, but they are considered more pathological—true disorders
rather than dysfunctions. While the sexual dysfunctions involve persistent sexual
difficulties in the context of normal sexual relationships, the paraphilias involve
disordered sexual relationships and aberrant sexual preferences. A paraphilia con-
sists of sexual arousal by, and sexual preference for, atypical sexual “objects” (or
“stimuli”) (see Table 10.3). In the most common paraphilias, the atypical stimuli
involve either nonhuman objects (such as inanimate objects or animals), hostile
rather than affectionate human relationships (such as sexual sadism), or noncon-
senting sexual relationships (for example, with children). Because many paraphil-
ias involve nonconsensual sexual activity, several of them, such as exhibitionism,
voyeurism, and pedophilia, are illegal. As a result, people with paraphilias often
seek treatment after they have been caught, prosecuted, and either ordered or en-
couraged to do so by legal authorities (Brockman & Bluglass, 1998). Others have
been pressured to get help by spouses or other family members. It is relatively un-
usual for individuals with paraphilias to seek help on their own (Doerman, 1999).
These individuals are often distressed by their paraphilias, but their motivation to
seek treatment is often diminished by feelings of shame and/or reluctance to give
up their primary form of sexual pleasure.

One of the most difficult problems involved in defining and classifying the
paraphilias relates to the core concept of the continuum between normal and
abnormal behavior. Many of the sexual practices that are central to the paraphil-
ias are considered normal when practiced consensually and in moderation (Furnham
& Haraldsen, 1998; Stoller, 1985b, 1989). For example, it is relatively common for
people to include mildly exhibitionistic, voyeuristic, and sadomasochistic practices
in their sex lives (Kinsey et al., 1953; Strauss & Donnelly, 1994). But several things
distinguish these normal activities from a paraphilia. First of all, in a paraphilia,
the sexual behavior in question is persistent (the DSM-IV-TR requires at least six
months’ duration), is often nonconsensual, and may be necessary for sexual arousal
(APA, 2000). Second, to meet the criteria for a paraphilia in the DSM-IV-TR, a sex-
ual urge or fantasy pattern must either be distressing to the individual or cause im-
pairment in his or her life (APA, 2000; Brockman & Bluglass, 1998). Thus, it is the
compulsive, maladaptive, and extreme quality of paraphilias that distinguish them
from variations of normal sexuality.
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Female circumcision This 16-year-
old girl in northern Kenya has just
undergone a ritual circumcision in which
the clitoris and sometimes other parts of
the female genitalia are removed. Such
practices can be traumatizing, frequently
lead to sexual dysfunctions, and are viewed
by many as a human rights violation.
© Stephanie Welsh/Getty Images
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TABLE 10.3 Diagnostic Criteria for the Paraphilias

Exhibitionism B Recurrent, intense sexually arousing fantasies, sexual urges, or
behaviors involving the exposure of one’s genitals to an unsuspecting stranger.

Voyeurism B Recurrent, intense sexually arousing fantasies, sexual urges, or
behaviors involving the act of observing an unsuspecting person who is naked,
in the process of disrobing, or engaging in sexual activity.

Fetishism ® Recurrent, intense sexually arousing fantasies, sexual urges, or
behaviors involving the use of nonliving objects.

Transvestic fetishism B Recurrent, intense sexually arousing fantasies, sexual
urges, or behaviors involving cross-dressing in a heterosexual male.

Sexual sadism B Recurrent, intense sexually arousing fantasies, sexual urges, or
behaviors involving acts in which a victim’s psychological or physical suffering
is sexually exciting.

Sexual masochism B Recurrent, intense sexually arousing fantasies, sexual urges,
or behaviors involving the act of being humiliated, beaten, bound, or
otherwise made to suffer.

Pedophilia ® Recurrent, intense sexually arousing fantasies, sexual urges, or
behaviors involving sexual activity with a prepubescent child or children.

Frotteurism M Recurrent, intense sexually arousing fantasies, sexual urges, or
behaviors involving touching and rubbing against a nonconsenting person.

Paraphilias not otherwise specified (NOS) ® Includes necrophilia (sexual
interest in dead bodies), zoophilia (animals), coprophilia (feces), urophilia
(urine), and telephone scatologia (obscene telephone calls).

Adapted from DSM-IV-TR (APA, 2000)

The prevalence of paraphilias appears to have increased in recent decades (Rosler
& Witzum, 2000; Weiner & Rosen, 1999). While epidemiological data suggest that the
paraphilias are much less common than sexual dysfunctions, the popularity of para-
philic pornography indicates that actual rates of paraphilia are much higher than offi-
cial estimates (APA, 2000). Interestingly, paraphilias are found almost exclusively in
men, about half of whom are married (Brockman & Bluglass, 1996; Money, 1986;
Rosler & Witztum, 2000). While the reasons for this striking gender disparity are not
fully understood, we will review some theories about it below. In addition, while there
have been references to paraphilic sexual practices in cultures around the world for mil-
lennia, the paraphilias appear to be found primarily in Western cultures (de Silva, 1999).
Paraphilias typically begin in adolescence, and rates of youthful paraphilia-related crim-
inal offenses are on the rise (Brockman & Bluglass, 1996).

Over the years, researchers have offered various lists of common paraphilias;
Money (1986), for example, described 30 different types. In the DSM-IV-TR, eight
specific paraphilias are listed (see Table 10.3), along with a residual category (para-
philia not otherwise specified) that allows for the diagnosis of unusual forms of
paraphilia (APA, 2000). Frequently, individuals with one paraphilia also have others
(de Silva, 1999).



You may be surprised to note that rape is not included as a DSM-IV-TR paraphilia,
even though it would seem to fit the definition of aberrant, nonconsensual sexual be-
havior. The exclusion of rape as a separate diagnosis in the DSM-IV-TR has been con-
troversial and puzzling even to some experts on sexual disorders, although others argue
that it is sufficient that rape is included as a subtype of the paraphilia known as sexual
sadism (Horley, 2001; Hudson & Ward, 1997; Laws & O’Donahue, 1997). Part of the
reason that rape has not been included separately relates to a concern that the diagno-
sis could be used by rapists as a legal defense (Boehnert, 1989; Hudson & Ward, 1997,
Noffsinger & Resnick, 2000), although this concern could also apply to other illegal
paraphilias, such as pedophilia, which are listed in the DSM-IV-TR (Eads, Shuman, &
DeLipsey, 2000; Marshall, 1997). Another argument against including rape as a sepa-
rate diagnosis is that some scientific evidence supports the view that rape is motivated
more by hostility toward women than by aberrant sexual arousal. For example, Lalu-
miere and Quinsey (1996) found that antisocial tendencies were more consistently char-
acteristic of sexually coercive males than deviant sexual arousal patterns. We now turn
to a description of the paraphilias listed in the DSM-IV-TR.

Exhibitionism Exhibitionism involves exposing one’s genitals to an unsuspecting
stranger. In the DSM-IV-TR, the criteria for exhibitionism consist of six months or more
of recurrent, intense, sexually arousing behaviors (or distressing/impairing fantasies
and urges) involving genital exposure (APA, 2000). Exhibitionism is generally consid-
ered the most common paraphilia (Brockman & Bluglass, 1998; Murphy, 1997). To the
lay public, exhibitionists are known as “flashers.” The stereotype of an exhibitionist is
that of a “dirty old man” who opens his raincoat to expose himself to little girls. In fact,
most men diagnosed with exhibitionism are young to middle-aged, and sexual expo-
sure to children is more characteristic of pedophilia than exhibitionism (Hall et al.,
2000; Weiner & Rosen, 1999). When an elderly person exposes himself or herself, it is
most likely a result of disinhibition due to a dementia (Chapter 14) and not a paraphilia
(Brockman & Bluglass, 1998; Jordan & Stein, 2000).

Typically, exhibitionists become aroused and masturbate during or after exposing
themselves. Exhibitionists rarely seek out actual contact with the women to whom they
expose themselves. Rather, they typically describe a wish to shock, humiliate, or sex-
ually arouse women they encounter as strangers (APA, 2000; Black et al., 1997; Nye,
1999). While individuals with exhibitionism are often thought to be fearful, shy, pas-
sive, and avoidant of real contact with women, researchers have not been able to iden-
tify a clear personality profile for people with the disorder (Laws & O’Donohue, 1997;
Murphy, 1997). The standard advice to victims of exhibitionism is to remain calm, walk
away, and report the incident to the police (Marshall, 1997).

Voyeurism Voyeurism can be thought of as the opposite of exhibitionism, as
voyeurism involves the practice of watching unsuspecting others who are disrobing or
engaging in sex. Voyeurism, sometimes also referred to as scoptophilia (literally, the
“love of seeing”), is commonly understood in the figure of the “Peeping Tom” who
peers into strangers’ bedrooms at night (Brockman & Bluglass, 1998).

Obviously, experiencing sexual arousal from seeing others naked or having sex, in
and of itself, is common and not abnormal—as the television and film industries know
well. But voyeurism differs, in several respects, from this normal reaction. The DSM-
IV-TR specifies that in order to be diagnosed with voyeurism, an individual must have
experienced a period of six months or more of recurrent, intense sexual pleasure from
watching nonconsenting others (or distressing/impairing fantasies and urges to do so).
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Exhibitionism Recurrent, intense sexually
arousing fantasies, sexual urges, or behaviors
involving the exposure of one’s genitals to an
unsuspecting stranger.

