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FOREWORD 
 

 

 

The International Journal of Advanced Studies in Sexology (IJASS) stands out for its selection of 

studies that circumscribe the complex sphere of sexual dysfunction. 

At the conceptual and methodological level, a series of aspects related to the main sexual 

dysfunctions are approached (fetishism, paedophilia, voyeurism, sadism, scopophilia and zoophilia), 

the influence that Sex Therapy has in the treatment of non-paraphilic disorders, but also psychological 

aspects that characterizes sexual dysfunctions. 

IJASS includes rigorously scientifically documented studies that meet the criterion of ecological 

validity. 
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Abstract 

 

Through this paper, we aimed to better understand the psychological factors that influence the 

development and evolution of sexuality. This work that can be beneficial in the evaluation stage of 

clients who come to the office with sexual dysfunctions of a psychogenic nature and in that of 

conceptualization of the case as well as in following essential steps in establishing the therapeutic 

objectives and strategy and, of course, in the evolution of the case. 

At the same time, we wanted to draw attention to the multitude, variety, complexity and 

interactions between personal, social, biological, relationship factors, etc. which influences and 

enhances the appearance, maintenance and, why not, amelioration of sexual dysfunctions, each of 

which can be a significant node in the therapeutic approach to sexual dysfunctions. 

We also aimed to review, from a cognitive perspective, the psychogenesis factors of sexual 

dysfunction, cognitive structures, the transformation of an irrational/dysfunctional thinking style into 

a rational, adaptive, healthy one, (but not the only one) among the aspects that contribute to the 

success of any therapy. 
 

Keywords: sexuality, cognitive schemas, irrational cognitions, cognitive therapy, etiological factors, automatic thoughts 

 

INTRODUCTION 

 

Psychological development begins before birth and continues throughout our lives, through the 

interaction of biological, psychological, social factors that act on the person and have a modelling, 

regulatory, adaptive role. 

Sexuality also develops throughout life, in the form of pleasure, sexual abilities, interpersonal sex-

role abilities, as well as in the form of sexual orientation, sexual identity and the assumption or not 

of the role. Under the pressure of education and society, as well as one’s own experiences or one’s 

own judgments, assessments and inferences, the axiological framework that will circumscribe sexual 

conduct develops, from sexual responses, genetically and physiologically mediated, to the motivation 

of sexual behaviour and preferences. 

Sexual difficulties/disorders (of the individual and/or the couple) occur at the intersection between 

psychological factors and one or more of the biological, social, environmental, educational factors. 

The general vulnerability of the person to sexual problems can be interpreted in terms of risk 

factors versus individual protection factors, in the context of the person’s general ability to effectively 

face and manage significant adversity and to keep the experience to use and future events (personal 

resilience). A person is all the more vulnerable to developing a number of sexual difficulties (and not 

only), the higher the number of risk factors, the longer the period of exposure to them, and the lower 
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the degree of personal resilience. There is also the situation in which a person with effective resilience 

mechanisms can develop health problems, for a longer or shorter period of time, even in the conditions 

of a single event, if it is of very high intensity and the stressors are much stronger than individual 

protection factors. 

 

THEORETICAL APPROACHES 

 

1. Considerations on the Development of Human Sexuality 

The process of organizing sexuality is not well understood or easy to explain, and the information 

is most often explanatory, ascertaining, and not proactive; as a result, in conditions of similar bio-

physiological organizations, sexuality (from the first signs of arousal and sexual desire, to the actual 

sexual behaviours and the degree of satisfaction felt) develops differently, has different ways of 

expression, deeply individual, precisely because of the multitude of variables, influences and 

interferences. 

Studies show that there are forms of pleasure from the intrauterine period, a few months before 

birth, which is easier to observe in male foetuses, by the appearance of erections, both spontaneously 

and when sucking fingers or swallowing various injected substances in amniotic fluid. In girls, 

experiments were performed after birth, finding that lubrication of the vagina and swelling of the 

clitoris occur, even at the age of one day. 

Child sexuality, in the sense of pleasure in the senses, not sexuality strictly related to the sexual 

organs, is quasi-present. Babies raise and touch their feet, toes, clap, shout loudly in different ways 

and wait for the reactions of those around them; they like to be held in their arms, massaged, caressed, 

tickled. They explore their body, including touching their genitals. Over time, boys earlier, in the first 

6-7 months, and girls at about 10 months, begin to touch their genitals in particular. It is very likely 

that when the touches move to the stage of sensuality, babies begin to associate the touches with 

emotions and ideas of pleasure (they will resort throughout life to touch, from time to time, the 

genitals, just to rediscover the pleasure and/or the peace they discovered in the first year of life). Up 

to the age of 3, children will masturbate from time to time, especially if they have not received 

reactions of disapproval from adults. They can use their fingers, palms or rhythmically rub against 

various objects. 

Around the age of three, children tend to hide or stop the actions of self-achievement, self-

stimulation, most likely due to the reactions of adults, who are more likely to occur during this period. 

Early childhood is a stage in which sexual differentiation continues and behaviours related to 

obtaining pleasure are diversified. Physical contact with others, especially caregivers, self-

exploration, peer observation, game orientation during individual exploration or after adult guidance, 

will all influence in one way or another, the child’s sexual development, choices and role-sex 

behaviours, expectations and beliefs about sex. Moreover, the reactions of others to the child’s 

reflexes and sexual behaviours, as well as to the behaviours and interests of exploration, in general, 

the information that adults provide children about sexuality, interpersonal relationships, conduct 

towards the opposite sex and, especially, the model he offers in the interaction with his partner are 

opportunities for early sex education, especially since early childhood is the stage when boys imitate 

their fathers and have a romantic attachment to mothers. 

A balanced behaviour of caregivers, with natural reactions, adapted and appropriate to the child’s 

age, with explanations provided appropriately, depending on the age, the child’s ability to understand 

and, especially, how much and what he wants to know, increases the chance for a balanced 

development of the personality as a whole, with the understanding and acceptance of one’s sexuality. 

In preschool, boys and girls play together, there is not necessarily a differentiated preference for 

boys’ games and girls’ games, even in the presence of a clear sexual identity. Girls play with cars, 

with guns, just as boys can imitate household activities-washing and ironing clothes, cooking, 

knitting, in general what they see in caregivers. However, there is an apprehension of boys for a more 

dynamic style, even with notes of aggression and risk-taking, while girls prefer games and static 

interactions, which cause an exchange of emotions and empathic expression. As sexual behaviours, 

self-exploration, touching, interest in sexual games are maintained, but new behaviours also appear: 
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sexual games with other children, voyeurism, interest in nudity, exhibitionism, as a sexual language 

appears. 

Again, inability, inhibitory interventions in adults can interfere with the natural development 

specific to this stage. Manifestly expressed concerns of the father when the 4-5-year-old boy wants a 

“girl’s” toy raises in the child’s mind a series of questions and ambiguities: “There is something 

wrong with me, with my masculinity or the father’s”; if comments like “No, what, are you a girl?” 

one’s own sense of masculinity is questioned. 

In essence, we are not 100% male or female, and the “percentage” of the opposite sex in each of 

us is more beneficial than suggesting potential problems: a little feminine in a boy can mean an easier 

understanding of the opposite sex, greater capacity for empathic communication with the opposite 

sex, etc. which leads to better communication, less conflict and, for a couple, a better quality of life. 

Also, the feminine peak in a boy is more related to the paternal instinct than to homosexuality. 

Much more harmful for the formation of sexual identity can be moments of confusion generated 

by violent reactions to choices, preferences at one time or another or, later, the inability of the parent 

to explain, to accompany the pubescent and adolescent in the process of change, to agree with the 

child’s choices and preferences. I think it would be much more disastrous for a parent for his child to 

be unhappy all his life (with himself, with others, with life in general) than to have a child whose 

sexual life does not correspond to the generally accepted “norms”, but through which he does not 

harm himself or others, for which he has a partner with whom he can evolve and live in harmony, in 

a couple and in society. 