Voyeurism Recurrent, intense sexually arous-
ing fantasies, sexual urges, or behaviors in-
volving the act of observing an unsuspecting
person who is naked, in the process of disrob-
ing, or engaging in sexual activity.
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Voyeurism

This painting, “Susanna Bathing,”

by Tintoretto (1518-1594) depicts

a famous biblical scene of voyeurism,
the practice of watching unsuspecting
people for sexual purposes.

Tintoretto, “Susanna Bathing”
© Erich Lessing/Art Resource, NY

Fetishism Recurrent, intense sexually arous-
ing fantasies, sexual urges, or behaviors in-
volving the use of nonliving objects.

Usually the individual masturbates during the voyeuristic episodes, often with a fan-
tasy involving the person or people observed. Voyeurism usually begins before age 15
and tends to become chronic (APA, 2000).

Fetishism Fetishism consists of intense, recurrent sexual arousal involving inanimate
objects. The DSM-IV-TR criteria for fetishism describe six months or more of dis-
tressing and/or impairing sexual urges or behaviors related to nonliving objects (APA,
2000). Common fetish objects include female undergarments, other articles of clothing
such as shoes, and rubber or leather objects. The individual will typically masturbate
alone with the object or ask a sexual partner to wear it (Charlton & Quatman, 1997; de
Silva, 1999). Any object can be the focus of fetishism, and there are published reports
of clients with fetishes involving objects ranging from pacifiers to radio static (Jungin-
ger, 1997; Stoller, 1987). (Table 10.4 lists some Internet forums with primarily fetish
themes.) Some researchers also include compulsive sexual arousal to specific body parts
within the definition of fetishism (such as a foot, or hair, fetish). An unusual variant of
this type of fetish involves sexual arousal related to amputees. Wise and Kalyaanam
(2000) describe the case of a 49-year-old accountant with a lifelong amputee fetish who
was easily able to find pornographic materials to satisfy his fetish over the Internet.
Eventually, this individual cut off his own penis, a practice that has also been reported
in other cases of amputee fetishism (Wise & Kalyanam, 2000).

Like exhibitionism and voyeurism, fetishism is an extreme form of a normal sex-
ual arousal pattern (Mason, 1997). Sexual arousal in response to seeing undergarments
or body areas is a part of normal sexual response, and the lingerie, perfume, and hair
care industries capitalize on this natural tendency. In fact, the word “fetish” in common
usage refers not just to the sexual disorder but to any object imbued with special power.
As aresult, drawing the line between normal sexual response and fetishism can be dif-
ficult (Brockman & Bluglass, 1998; Junginger, 1997). However, one key difference be-
tween normal arousal to female undergarments, for example, and an underwear fetish
is that in the latter case the undergarments actually become necessary, or at least
strongly preferred, for sexual arousal and performance to occur (APA, 2000).



Sex Forums on the Internet with Primarily

JABLE 10.4 Fetish Themes

The following is a highly abbreviated list of alternative sex forums with fetish themes
found on the Internet.

Pantyhose Amputee Hair
Underwear Diapers Fur

Jock strap Feet Fat
Uniforms Latex Bottles
Wax Leather Vegetables
Smoking Trees Tools

Transvestic Fetishism Transvestic fetishism, or transvestism, is a particular form
of fetishism in which men become sexually aroused by wearing women’s clothing.
This form of cross-dressing for sexual arousal is distinct from cross-dressing due to
gender dysphoria (the wish to be the opposite sex, as in gender identity disorder,
which is discussed later in the chapter), although the former sometimes evolves into
the latter (APA, 2000; Zucker & Blanchard, 1997). Transvestism should also be dis-
tinguished from cross-dressing for other purposes that do not involve sexual arousal.
In transvestism, the individual, typically a heterosexual man, becomes aroused by
cross-dressing. He may simply wear female underwear under his normal attire, or he
may dress completely as a woman, commonly referred to as being “in drag” (APA,
2000). Some individuals experience maximum arousal by going out in public cross-
dressed, while others prefer to cross-dress in private. Frequently, the sexual arousal
seems to be associated with fantasies of being female (autogynephilia, or love of
oneself as a woman) or as having characteristics of both sexes (Person & Ovesey,
1978; Zucker & Blanchard, 1997), although transvestites do not wish to literally
become women.

Sexual Sadism Sexual sadism refers to the recurrent need to imagine, or act out, the
infliction of pain on a suffering victim in order to become sexually aroused. Once
again, it is important, though not always easy, to distinguish normal variations of sex-
ual “play” from a paraphilia. Many people are aroused by aggressiveness as part of
sex. For example, Kinsey and colleagues (1953) found in their groundbreaking sur-
veys of sexual habits that half of Americans enjoyed mildly sadomasochistic activi-
ties such as biting and spanking during sex (see Box 10.2 on Sexual Masochism).
In a more recent survey of college students, Straus and Donnelly (1994) found that
61% of the students reported sexual arousal while imagining or participating in sim-
ilar activities. However, in sexual sadism the infliction of physical or psychological
pain (for example, humiliation) is a recurrent, and often necessary condition of sex-
ual arousal and it causes distress and/or impairment for the sexual sadist (APA, 2000).
In some cases, the individual has not acted on these fantasies and urges but is trou-
bled by them. In other cases, fantasies are acted out with either consenting or non-
consenting others. Sadistic sexual behaviors can include a wide range of physical
practices such as restraining, slapping, whipping, burning, and beating, and/or psy-
chological activities such as dominating, humiliating, and degrading the other person
(APA, 2000; Alison, Santtila, & Sandnabba, 2001). In severe cases, especially in con-
junction with antisocial personality disorder, sexual sadism may involve rape and
other acts that can seriously injure or even kill the victim.
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Transvestism Individuals with

transvestism are motivated to cross-dress

because it provides sexual satisfaction.

Bill Aron/Photo Researchers, Inc.

Transvestic fetishism (transvestism)
Recurrent, intense sexually arousing fantasies,
sexual urges, or behaviors involving cross-
dressing in a heterosexual male.

Sexual sadism Recurrent, intense sexually
arousing fantasies, sexual urges, or behaviors
involving acts in which a victim’s psychologi-
cal or physical suffering is sexually exciting.

Sexual masochism Recurrent, intense sexu-
ally arousing fantasies, sexual urges, or behav-
iors involving the act of being humiliated,
beaten, bound, or otherwise made to suffer.
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1 Sexual sadism Sexual sadism and
masochism sometimes involves a woman in
the role of a “dominatrix” who humiliates,
and sometimes physically hurts, her sexual
partner. The dominatrix may engage in such
behavior for her own sexual pleasure or when
asked or paid to do so by a sexual masochist.
©Kerin Rochill/Stockphoto.com

Pedophilia Recurrent, intense sexually arous-
ing fantasies, sexual urges, or behaviors in-
volving sexual activity with a prepubescent
child or children.

Frotteurism Recurrent, intense sexually
arousing fantasies, sexual urges, or behaviors
involving touching and rubbing against a non-
consenting person.

Frotteurism Frotteurism usually occurs in

crowded places such as subways.
Robert Brenner/PhotoEdit

Sexual Masochism In contrast to sexual sadism, sexual masochism involves the need
or strong preference for physical or psychological suffering in order to produce sexual
arousal. Typical behaviors and fantasies include being bound, forced, beaten, cut,
urinated or defected upon, berated, or humiliated (Brockman & Bluglass, 1998). In
some cases, the individual only fantasizes about masochistic situations during mastur-
bation or sex; in other cases, masochism is acted out. One particularly dangerous form
of masochistic sexual behavior is the deprivation of oxygen (hypoxia) by strangulation,
noose, plastic bag, or other means (APA, 2000). This sexual practice causes up to 200
deaths per year in England (Brockman & Bluglass, 1998), and similar fatality rates have
been reported in the United States, Australia, and Canada (APA, 2000).

Sexual masochism is one of the few paraphilias commonly diagnosed in women,
although it is still 20 times more common in men (APA, 2000). As with other para-
philias, it can be difficult to distinguish the disorder of sexual masochism from “nor-
mal” masochistic sexual interests pursued in the context of a safe, consenting
relationship. We include in Box 10.2 an excerpt from an essay by the writer Daphne
Merkin about her own sexual masochism in which she raises questions about the
boundary between normal and abnormal sexual masochism.

Pedophilia Pedophilia (from the Greek for “child love”) involves sexual attraction
to, or sexual activity with, prepubescent children. The DSM-IV-TR defines pedophilia
in terms of recurrent sexual behavior with, or distressing/impairing fantasies and
urges toward, prepubescent children on the part of someone at least 16 years old and
5 years older than the child (APA, 2000). While some experts have questioned vari-
ous aspects of the DSM-IV-TR criteria (such as whether the “recurrent” criterion is
too restrictive; see Marshall, 1997), the DSM-IV-TR provides the most widely used
formal definition of pedophilia. Individuals who meet DSM-IV-TR criteria for
pedophilia may target boys, girls, or both, but they more commonly seek boys
(Blanchard et al., 1999). Some experts believe that young boys are the more common
targets because men with pedophilia are trying to find sexual “partners” who are as
different as possible from adult women in terms of age and gender (Blanchard et al.,
1999). Victims may be family members, or strangers to whom the pedophile gains
access by “befriending” the child or winning the trust of adults in the child’s life.
The sexual contact can include anything from watching the child undress to fondling
to actual penetration. Pedophiles typically rationalize their behavior as harmless, as
good for the child, or as something the victim wanted (APA, 2000; Brockman &
Bluglass, 1996). Often, the victims are threatened in some way so as to prevent them
from telling others about the molestation.