The age of 7-8 is also the period in which children begin to seek and assert their independence, 

and interest in sex and sexuality remains in the background (continues to masturbate occasionally, 

but only to reduce anxiety, after as interest in the genitals seems to be compared to others rather than 

for pleasure). 

Legendary heroes, fictional characters, with special powers and qualities, but also with the 

unwritten laws of interaction and reporting to the social environment, are more and more present in 

the child’s life. 

In the interaction with adults, from the romantic love he had for the parent of the opposite sex, the 

child behaves coldly and no longer accepts manifestations of this love with other children. From a 

sexual point of view, they construct their sexual identity mainly by identifying with the parent of the 

same sex, but also by testing behaviours observed in others or in fictional characters; boys continue 

to detach themselves more and more from their mother’s influence; insufficient or absent detachment, 

the mother’s perseverance in carrying out translated behaviours, most often, through hyper protection, 

often interferes negatively with the process of sexual maturation. At the same time, the idea of the 

implications of the absence (non-existence or blurred play of the sex role) of the same-sex parent in 

the child’s life, on sexuality and the development of role-sex behaviour can be speculated, as well as, 

in general, in the process of emotional maturation and gaining autonomy. The processes of 

identification and counter-identification with attachment/caregivers, social regulation both within the 

family of origin and in the interpersonal environment, through the feedback provided by congeners, 

are significant factors in human sexual development, in the foreshadowing of sexual preferences, 

shaping sexual motivation, eve n understanding and accepting sexuality. 

At puberty, under the pressure generated by hormones, boys begin to perceive girls’ interest in 

them and, although shy, they also begin to show interest in girls (they are more attentive to dress, to 

cleanliness). It seems that, in a first phase, the pubescents return to the feelings of love towards the 

parent of the opposite sex, this time with sexual notes, not only with the romance specific to 

childhood. 

However, moral courts intervene (the child is in the conventional stage of moral development, in 

which social conventions on good and evil are accepted) and, to avoid feelings of shame, 

embarrassment, guilt, the preadolescent prefers to hide his increasingly loaded desires, sexuality, in 

even aggressive behaviours, of opposition and revolt towards the parent of the opposite sex, with 

quarrels, disregard, blame, etc. The beginning of sexual interests for VIPs, actors, some teachers, etc., 

it could be the result of shifting sexual attention from the parent of the opposite sex. Slowly, shyly, 

in a longer or shorter period, they begin to express their feelings towards colleagues, at first in a 
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romantic manner, then in an increasingly impetuous sexual manner. The interest in sex is more and 

more intense, and teenagers are starting to have more or less skilful courtship behaviours. 

Conformism towards one’s own gender or, on the contrary, ambivalence or non-conformism can 

be a first indicator for homo or heterosexual orientation, but neither sufficient nor necessary. The 

content of sexual fantasies that appear in preadolescence, the convergence between one’s own sex 

and behavioural drivers could have a greater consistency in anticipating sexual orientation and 

preferences. 

Preadolescence and adolescence are extremely sensitive and important periods in sexual 

development, the person now combines the concern for the transformations that his own body goes 

through, with the concern for the opposite sex or, in general, for sex. The feeling of being 

psychologically compatible with one’s own, the expectations of others and the pressure to conform 

to sex stereotypes, the feeling of superiority over the opposite sex are all factors that interfere with 

the evolution and assumption of sexuality. 

There is interest in belonging to a social group, its acceptance or rejection can influence, in the 

context of emotional vulnerabilities, the evolution of the person’s personality, in terms of self-esteem, 

image and self-confidence, otherwise extremely unstable at this age, with major reverberations in the 

natural development of sexuality. The group provides the framework for each to explore compatibility 

with their own gender, as well as the feeling of superiority of their own gender over the other. 

Often, the group is the one that opens the perspective of sexual interactions, in the sense of 

facilitating the interpersonal behaviours of seduction, courtship, in general of expressing sexuality. 

Group processes (establishing hierarchies, dynamics of preferences and rejections, regulatory 

feedback, information flow, etc.) leave their mark, directly or indirectly, on the person’s evolution, 

opening or closing doors to understanding, assuming, developing sexuality. 

Also, in adolescence, boys and girls are very receptive to cultural messages about “what a 

man/woman should look like” and experience all sorts of behaviours associated with the socially 

promoted image (boys begin to be concerned with appearance, she had a perfect body, and girls 

adopted, for example, outfits that highlighted their sexuality, often out of the ordinary and even less 

to the liking of their parents). 

The first sexual experience is often considered to have an impact on sexual adaptation and 

subsequent sexual development. However, studies have failed to demonstrate the universality of this, 

the significance given to the first sexual experience being, rather, the specificity of the person’s 

cognitive-emotional structure, the person’s beliefs, attitudes and values, the attitude of those around 

him, the reaction of the reference group, as well as the possible consequences or consequences. 

The challenges of the young adult pass in the sphere of consolidating the financial independence, 

of assuming the responsibilities of couple and family, of the social and professional evolution, all 

these being circumscribed to the socially accepted and promoted patterns. 

Intrapsychic conflicts of a sexual nature, with or without impact, of longer or shorter duration, 

situational or generalized, can occur at any time, at the interaction between the bio-psycho-social 

reality of each of us, as it is structured in terms of beliefs, desires, personal needs, individual mental 

maps through which we filter the immediate experience, etc. and sex-role expectations, the patterns 

that society imposes in more or less subtle ways. 

Social scripts carry “norms” of conduct, including sexual. They prescribe what, how, when you 

have to feel, think, carry out a certain behaviour, in order to be in the norm that prescribes a certain 

situation (what “should” you wear to the wedding, how “should” be the mother-in-law relationship 

etc.). 

If the person’s biological and personality do not contradict these scenarios, things can go smoothly, 

and subsequent sexual evolution is self-sustaining, especially as social scenarios contribute, through 

decreasing insecurity, to decreased anxiety and, consequently, gaining a sense of confidence and self-

confidence, with increasing satisfaction. 

However, if there is a conflict between what is required and what the person wants/can/consider, 

the evolution in terms of sexuality can register slowdowns, derailments and even blockages. 



International Journal of Advanced Studies in Sexology 

©Filodiritto Editore  10 

If the person is sexually assumed, has a set of healthy cognitive beliefs about himself, etc., he can 

“resist” even in the conditions in which he intends to live his life differently from how prescribed by 

social patterns, selectively, with a sporadic or total spacing. 

However, if his needs and desires are grafted on a series of cognitive and emotional vulnerabilities, 

the impact of the deviation from the rule can result in as varied effects as possible, from simple 

recurrent depressive states, to the development of clinical symptoms and/or structuring a personality 

disorder or even mental illness. 

Consequently, although there are numerous thorough studies, according to all scientific rules, the 

process of sexuality development is a great unknown. 

 

2. Risk Factors in the Occurrence and Maintenance of Sexual Dysfunction 

Sexual dysfunctions are generated and maintained by a multitude of factors, with various origins 

and strictly customized manifestations. 

In general, the specialized literature classifies etiological factors according to two criteria: 

• by their nature, they are exogenous factors (physical, chemical, biological and psycho-social 

agents) and endogenous factors (genetic factors, responsible for causing genetic abnormalities); 

• according to the function they fulfil in the genesis/appearance of the disease, there are triggering 

factors, predisposing factors, precipitating factors, maintenance factors and contextual factors, 

specifying that their division has, rather, a didactic role. 