While no reliable data exist on the prevalence of pedophilia, it is clear that child
sexual abuse is pandemic and a national crisis in the United States (Laws & O’Dono-
hue, 1997). Current estimates are that between 100,000 and 500,000 children in the
United States are sexually molested by adults every year, resulting in 10 to 20% of all
children having experienced some type of sexual abuse by the time they reach adult-
hood (Harvard Mental Health Letter, 2004; Rosler & Witztum, 1998). Pedophiles ap-
pear to be a diverse group, with no clear personality profile (Bickley & Beech, 2001).
The vast majority of pedophiles are men, but pedophilia is one of the few paraphilias
in which a significant percentage of cases involve women.

Frotteurism Frotteurism (sometimes also referred to as foucheurism) is less well
known than the other DSM-IV-TR paraphilias. A frotteur (almost invariably male) rubs
up against or touches a stranger (usually a female) for sexual gratification. Typically,
frotteurism occurs in a crowded place such as subway trains or busy sidewalks where
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Box 10.2 ] Sexual Masochism in a Woman:
A First-Person Account

“UNLIKELY OBSESSION" by Daphne Merkin

Daphne Merkin, a well-known writer, describes her own struggle with masochistic sexual tendencies in an excerpt from her article

“Unlikely Obsession” which was published in The New Yorker Magazine.

All the while, I continued to read and dream, feeding my appetite.
In my mid-twenties, I met a man who had fairly advanced sadistic
skills, albeit of a psychological rather than a physical variety. His
wish to control me—to offer and then withdraw affection on an er-
ratic and hurtful schedule of his own devising—coincided with my
secret wish to be mastered, but it never occurred to him to spank
me, and I never asked. (I was undoubtedly afraid of what I might
unleash: I had visions of being splattered against the wall.) Our re-
lationship may not have taken on an explicitly S&M aspect, but it
was riddled with those impulses: once, after a fight, he ordered me
to get down on my knees before his standing, undressed self; an-
other time, he lay on the bed and languidly suggested that I crawl
across the floor in order to win back his favor. Although these were
not things I wanted to be told to do on a regular basis, my mind read
both of these demands as a signal for arousal. I experienced degra-
dation (or, at least, a degree of degradation) as a thrill; there was no
mistaking it. I wondered with growing anxiety how I would ever
make do with less dubious forms of sexual engagement. Finally, in
my late twenties, I admitted my wish to be spanked to a man who
seemed distant from my world, and thus not in a position to assess
how fitting or incongruous this wish might be with the rest of me.
He was from the West Coast; to my intractably Manhattanite sen-
sibilities, he might as well have hailed from Sri Lanka. Whereas I
was accustomed to the edgy New York style, this man’s way of
looking at things seemed slower and less driven by the need to eval-
uate. He also had a receptive quality that made me think I could
trust him with my fantasy, and, after we’d been going out for sev-
eral months, I did. He appeared delighted at the prospect of imple-
menting my wishes, and so it was that I found myself in the
position I had been dreaming of for years: thrust over a man’s knee,
being soundly spanked for some concocted misdeed. (How much I
liked those adverbs—"soundly,” “firmly,” “roundly,” “thoroughly”
—leading up to the most resonant verb I knew of in the English lan-
guage.) The sheer tactile stimulation of it—the chastening sting—
would have been enough to arouse me, but there was also, at last,
the heady sense of emotional release: I was and was not a child;
was and was not a sensual being; was and was not being reduced;
was and was not being forced into letting go; was and was not the
one in control. I had fantasized about this event for so long that in
the back of my mind there had always lurked the fear that its grat-
ification would prove disappointing. I needn’t have worried: the re-
ality of spanking, at least initially, was as good as the dream.

I eventually married this man, after dillydallying for six years.
By then, sex between us had lost some of its sheen, and some-
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where along the way I had begun to tire of the spankings; I found
them too hard, and then again not hard enough, to excite me. If, as
I have come to think, mine was an addictive personality, kept in
line by the tight parameters of my upbringing and by some exer-
tion of will, then spankings were my drug of choice: they were
meant to blunt the edges of my existence. But the edges kept
springing back into sight again, resilient as weeds. I had veered in
and out of depression since adolescence, and began to think that
my depression was intimately linked to the whole spanking thing.
(What I actually suspected was that I wanted to be spanked to
death—transported out of my sorrow into a state of numbness, of
permanent unfeeling.) Then, too, I found that domesticity, with its
dirty dishes and regular hours, didn’t mesh particularly well with
the role-playing agenda of erotic discipline, which required the
sort of imaginative space that was compromised by the rut of daily
life. A year after we married, I gave birth to a daughter; I was now
a parent myself, attending to the needs of an imperious infant
while fighting off freshly ignited feelings about the lack of moth-
ering in my own childhood. The fantasy receded, its urgent claim
on my imagination muted by the realization that I had to look to-
ward the future, for my child’s sake if not for my own.

I have no doubt that there are people who are into S&M—or
believe that they are into it, which comes to the same thing—for
the sophisticated experimentation, the “gourmet sex” of it. I sup-
pose, too, that sadomasochism can be dispassionately viewed as
a heightened paradigm for the discrepancies in power and control
which run in a more diffuse fashion through all human relations.
One can class such behavior as pathological or, with greater po-
etic license and less clinical judgment, as part of the infinite hu-
man variety, but I have come to believe that for me it was about
nothing less gripping than stating and restating, in an adult arena,
the emotional conditions of my childhood, where accepting pain
was the price of affection. I believed in a magic trick, an impos-
sible reversal: if you chose of your own free will to let someone
hurt you, then all past hurt would be wondrously undone.
“The desires of the heart,” Auden observed, “are as crooked as
corkscrews.” I don’t expect my own desires to ever straighten out
completely, but I am beginning to see an opening in the maze—
to see that I can rise to the occasion of erotic affection without
first wrapping my arms around a punitive fantasy.

Excerpted from The New Yorker Magazine, February 26 and March 4, 1996
(pp. 98-100, 102-108)
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Advantages/
limitations
of diagnosis

quick escape is possible (APA, 2000). Frotteurists often fantasize about having a mean-
ingful relationship with the victim, and they often engage in other kinds of paraphilic
behaviors (Freund et al., 1997). Frotteurism is often treated lightly by the criminal jus-
tice system, a fact that is deplored by some researchers who see it as having some sim-
ilarities to rape (Laws & O’Donohue, 1997).

Other Paraphilias The DSM-IV-TR also lists a category called paraphilias not other-
wise specified (NOS), which includes relatively rare behaviors that meet the definition
of a paraphilia (APA, 2000) (see Table 10.5). Necrophilia, for example, involves sex-
ual urges and activities with dead bodies. Zoophilia (or bestiality) pertains to sexual in-
terest in animals (see Box 10.1). Coprophilia and urophilia involve sexual arousal to
feces and urine, respectively. Telephone scatologia refers to compulsive sexual interest
in making obscene telephone calls.

Related Disorders The phrase “sexual addiction” has been a focus of a great deal of
recent attention and debate. While not found in the DSM-IV-TR, some experts argue
that sexual addiction is a real and important syndrome of disordered sexuality (Carnes,
1990, 2000). The term sexual addiction overlaps with several other quasi-diagnostic la-
bels such as “non-paraphilic hypersexuality” (Kafka & Hennen, 1999), “sexual de-
pendence,” “compulsive sexual behavior” (for example, compulsive promiscuity or
masturbation), “pornography dependence,” “on-line sexual dependence,” “erotomania,”
or “erotic obsession” (Kaplan, 1996). The common denominator in these problems is
seen as a loss of control over sexual behavior, much as the substance-use disorders are
understood as a loss of control over substance use. Carnes estimates that 3 to 6% of the
U.S. population suffers from some form of sexual addiction (Carnes, 1990, 2000). But
other experts have questioned whether a syndrome of sexual addiction actually exists
or whether the term sexual addiction is appropriate (Bancroft & Vukadinovic, 2004).
While there is little empirical evidence to date on the subject, studies suggest that clients
identified as “sex addicts” are a heterogeneous group, tending to suffer from other sig-
nificant psychopathology, often including paraphilias (Black et al., 1997; Kafka, 1997,
Kafka & Hennen, 1999).

BRIEF SUMMARY

® The paraphilias are more severe disorders than the sexual dysfunctions, involving
aberrant sexual relationships and preferences.

® The most common paraphilias are exhibitionism, voyeurism, fetishism, sexual
sadism, sexual masochism, pedophilia, and frotteurism.

Critical || Some experts classify the paraphilias as addictive behaviors similar to sub-
Thinking | stance misuse. The DSM-IV-TR does not. What do you think about this clas-
Question | sification issue?
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TABLE 10.5 p,raphilia NOS Categories and Their Erotic Focus

PARAPHILIA NOS CATEGORIES EROTIC FOCUS POSSIBLE OVERLAPPING

PARAPHILIA CATEGORIES

Zoophilia (zooerasty, zooerastia, Animals
bestiality, bestiosexuality)

Formicophilia
Klismaphilia
Olfactophilia
Mysophilia

Urophilia (urolagnia, urophagia,
ondinisme, renifleurism, undinism)

Coprophilia
Vampirism

Telephone scatophilia
Narratophilia
Chrematistophilia
Saliromania
Vomerophilia
Necrophilia
Somnophilia
Hypoxyphilia

Urethral manipulation
Morphophilia
Partialism
Stigmatophilia
Abasiophilia
Acrotomophilia
Apotemnophilia
Infantilism
Adolescentilism
Gerontophilia
Andromimetophilia
Gynemimetophilia
Autogynephilia
Gynandromorphophilia
Scoptophilia
Mixoscopia

Triolism

Pictophilia
Autagonistophilia
Hybristophilia

Kleptophilia

Small creatures
Enemas

Odors

Filth

Urine

Feces

Blood

Obscenities over phone

Obscene language with partner

Being charged or forced to pay for sex
Soiling/damaging clothing or body
Vomiting

Corpses

Sleeping partner

Reduced oxygen intake

Insertion of objects

One or more body characteristics of partner
Focus on a body part

Partner tattooed, scarified, or pierced
Lamed or crippled partner
Amputation in partner

Own amputation

Impersonating or being treated as an infant

Impersonating or being treated as an adolescent

Elderly partner

Andromimetic (a woman posing as a man) partner
Gynemimetic (a man posing as a woman) partner

Image of self as woman

Cross-dressed feminized male

Viewing sexual activity

Viewing couple having intercourse
Observing partner having sex
Pornographic pictures, movies, or videos
Being observed/being on stage

Partner must have committed an outrageous act

or crime
Stealing

Zoophilia

Fetishism, sexual masochism,

sexual sadism
Sexual sadism

Exhibitionism

Sexual sadism

Sexual masochism

Fetishism, sexual masochism

Sexual masochism
Sexual masochism
Sexual masochism

Transvestic fetishism

Voyeurism
Voyeurism
Voyeurism
Voyeurism

Adapted from Milner & Dopke, 1997
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Physiological Aspects of Sexual Response

asters and Johnson (1966), two prominent sex

M researchers, delineated a sexual response model
upon which Kaplan (1995) based her slightly dif-

ferent four-stage model. Masters and Johnson’s model high-
lights the physiological changes that characterize the last
three phases (following sexual desire) of sexual behavior in
humans: excitement, orgasm, and resolution. The excitement
phase can last a few minutes to several hours. Physiological
changes include the following: increases in muscle tension,
heart rate, blood pressure, respiration, and blood flow to
the genitals. The skin may develop a flushed appearance.
For females, the excitement phase includes breast engorge-
ment, erect nipples, swelling of the vaginal wall and clitoris,
vaginal lubrication, and elevation of the uterus. For males,
the excitement phase includes the swelling of the penis and

scrotum and secretion of lubrication from the tip of the penis.
The orgasm phase is the climax of the sexual response cycle
and generally lasts only a few seconds. Blood pressure, heart
rate, and respiration are at their highest during this phase. In
women, the muscles of the vagina and uterus rhythmically
contract. In men, muscle contractions at the base of the penis
result in the ejaculation of semen. Muscles in the feet may
spasm and a flushed appearance or rash may develop over the
entire body. During the resolution phase, the body returns to
its normal physiological level of functioning. Genitals and
other swelled body parts return to their previous sizes.
Whereas most men need some recovery time after orgasm to
reach orgasm again (called the refractory period), some
women are able to rapidly return to the orgasm phase of the
cycle with continued stimulation.

Prostate Rectum

gland

Bladder .
Seminal
vesicles

Corpus
cavernosum

Anus

Corpus _
spongiosum Ejaculatory
duct

Urethra

Cowper's
Seminiferous gland

tubules

Glanis penis  Scrotum

Urethra

Clitoris

Fallopian
tube

Rectum

Labia minora

Labia majora

Vagina

The male and female sexual anatomy.

388



Intensity

Excitement

Increases in muscle tension, heart
rate, blood pressure, respiration, and
blood flow to the genitals

Skin becomes flushed

Females: breast engorgement, erect
nipples, swelling of the vaginal wall
and clitoris, vaginal lubrication,
raising of the uterus

Males: swelling of the
scrotum; secretio
the tip of the i

Sexual Response Phases

Orgasm

Climax of the sexual response

Heart rate, blood pressure, respiration are at their

highest during this phase

Muscles in the feet may spasm aRd a flushed

appearance or rash may develop Qver the entire body
Females: muscles gf the vagina and uterus rhythmically
contract

Resolution

Heart rate, blood préssure and respiration return to normal

levels

Genitals and other swell&d body parts return to their

previous sizes

Females: continued stimulatiog may rapidly return some
women to the orgasm phase ofthe cycle

to reach orgasm again

Males: a refractory period is need

Time
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Countertransference The therapist’s feel-
ings about the client.

EXPLAINING AND TREATING SEXUAL DISORDERS:
THE PARAPHILIAS

We have already touched on the issues of explanation and treatment for the sexual dys-
functions. In this section, we go into greater detail about how sexual abnormality is ex-
plained and treated, focusing on the paraphilias. While there are many theories about
what causes paraphilias, and experts generally agree that theory is crucial to the expla-
nation and treatment of these disorders (Drake & Ward, 2003; Ward et al., 2003), no
fully satisfactory theory of paraphilias has yet been developed. Research studies have
found that many individuals with paraphilias experienced childhood sexual traumas,
such as sexual abuse, or other childhood stressors, such as attachment difficulties
(Brockman & Bluglass, 1996; Sawle & Kear-Colwell, 2001). However, the various
theoretical perspectives explain the connection between these childhood experiences
and later paraphilias differently, as we will see. The most influential theoretical per-
spectives for explaining the paraphilias are the psychodynamic, cognitive-behavioral,
and biological approaches.

Treatment of the paraphilias is generally considered very difficult, and most ex-
perts are not very optimistic about its effectiveness (Harvard Mental Health Letter,
2004). Not only do we have an incomplete understanding of these disorders, but in ad-
dition most individuals with paraphilias deny the seriousness of the problem and lack
motivation to change (Charlton & Quatman, 1996). Violent sexual offenders tend to be
especially unresponsive to treatment (Gacano, Meloy, & Bridges, 2000). Even those
with nonviolent paraphilias usually do not seek treatment unless they have been con-
fronted or arrested. As a result, group treatments, many of which use confrontive tech-
niques to address clients’ denial, are often used for paraphilias.

Clients with paraphilias can evoke difficult feelings in their therapists (technically
known as countertransference, the therapist’s feelings about the client), posing an-
other barrier to successful treatment. Therapists have to be able to appropriately man-
age their own possible feelings of disgust, excitement, or moral disapproval that can
easily arise when working with individuals with paraphilias.

The primary treatments for paraphilias are psychological, although biological treat-
ments can play a significant role. Once again, it is important to keep in mind the core con-
cept of the connection between mind and body. A biological treatment can sometimes be
useful even if the cause of a paraphilia is clearly psychological, and vice versa. The goal
of treatment is generally to eliminate or significantly reduce the paraphilic behaviors, even
though paraphilic urges and fantasies may continue (Wood, Grossman, & Fichtner, 2000).
In order for a reduction in these behaviors to occur, it is often necessary to help the client
develop substitute satisfactions through more “normal” sexual outlets (de Silva, 1999) and
to develop a more generally satisfying life (Ward & Stewart, 2003). We now turn to a de-
scription of each explanatory approach, viewing each as a complementary component in
accord with the principle of multiple causality.

Psychodynamic Components

Psychodynamic explanations of paraphilias have significantly changed over time. As
we have noted, Freud’s first explanations of “perversions” emphasized the idea that per-
versions represented the direct expression in adulthood of “fixated” sexual interests
from the developmental phases of childhood (for example, exhibitionism as a holdover
from the phallic phase when children enjoy showing off their bodies) (Freud, 1905).
Later, Freud and other psychodynamic theorists shifted their emphasis to the idea that
“perverse” sexual behavior is a particular kind of defense mechanism in response to an
underlying emotional conflict. For example, Freud argued that every boy (remember
Little Hans?) goes through a phase of castration anxiety during childhood in which he
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fears that his penis (or, symbolically, his emerging sense of masculinity) could be
threatened by the big, powerful adults in his life. A mild version of this anxiety con-
tinues throughout life for most men, but some men remain, consciously or uncon-
sciously, haunted by it, and they need constant reassurance that their genitals and their
masculinity are intact. Freud believed that perverse sexual behaviors were designed, in
a complex way, to provide this reassurance, and therefore could be seen as defense
mechanisms against the fear of castration (or emasculation) (Fenichel, 1945; Freud,
1940a, 1940b). For instance, the exhibitionist reassures himself by revealing that his
penis is still there for all to see; the fetishist symbolically equates his fetish object with
a penis and therefore requires that it be present during sex; the pedophile seeks out
children, which reassures him that he is bigger and more masculine than they are.
Contemporary psychodynamic explanations continue to emphasize the defensive
function of paraphilias, but in a somewhat different way. The most influential con-
temporary psychodynamic theorist in this area, Robert Stoller, modified Freud’s the-
ories based on his study of hundreds of individuals with paraphilias. He argued that
men with paraphilias all seemed to have one thing in common—childhood experiences
in which they felt humiliated to such a degree that it profoundly threatened their sense
of masculinity (Stoller, 1980, 1987). Some of the men Stoller studied experienced sex-
ual abuse; others experienced less dramatic yet nonetheless emotionally traumatic
events. In any case, these individuals developed a common defense mechanism for

protecting themselves from feelings of humiliation and inadequacy: turning passive Turning passive into active (identification
into active (also known as identification with the aggressor). In lay terms, these in- with the aggressor) A defense mechanism
dividuals “do unto others before others can do unto them” and attempt to humiliate involving doing unto others what was done to

others sexually. Thus, for Stoller, paraphilic behaviors are a form of hostility expressed oneself.

sexually—specifically, a need to humiliate someone else in order to get revenge for
past childhood humiliations. In most cases, the individual is not consciously aware of
these motives but can become aware of them in therapy. For example, Charlton and
Quatman (1997) describe a case involving a man whose symptoms met the criteria for
sexual sadism; his greatest sexual excitement came from the idea of spanking a woman
while having sex. The man’s father had punished him in childhood by forcing him to
wait in the bathroom naked while his father retrieved a belt with which to whip him.
In therapy, this man discovered that his paraphilia was related to three remnants of his
childhood experiences: “(1) his own hostility, now sexualized and directed toward do-
ing to a woman what was done to him; (2) his own sense that he was less than ade-
quate as a man; and (3) the rage that lay deep in his heart toward his father for beating
him and toward his mother for allowing it to happen” (quoted in Charlton & Quatman,
1997). Stoller viewed all of the different forms of paraphilias as different “scripts” for
unconsciously enacting an identification with the aggressor (Stoller, 1975, 1987).
The exhibitionist, the voyeur, the pedophile, the frotteurist, the sadist, the masochist
(by believing he or she secretly controls the sadist), and the fetishist (by imagining
that the object has symbolic power) all wish to undo past humiliating experiences by
humiliating someone else in the present.

Psychodynamic Interventions

Psychodynamic interventions for paraphilias focus on addressing the roots of the para-
philia in early sexual traumas; problematic emotions such as humiliation, shame, and
rage; defense mechanisms against these painful feelings; and ineffective emotional
(ego) and moral (superego) self-regulation (Harvard Mental Health Letter, 2004; Laws
& O’Donohue, 1997; Stoller, 1975).

The psychodynamic approach has the advantage of dealing with the problem
in depth, but the typically nondirective nature of psychodynamic interventions can
also be problematic with clients who are unmotivated or behaving in aggressive or
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Phallometric assessment Measurement of
penile responses to various stimuli.

Masturbatory satiation (orgasmic recondi-
tioning) A behavioral treatment for paraphil-
ias in which the client masturbates to
“normal” sexual stimuli to reinforce this
behavior.

self-destructive ways that might require a more structured approach. In order to moti-
vate clients to collaborate in therapy, psychodynamic interventions for paraphilias em-
phasize the importance of establishing a strong therapeutic alliance, the collaborative
bond between client and therapist (Kear-Colwell & Boer, 2000). This can be especially
challenging given the ambivalence many paraphilic clients have about treatment, and
the fact that many legal jurisdictions require that therapists break the normal guarantee
of therapeutic confidentiality and report certain sexual behaviors, such as child abuse,
to government authorities (Charlton & Quatman, 1996).

Cognitive-Behavioral Components

Cognitive-behavioral perspectives on paraphilias focus on two familiar principles: classi-
cal (or Pavlovian) conditioning, and social learning (Brockman & Bluglass, 1996; Laws
& O’Donohue, 1997). In many ways, the cognitive-behavioral explanation of paraphilias
is similar to the cognitive-behavioral explanation of phobias: Both can be conceptualized
as a physical reaction (sexual arousal, or fear) occurring in response to an inappropriate
stimulus (something that would not normally arouse sexual excitement or fear). The the-
ory of classical conditioning can explain these abnormal “pairings” as the product of ac-
cidental, automatic learning. Remember that when a “neutral” stimulus is coincidentally
present and associated with an emotional reflex, the two can become powerfully and last-
ingly connected in the mind. Just as hearing a loud noise (the unconditioned stimulus) in
the presence of a rat (the neutral stimulus) made Little Albert afraid of rats (that is, the rats
became a conditioned stimulus), sexual arousal in the presence of an inanimate object could
theoretically produce a fetish. Behavioral theorists have described numerous cases in which
accidental learning of this kind seemed to lead to the development of various paraphilias
(Laws & Marshall, 1990; Marshall & Eccles, 1993).

Another cognitive-behavioral process relevant to the development of paraphilias in-
volves social learning (Bandura, 1999). Children’s behaviors are shaped not only by clas-
sical and operant conditioning but also through their observations of others. Children who
observe other people behaving in sexually deviant ways (for example, observing a sexu-
ally abusive parental relationship), children who lack the social and cognitive skills for re-
lating in a sexually appropriate manner, and children who are rewarded for inappropriate
sexual behavior (for example, children encouraged to view pornography) all can develop
a tendency toward paraphilic behaviors (Nichols, 1998; Pithers et al., 1998).

Behavioral and Cognitive Interventions

Using the principles of classical and operant conditioning, behavioral interventions
attempt to alter learned, maladaptive patterns of deviant sexual arousal, and to replace
them with new, more appropriate patterns (Brockman & Bluglass, 1998). Paraphilic
arousal tendencies are first assessed using a penile plethysmograph, which measures
penile responses to various paraphilic stimuli (a process known as phallometric
assessment). While the reliability and validity of phallometric assessment are not well
established (APA, 2000; Laws, 2003), some experts find that it can still be a useful tool
in designing behavioral treatments. Once a client’s deviant sexual arousal patterns have
been established, classical and operant-conditioning principles can be employed to
attempt to change them. Behavioral treatment techniques include aversion therapies,
in which electric shocks or noxious odors are paired with deviant sexual thoughts
(Laws & O’Donohue, 1997; Wood et al., 2000). Covert sensitization, another condi-
tioning technique, involves having the client imagine unpleasant consequences, such as
public humiliation, or a prison sentence, in connection with his or her paraphilic urges
(Wood et al., 2000). Two additional conditioning methods are systematic desensitization
and masturbatory satiation (or orgasmic reconditioning). In the former, the client
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learns to relax, rather than respond erotically, to problematic sexual stimuli, just as a
phobic client can learn to relax in the presence of a phobic stimulus through systematic
desensitization (as discussed in Chapter 4) (Wood et al., 2000). The latter technique
relies on the powerful reinforcing properties of a sexual orgasm. Clients are asked to
masturbate to “normal,” rather than paraphilic, fantasies to reinforce “normal” fantasies
with the pleasure of sexual climax (Laws & Marshall, 1991; Laws & O’Donohue, 1997).
All of these techniques rely on a combination of classical and operant conditioning prin-
ciples. Behavioral interventions have been shown to reduce paraphilic behaviors in some
studies (Wood et al., 2000), but their general effectiveness has not been established
(Harvard Mental Health Letter, 2004), and ethical concerns have been raised about the
potential coerciveness of some of these behavioral treatment techniques (Fog, 1992).

Cognitive techniques are often paired with behavioral methods, and the combination
of the two is currently a common approach to treating paraphilias (Laws & O’Donohue,
1997). Cognitive treatments include cognitive restructuring, in which paraphilic fantasies
and related interpersonal schemas are challenged and revised (Mann & Beech, 2003).
In addition, cognitive therapists focus on clients’ cognitive deficits in areas such as em-
pathy (victim empathy training), social skills (social skills training), impulse control, and
healthy coping strategies (Brockman & Bluglass, 1998; Polaschek, 2003).

Biological Components

Most explanations of paraphilias emphasize psychological factors (Laws & O’Dono-
hue, 1997). However, biological factors can contribute to paraphilias, particularly in the
form of injuries or illnesses that have a disinhibiting effect on behavior. For example,
temporal lobe epilepsy, brain tumors or injuries, and degenerative diseases have all been
occasionally implicated in cases of paraphilias (Brockman & Bluglass, 1998). In addi-
tion, Lewis and Stanley (2000) found that, among women accused of sexual offenses,
mental retardation and a history of current physical abuse and childhood physical and
sexual abuse were common.

Biological Interventions

While psychological interventions are currently the primary approach to treating para-

philias, biological treatments also play a role in some cases. In the recent past, surgical

castration was sometimes employed to “treat” sexual criminals and treatment-resistant

paraphiliacs. This practice dramatically decreased sexually deviant behavior (see Table

10.6), but legal and ethical concerns have almost eliminated its use (Rosler & Witztum, Chemical castration A biological interven-
2000). However, medical interventions designed to suppress testosterone levels tion for some paraphilias designed to suppress
(sometimes referred to as chemical castration) are still in use. Indeed, many experts testosterone levels.

TABLE 10.6 Recidivism Rates Following Castration of Sex Offenders

RECIDIVISM RATES FOLLOWING CASTRATION

STUDIES FOLLOW-UP PERIOD (YEARS) N PRE-RATE (%)* POST-RATE (%)*
Langeluddeke (1963) 20 1,036 84 2.3
Cornu (1973) S 127 76.8 4.1
Bremer (1959) 5-10 216 58 2.9
Sturup’ 30 900 2.2

* Pre-rate, the recidivism rate prior to castration; post-rate, the recidivism rate after castration.
' Mostly rapists. From Bradford, 1997. Data from Heim & Hursch (1977); Bradford & Pawlak (1987).
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Gender identity disorder (GID or trans-
sexualism) A DSM-IV-TR disorder involving
intense discomfort with one’s biological sex
and the desire to change sexes.

Gender A person’s psychological sense of
being male or female.

consider anti-androgenic treatments (testosterone is the main androgen, or male
hormone), and other hormonal treatments to be the single most effective intervention
for pedophilia and other paraphilias (Harvard Mental Health Letter, 2004; Rosler &
Witztum, 1998, 2000). Research studies have shown that these interventions do reduce
sexual arousal, paraphilic behaviors, and criminal sexual recidivism as a result of
reducing male hormone levels (Briken et al., 2003; Prentky, 1997). However, ethical
and practical concerns about these treatments are significant, since the drugs can have
serious side effects when taken long-term. In addition, the issue of obtaining valid
consent for these treatments is quite problematic when dealing with criminally liable
or incarcerated individuals (Brockman & Bluglass, 1996; Glaser, 2003). Antidepres-
sant medications (especially SSRIs), which have fewer serious side effects, have
recently been tested as a supplemental treatment for paraphilias, but current evidence
suggests that they are helpful only in some cases (Rosler & Witztum, 2000).

BRIEF SUMMARY

® Psychodynamic explanations of paraphilias originally focused on fixations in sex-
ual development and currently focus on defense mechanisms related to humiliat-
ing sexual traumas from childhood.

e Cognitive-behavioral explanations of paraphilias emphasize classically conditioned
sexual arousal to deviant stimuli, reinforcement of aberrant sexual behavior, and
social learning of abnormal sexuality.

® Biological factors are generally not a central focus in explaining paraphilias, but
some disinhibiting diseases or injuries, and mental retardation, can contribute to
paraphilic behavior.

e Treatment of the paraphilias is difficult, partly because clients often come for treat-
ment because of external (for example, legal) pressures rather than an internal de-
sire to change. Psychodynamic, cognitive-behavioral, and biological interventions
can all be employed as treatment strategies.

GENDER IDENTITY DISORDER

Gender identity disorder (GID) (sometimes referred to in adults as transsexual-
ism) is listed as a sexual disorder in the DSM-IV-TR, although GID does not focus
on sexual symptoms per se. Rather, GID involves a disruption in gender identity,
which is, of course, closely related to sexuality. Gender identity disorder is most
clearly defined in terms of two variables: sex, which refers to a person’s biological
body (either male or female), and gender, which refers to a person’s psychological
sense of being male or female (Zucker & Bradley, 1995). GID consists of three symp-
toms. First, a person’s psychological gender identity is the opposite of his or her bi-
ological sex. Second, the person is extremely uncomfortable with his or her biological
sex (APA, 2000). Third, the person experiences significant distress or impairment in
functioning. Thus, GID involves either men (or boys) who dislike being male and
want to be female, or women (or girls) who dislike being female and wish to be male
(see Table 10.7).

It is important to emphasize that simple gender nonconformity, such as a girl behav-
ing as a “tomboy” or effeminacy in a boy, does not constitute GID. Nor is GID diagnosed
when a person may have cross-gender identifications that are related to some of the in-
tersex physical conditions in which children are born with ambiguous genitalia (APA,
2000). Rather, GID is diagnosed only when a person’s gender and sex are fundamentally
at odds, and the person experiences distress and impairment as a result. In typical cases,
people with GID are tormented by feelings of having been born into the wrong body (such



TABLE 10.7 Djagnostic Criteria for Gender Identity Disorder

® A strong and persistent cross-gender identification.

® A persistent discomfort with one’s sex or sense of inappropriateness in the
gender role of that sex.

e Significant distress or impairment of functioning related to the condition.

Adapted from DSM-IV-TR (APA, 2000)

as “I feel like a woman trapped in a man’s body”). Gender identity disorder is very rare,
but over the past decade it has become much more widely publicized. Not long ago, only
a few celebrated cases of GID were well known, such as the case of Renee Richards, a
biologically male eye doctor and tennis player who wanted to join the women’s profes-
sional tennis tour after undergoing a sex change (Masters, Johnson, & Kolodny, 1986).
More recently, as a result of the efforts of the transgender community to raise awareness
of the condition combined with the propensity of the media to sensationalize cases of
GID, the disorder has been more broadly recognized. While GID may now be more vis-
ible and socially accepted, there is no indication that the disorder is becoming more preva-
lent. GID remains quite unusual, probably affecting less than 1 in 10,000 people, although
no sound data on the prevalence of GID yet exist.

Adults with GID usually try to live as members of the opposite sex. Because they
cross-dress, individuals with GID are often confused with transvestites (see Box 10.3
for an example of this confusion). However, there is an important difference between
the two conditions: transvestites (a form of fetishism) cross-dress because it is sexually
arousing; people with GID cross-dress to feel in harmony with their gender identity.

Many clients with GID seek hormonal, surgical, and other forms of treatment
to transform their bodies to conform to their gender identity. Often they are able to
“pass” effectively as members of the opposite sex and can interact with others who
never suspect the condition. Nonetheless, GID does seem to take a psychological toll.
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Gender nonconformity Gender
nonconformity, such as a “tomboy”-ish girl,
is very common and not the same as a
gender identity disorder.
© Michael Keller/Corbis

Transsexualism

Dr. Richard Raskin is shown in 1974
before his sex-change operation.

By 1977, Dr. Raskin, known postsurgically
as Renee Richards, caused a brief
controversey when she tried to join the
women’s professional tennis tour.

(left) © AP/Wide World Photos

(right) Getty Images News and Sport Services
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Box 10.3 | The Struggles of a Transsexual in an Unusual

Profession

by Tarik El-Bashir

"AUTO RACING: DRIVER WITH SEX CHANGE FINDS HER CAREER STALLED”

Terri O’Connell.

The following article from The New York Times describes some of the special difficulties encountered by the transsexual race car driver

For more than a year, Terri O’Connell has been tireless in her pur-
suit of a sponsor. She spends hours on the phone daily. She spends
even longer preparing and mailing proposals, trying to come up with
the money she needs to resume her career as a race car driver.

O’Connell is hardly alone, for there are scores of other drivers
—some young and looking for a break, some old and aching for a
comeback—out hustling their talents and tales. Every sell is a hard
one. No one’s pitch, though, is more difficult to make than O’Con-
nell’s. The 35-year-old driver, after all, used to be a man.

“It’s tough to find sponsors if you’re normal,” O’Connell said.
It has been near hopeless, she said, given her life story—the saga of
a promising young driver who prospered in the hard-living, macho
world of race car driving, only to abandon the sport in order to end
the torment of an identity crisis that ultimately resulted in a sex
change.

While her story has elicited curiosity among the sponsors
whose finances determine what cars run on the professional circuits,
no one has agreed to back O’Connell with the $250,000 or so she
needs to put together an Indy Racing League team. They all have
declined politely, but repeatedly. No one has said O’Connell’s sex
change was the deciding factor, but she has her suspicions.

“I’m controversial because of a biological problem,” said O’-
Connell, who, after having won dozens of sprint car races as well as
having run in a Winston Cup race as a young driver, has not turned

alap in a race car since her sex change operation in 1992. “It’s been
incredibly difficult because of the stereotypes. People don’t under-
stand my situation. They think that I'm a freak.”

And so, day after day, O’Connell works the phones and knocks
on doors. Last week, one door opened slightly. Volkswagen and
Candies, a women’s shoe company, agreed to let O’Connell drive a
Beetle from coast to coast next month in the Cannonball Run, a race
for charity. It is a start, but it is not mainstream racing.

“It’s going to be tough for her,” said Brittan Schnell, a Winston
Cup team owner who knows O’Connell. “Terri’s got a long road
ahead to earn the respect of people in the sport.”

High-stakes professional car racing can often be a closed, con-
servative world, one dominated by men. Nearly two decades ago,
Janet Guthrie, the first woman to race in the Indianapolis 500, en-
dured years of hardship in the world of stock car and Indy car rac-
ing, forced to drive inferior cars when she could get the financing to
drive at all. Only two women are now competing in North Amer-
ica’s three major racing leagues, the Indy Racing League, Champi-
onship Auto Racing Teams, and Nascar.

Still, many of the principals in the world of racing deny that
there is any bar to women—or women who used to be men. Some
team owners, including Junie Donlavey, for whom O’Connell once
raced years ago, think that her trouble in finding a sponsor comes
more from her long layoff than from her sex change.

It has been eight years since she drove Donlavey’s car in
her only Winston Cup race, in Rockingham, N.C. Then known
as J. T. Hayes, she was the teammate of Ernie Irvan.

“I don’t see sex as a factor,” said Donlavey, who is now the
owner of Dick Trickle’s Winston Cup car. “We had Janet
Guthrie down here years ago, and everybody treated her with
respect. Lyn St. James, who drives in Indy, has really been an
asset to her sport. I think it’s just tough to get a sponsor, period.”

But Shand Tillman, the promoter for the Riverside
Speedway in West Memphis, Ark., believes there is more to it
than that. Tillman said that when O’Connell was regularly
competing at tracks like Riverside, “she was as good a sprint
car driver as they come.” Now, Tillman said, “People are
scared to put their name on a car she is driving because of what
effects it might have on their product.”

Terri O’Connell, formerly J. T. Hayes, at the wheel.
©George Tiedemann

continues
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“I don’t agree with what she has done at all,” Tillman added.
“I don’t know where in the Bible it says it, but if you are made a
man, you should stay a man.”

Growing up in Corinth, Miss., J. T. Hayes appeared to be a pro-
totypical race car driver, a Southern boy with a lead foot. With his
father, he spent weekends competing at Southern tracks like River-
side and Devil’s Bowl in Dallas. He developed into an accomplished
driver, reaching the podium more than 300 times in Go-Kart,
midget, and sprint car races.

But O’Connell felt trapped, her very identity wrong. She
tried hard to pretend otherwise. Fearing rejection from the fa-
ther she loved, O’Connell kept up a very male persona. She
dated girls in high school and even married briefly. It was al-
ways a struggle.

“Being feminine was like eating for me,” O’Connell said.
“Imagine what it’s like for you not to eat, and you’ll understand the

That nightmare reached its unsettling nadir when O’Connell
smashed into a wall during a race at Houston’s Astrodome. Her first
thoughts, she said, were not about her broken bones, but about what
the medics would say when they discovered she was wearing
women’s underwear and pink toenail polish.

Depressed and confused, O’Connell, good enough to have
raced in Nascar’s top circuit, walked away from racing in 1990. Two
years later, she underwent the sex change.

“I had to do it,” O’Connell said. “I was at the point where
I could let racing go. I had to get my life straight.”

But once a woman, the desire to drive endured, and it has
brought her back to the fringes of the sport. Nothing has come easy
since she has been back. But against the resistance, O’Connell, who
has been working as a fashion model, keeps pushing. She lives in
Charlotte, not far from Charlotte Motor Speedway.

“As it turned out,” O’Connell said, “‘motorsports were my bless-

nightmare I was living.” ing and my curse.”

The New York Times, May 17, 1998.

Many individuals with GID are reported to have significant relationship problems
and generally impaired functioning. These difficulties are not surprising, given that
individuals with GID face discrimination and ostracism in addition to struggling
with emotional problems related to their condition (the struggles of one transsexual
are described in Box 10.3).

Adult GID seems to be two to three times more common in biological men than
in women (APA, 2000). This skewed ratio may be due to the fact that in our society
men are more stigmatized for having effeminate traits than women are for having
masculine traits; for example, the label “sissy” is much more negative than
“tomboy.” As a result, males with cross-gender identifications may have a harder
time emotionally than cross-gender identified females. Interestingly, while virtually
all women with GID are sexually attracted to women, sexual orientation varies much
more in GID men. Males who experienced a childhood onset of GID are most likely
to be sexually attracted to men, while those with later onset may be attracted to
women or consider themselves bisexual. Sexual orientation in transsexuals is defined
in terms of the person’s original biological sex, so that a female-to-male transsexual
who is attracted to women is classified as homosexual, even though her sexual
fantasies are most likely heterosexual (herself as a man having sex with a woman).
A small percentage of transsexuals report little sexual interest in either sex.

GID occurs much more often in children than in adults, because most children with
GID “outgrow” the problem by adolescence. For example, 75% of boys diagnosed with
GID as children no longer have the disorder by late adolescence (APA, 2000). However,
most of these boys have developed a homosexual or bisexual orientation by this time. In
general, GID in childhood is strongly associated with later homosexuality, which has led
to some controversy about treating GID in childhood. Critics have called such treatment
“antihomosexual” and unnecessary (Pleak, 1999). Other experts contend that it is legiti-
mate and important to treat childhood GID since the symptoms of the disorder cause con-
siderable suffering (Zucker & Bradley, 1995). (See the sections Explaining Gender Identity
Disorders and Treating Gender Identity Disorders for more details.)

Boys with GID typically show stereotypically feminine interests, avoid “rough and
tumble” play, and express the wish to be a girl. Girls with GID usually resist feminine
activities and clothes, prefer to play with boys, and often insist that they are or will
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%‘“0'8 Gender Identity Interview for Children (Version for Boys)

The following interview format can be helpful in assessing childhood GID.

1. Are you a boy or a girl? BOY GIRL

2. Are you a (opposite of first response)?

3. When you grow up, will you be a Mommy or a Daddy? MOMMY DADDY

4. Could you ever grow up to be a (opposite of first response)? YES NO

5. Are there any good things about being a boy? YES NO IfYES, say: Tell me some of the good things
about being a boy. (Probe for a maximum of three responses.)
If YES or NO, ask: Are there any things that you don’t like about being a boy? YES NO

If child answers YES, say: Tell me some of the things that you don’t like about being a boy. (Probe for a maximum of three

responses.)

6. Do you think it is better to be a boy or a girl? YES NO Why? (Probe for a maximum of three responses.)

7. In your mind, do you ever think that you would like to be a girl? YES NO IfYES, ask: Can you tell me
why? (Probe for a maximum of three responses.)

8. In your mind, do you ever get mixed up and you’re not really sure if you are a boy or a girl?

YES

IfYES, say: Tell me more about that. (Probe until satisfied.)
9. Do you ever feel more like a girl than like a boy? YES NO
IfYES, say: Tell me more about that. (Probe until satisfied.)
10. You know what dreams are, right? Well, when you dream at night, are you ever in the dream?

YES

If YES, ask: In your dreams, are you a boy, a girl, or sometimes a boy and sometimes a girl?

BOY

NOT IN DREAMS

(Probe regarding content of dreams.)

11. Do you ever think that you really are a girl? YES NO
If YES, say: Tell me more about that. (Probe until satisfied.)

From Zucker et al., 1993

become male (for example, “I’m going to grow a penis” or “my testicles are hidden”).
(Table 10.8 presents an interview protocol that can be helpful in assessing childhood
GID; Figure 10.3 shows drawings by children with GID.) Both boys and girls with the
condition may experience serious peer relationship problems, including isolation and
teasing, and are considered at risk for depression and suicide. Adolescence is often par-
ticularly traumatic for these children, as their bodies develop into the adult form of the
sex that feels foreign to them.

In order to provide a descriptive picture of GID in children, we include the fol-

lowing case report of GID in a 6-year-old girl.

CASE ILLUSTRATION
Toni, a 6-year-old girl with an 1Q of 123. . .was referred be-

cause of increasing parental concern over her gender identity development. . . At times
she displayed exaggerated masculine motoric movements and would lower her voice.
She was adamantly opposed to wearing stereotypically feminine clothes and dressed
almost exclusively in pants. Her only concession was wearing a dress to church. She
stated that she dressed “like a gentleman” during the week but for church she dressed
“like a lady.”

Toni was quite outspoken in her desire to be a boy. At school, she began to call
herself a boy, and to spell her name as “Tony,” which greatly alarmed her teacher .
Toni had heard from neighborhood boys about “sex change” and subsequently asked
her parents more about this. Toni’s mother, perhaps because of her “liberal” or “per-



Drawing of a man by an 11-year-old

gender identity disorder during an girl with gender identity disorder who
individual therapy session. At the time, wanted to be a weightlifter so that she
the boy was talking about the could be strong enough to protect her
unpredictability of his mother’s moods. mother from potential rapists.

%

Drawing of a girl (leff) and a boy (right) by
an 8-year-old boy with gender identity
disorder. Note the marked difference in

height. The youngster remarked that the Drawing of a boy by a girl with gender
boy was drawn with a “dress on” because identity disorder. Note the presence of the
he “didn’t know how” to wear pants. third leg.

missive” child-rearing style, explained the mechanics of sex-reassignment surgery to
her; after that, she became, in her parents’ words, “obsessed” with the idea.

Toni was persistent in claiming that she had male genitalia “hidden inside”. . . If
hit in the stomach with a hockey puck, she would clutch herself and exclaim, “Oh, my
balls!” Information from psychological testing indicated that Toni knew that she was
a girl but was struggling with intense desires that this not be so. For example, she
stated that she knew she didn’t really have a penis and testes hidden inside her, but
that she said so “just to be like a boy.” At a later point, she tried to explain her feel-
ings thus: “I am a girl but I’'m not.”

Quoted in Minter, 1999, from Zucker, 1990.
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Figure 10.3 Drawings by children with
gender identity disorder Zucker and
Bradley (1995) compiled these annotated
drawings of children with gender identity
disorder.

From Zucker & S. Bradley, Gender Identity Disorder and
Psychosexual Problems in Children and Adolescents,
Guilford Press, New York, 1995.
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Temperament Inborn behavioral tendencies.

Figure 10.4 Differences in Masculine
versus Feminine Play in Girls with
Congenital Virilizing Adrenal Hyperplasia
(CVAH) versus Controls The graph shows
that the girls with CVAH spent more time in
“masculine” play and less in “feminine” play
with gender-typed toys, compared to
control girls.

Adapted from Zucker & Bradley, 1995, based on
Berenbaum & Hines, 1992, p. 205

Explaining Gender Identity Disorder

The development of gender identity in general, and GID in particular, are complex
processes that are not fully understood. We do know that for most children a relatively
stable and unchangeable gender identity as either male or female is well established by
the age of 3 or 4 (Bradley & Zucker, 1997). While the factors responsible for produc-
ing gender identity are hotly debated, most experts agree that a combination of biolog-
ical, psychological, and social factors are involved. We turn now to a summary of some
of the current explanations of GID. At the end of this summary, we describe an inte-
grated explanatory model, in keeping with the core concept of multiple causality.

Biological Components

There is a small but growing body of literature on the possible role of biological fac-
tors in the development of GID. One area of research involves connections between
temperament—inborn behavioral tendencies—and GID. For example, boys with
GID seem to have generally lower activity levels, and less interest in rough-and-tum-
ble play, than other boys. These temperamental differences probably have some ge-
netic basis (Zucker & Bradley, 1995; Zucker, 2005).

The mechanism of these genetic temperamental differences probably involves
the hormonal system, which influences many sexual and gender-linked behaviors.
For example, chromosomal females with a rare genetic condition known as congenital
virilizing adrenal hyperplasia (CVAH or CAH) receive excess androgen, the male
sex hormone, in utero. As a result, these girls not only develop some masculine phys-
ical characteristics, but they have more masculine personality traits as well (Money,
1994). (Figure 10.4 shows the masculine play preferences of CVAH girls.) Similarly,
chromosomal males with the rare genetic condition called androgen insensitivity syn-
drome are unable to process androgen in utero. They are born looking female, raised
as girls, and generally found to be psychologically hyperfeminine in later life
(Money, 1994). While these conditions are not the same as GID, they do demonstrate
the influence of hormones on gender identity as well as on sexual anatomy. Accord-
ingly, some experts suspect that prenatal, postnatal, or even postpubertal hormonal
abnormalities could contribute to the gender anomalies seen in GID, although no con-
sistent evidence for this has yet been reported. There is, however, some preliminary
evidence of differences in brain structure in transsexual men as compared to control
subjects. Zhou and colleagues (1997) found that an area of the hypothalamus in six
transsexual males was half the normal size of that in nontranssexual men, making it
close to its typical size in women.

Psychodynamic Components

Psychodynamic theories of GID have emphasized the role of disturbed mother-son rela-
tionships in the development of GID in boys. However, there has been some disagreement

T Masculine play Feminine play
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among psychodynamic theorists as to the nature of the mother-son problem (Zucker &
Bradley, 1995). Stoller (1979) and Greenson (1968) believed that an overly close and grat-
ifying mother-son relationship (what they described as a “blissful symbiosis”), combined
with a too-distant father, were the key factors in producing a female identification in a boy.
However, Coates and her colleagues (Coates, 1992; Coates, Freidman, & Wolfe, 1991;
Coates & Wolf, 1995) found in their empirical studies of GID that the GID boy’s feminine
behaviors and interests were often an attempt to connect with a depressed, withdrawn
mother rather than a symbiosis with an overly gratifying mother.

Behavioral Components

From a behavioral standpoint, gender behavior, like all behavior, is shaped by the en-
vironment. Accordingly, behavioral theorists see the primary cause of GID as a set of
reinforcements in the child’s environment, which lead the child to learn that cross-
gender behavior will be rewarded and gender-consistent behavior will be punished
(Rekers & Varni, 1977). Cross-gender behavior and identity, in other words, could be
formed through operant conditioning. This perspective overlaps with some psychody-
namic theories about the influence of parents’ conscious and unconscious wishes in
shaping their child’s gender identity and behavior. Evidence for these hypotheses is
mixed. Parental preference for an opposite-sex child does not seem to be associated
with GID, but some evidence suggests that social reinforcement of cross-gender be-
havior can contribute to the disorder (Zucker & Bradley, 1995; Zucker, 2005).

Sociocultural and Family Systems Components

In addition to the evidence that social reinforcement of cross-gender behavior outside
the family can contribute to GID, several family variables have been associated with
the disorder. Demographically, GID boys tend to have a large number of brothers and
to be among the younger siblings in their families (Bradley & Zucker, 1997). In addi-
tion, the families of children with GID tend to have significant family-wide psy-
chopathology, a great deal of family stress and frustration, and difficulty with effective
limit setting (Zucker & Bradley, 1995; Zucker, 2005).

The Principle of Multiple Causality in Gender Identity Disorder

Coates and her colleagues offer an integrated biopsychodevelopmental explanation of
the multiple factors that contribute to GID—an approach that reflects the core concept
of multiple causality (Coates, 2007, 1992; Coates et al., 1991; Coates & Wolfe, 1995).
For GID in boys, such factors include a relatively passive temperament; high levels of
anxiety and insecurity among immediate family members; the boy’s acute sensitivity
to parents’ emotions; mothers who are uncomfortable with male aggressiveness; fathers
who feel inadequate and defer to their wives; a depressive withdrawal of the mother
leading to separation anxiety for the boy; parental emotional problems leading to inse-
cure attachments with their children; inadequate family limit setting; and parental tol-
erance or reinforcement of cross-gender behavior when it begins to emerge during the
critical early childhood period of gender identity development. In this context, the GID
boy may begin to identify as female, either because he wants to regain his connection
with his mother by becoming like her (Coates et al., 1991; Hansell, 1998) or because it
feels emotionally safer to be female than male. For girls with GID, different family fac-
tors are involved. In these families, fathers are often abusive and appear to devalue fem-
ininity. Mothers tend to feel inadequate and to adopt a victim role within the family.
This combination of factors may lead a girl to feel that it is far preferable to be male
than female.

WO

d A

Muiltiple
causality

Gender Identity Disorder I 401




402 I CHAPTER TEN m Sex, Gender, and the Sexual Disorders

Sex change (sex reassignment) A treatment
for gender identity disorder in which the
client’s body is altered through various means
to conform with his or her gender identity.

Treating Gender Identity Disorder

The treatment of GID has been an area of great controversy. Part of the controversy
has to do with the fact that the basic treatment approach for GID fundamentally dif-
fers depending on whether the client is a child or an adult, mainly because gender
identity appears to be somewhat changeable during childhood but virtually un-
changeable in adults. Accordingly, treatment for children involves trying to read-
just their gender identity to fit their biological sex, while treatment of adults
involves sex change, or sex reassignment, to make biological sex conform to gen-
der identity. However, both approaches have been challenged in terms of effec-
tiveness and ethics (Minter, 1999; Zucker & Bradley, 1995; Zucker, 2005). We now
turn to a description of some of the treatments for GID, including some discussion
of the efficacy and ethical issues.

Treatment of Childhood Gender Identity Disorder

Because gender identity is still somewhat fluid during childhood, most experts on
GID believe that children with the disorder can and should be helped to become
more comfortable with their biological sex through psychotherapy. A number of
treatment approaches have been developed; all have had mixed results (Zucker &
Bradley, 1995). Beginning in the 1970s, George Rekers and his colleagues reported
success in extinguishing feminine behaviors and developing masculine behaviors
in GID boys using rewards and punishments in a behavioral conditioning paradigm
(Rekers et al., 1977; Rekers & Lovaas, 1974). However, the long-term success and
generalizability of these results have since been questioned. In addition, some crit-
ics have argued that these behavioral treatment methods are coercive and cruel
(Minter, 1999; Pleak, 1999).

Psychodynamic interventions for children with GID were pioneered by Robert
Stoller. With colleagues (Green, Newman, & Stoller, 1972), he developed an inte-
grated therapy for GID in boys based on four principles: (1) developing a trusting
relationship with the child; (2) increasing the parents’ concern about cross-gender
behavior; (3) increasing the father’s involvement with his son; and (4) improving
the marital relationship.

While reliable statistics on treatment efficacy with GID are lacking, there is rea-
son to be optimistic that most children can be helped. Most therapists believe that it
is optimal for the therapist to be of the same sex as the child in order to provide a
role model, but there is no systematic evidence that opposite gender therapists are
less effective (Zucker & Bradley, 1995). Finally, some clinicians have experimented
with group therapy for GID children and provided anecdotal reports of success,
but there are as yet no quantitative data on this form of therapy with GID. As men-
tioned earlier, some critics believe that treatment of children with GID is unethical.
They argue that since most GID children grow up to be homosexual, but not trans-
sexual, treatment of childhood GID has simply become a new locus for the old psy-
chiatric tendency to pathologize and “treat” homosexuality (Minter, 1999; Pleak,
1999). The counterargument is that children with GID experience distress and im-
pairment in the form of depression, isolation, stigmatization, and a range of other
problems. Furthermore, many experts believe that GID is usually part of a broader
set of psychological problems requiring treatment (Coates, 2007; 1992; Coates &
Wolfe, 1995), although evidence for this is mixed. In any case, the current main-
stream opinion seems to be that the respectful treatment of childhood GID is
appropriate and helpful in most cases (Zucker & Bradley, 1995; Zucker, 2005).



Treatment of Adult Gender Identity Disorder

As clinicians began to realize the futility of attempting to change the gender identity of
adult transsexuals through psychotherapy, sex change or sex reassignment developed
as an alternative treatment approach. Essentially, the goal of sex reassignment is to fa-
cilitate the client’s wish to live as a member of the opposite sex, thereby eliminating
the symptoms of GID. The complete sex-change process is long, complex, expensive,
and stressful, and not possible or appropriate for all transsexuals. It usually begins with
a trial period during which the client undergoes a psychological evaluation while ex-
perimenting with living as a member of the opposite sex. During this period, the indi-
vidual may begin hormone treatments, which shift secondary sex characteristics toward
those of the opposite sex. Concurrently, clients can receive physical therapy, voice train-
ing, psychotherapy, and other adjunctive services to assist them in their complex tran-
sition (Cohen-Kettenis & Gooren, 1999). If the client still wishes to proceed to the final
and irreversible stage of sex-change surgery, and if he or she has “passed” the psycho-
logical and physical screening criteria, specialized medical centers offer sex-change
procedures (for discussion of the issue of medical insurance coverage for sex-change
surgery, see Box 10.4).

SAN FRANCISCO SAYS YES
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Box 10.4 | Insurance Coverage for Sex-Change Surgery?

under its health insurance policies.

This report from The New York Times describes the decision by the city of San Francisco to include coverage for sex-change treatment

The city of San Francisco is planning to extend its health insur-
ance to cover sex-change operations for municipal employees.
The Board of Supervisors and Mayor Willie Brown are expected
to sign the measure within the next couple of weeks. It will ex-
tend up to $50,000 in benefits to city workers who want to switch
their gender.

San Francisco may become the only governmental body in
the nation to make sex-change benefits available. The state of
Minnesota offered such benefits, but the program was phased out
in 1998. The issue was discussed in Oregon, but a commission de-
cided against it in 1999.

“I’'m very pleased that we’re doing it,” Tom Ammiano, pres-
ident of the Board of Supervisors, said today. “We have a notice-
able transgender population in San Francisco, and many are city
employees.”

The benefits would be available starting July 1.

The benefit would cover male-to-female surgery, which costs
about $37,000, as well as female-to-male surgery, which runs
about $77,000. It also would cover hormone therapy and other
procedures.

Cecilia Chung, a city employee who has had medical prob-
lems since sex-change surgery in Thailand two years ago, said she
wanted to be first in line to take advantage of the new insurance.
“I’ve been trying to get the problem corrected, but it’s not covered
by my regular health insurance,” said Ms. Chung, 35, who works
for the Department of Public Health.

Transgender advocates said the measure’s symbolism was
more valuable than the benefits.