Predisposing factors refer both to early life experiences as well to aspects related to the physical 

constitution of the person. These factors are often insufficient to generate sexual dysfunction, but they 

subsist and contribute to the general vulnerability of the person: 

• constitutional predisposing factors – inherited anatomical and/or physiological features, 

hormonal disorders, delayed puberty, temperamental characteristics, degree of physical 

endurance, personality traits; 

• predisposing factors related to development (developmental factors) – type of primary 

attachment, parental style/pattern, exposure to violence (psychological, sexual, physical), 

traumatic events, early sexual experiences, sexual abuse, messages, expectations, religious 

constraints – (including poor sex education, inadequate information about sex and sexuality). 

We can add to the list of predisposing factors the central and intermediate cognitive structures, 

coded in the form of maladaptive cognitive schemas, and the evaluative cognitive structures-general 

and intermediate irrational cognitions, which we will treat separately in the next chapter (David D., 

2015). 

The precipitating factors reside in any life experience, to which the person attributes, consciously 

or not, an intensely negative meaning. They are what we call intensely stressors, and the reaction 

(sexual dysfunction) is the body’s response to stress. The main characteristic of precipitating factors 

is that they have a strictly personal character, being difficult, if not impossible to anticipate what are 

the factors/moment/conditions/circumstances that guarantee the appearance/absence of sexual 

dysfunctions, namely from the concrete existence or psyche of the person whether or not it is a trigger 

for sexual problems. Moreover, what for one person is a trigger for sexual dysfunction, for another 

person can be a motivating/determining and triggering factor of feelings, behaviours and attitudes 

generating sexual satisfaction and fulfilment, due to its extremely particular character which filters 

and transforms the trigger event. 

In essence, we can consider that the pathological condition can occur in the context in which the 

person’s goals, desires, expectations, hopes, expectancies contradict (cognitive discrepancy) with 

various events that the person goes through, considered activating events, and “the greater the 

cognitive discrepancy is, the more severe the psychological problems are” (David D., 2012). 

The ascertaining studies managed to group some factors under the title of precipitating factors of 

sexual dysfunctions, in the sense that they have a higher probability of producing sexual dysfunctions, 

but not obligatory; they can also cause sexual dysfunction of different durations or even permanent: 

- events generally considered to be extremely stressful: loss of any kind (death, 

divorce/separation, loss of job, even change of place of residence), infidelity of the partner, 

birth, menopause/andropause; 
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- infertility, postpartum experiences; 

- humiliating sexual experiences, even a first unsuccessful or humiliating sexual experience; 

- emotional disorders, depression, anxiety; 

- intramarital conflicts; 

- substance abuse. 

The maintenance factors are those that turn a negative sexual event, singular or episodic, into a 

lasting sexual dysfunction, with great chances of chronicity. We consider that the impact of 

maintenance factors is the most difficult to manage in therapy, especially since other people, 

relationships, environments in which the client lives are involved. For example, any problem of the 

client’s partner can become a factor in maintaining sexual dysfunction and, moreover, the difficulties 

of each can become a trigger for the other. 

• anxiety, depression, self-confidence/image/self-esteem; loss of self-confidence from a sexual 

point of view, performance anxiety; 

• aspects related to the partner: a sexual dysfunction of the partner, affective-emotional 

peculiarities, disorders on axes 1 and 2; 

• intrapsychic conflicts; 

• prolonged interpersonal conflicts, within the family or at work; 

• sustained stress, personal, occupational, emotional; 

• acute or chronic health problems; 

• problems associated with aging etc. 

Contextual or favouring factors are those stressors that interfere with the individual’s or the 

couple’s life, which act temporarily, but through the “echo” or psychological reactions, relationships, 

etc. may become chronic, with longer-lasting impairment of sexual function: 

• financial difficulties, unemployment; 

• fatigue (raising a child, busy periods at work, caring for a sick person, etc.); 

• lack of a space to ensure privacy; 

• different schedules of the two partners; 

• failure to get pregnant or any other health problem of one of the two partners etc. 

A special set of factors with a significant role in the occurrence and maintenance of sexual 

dysfunctions we consider to be local cognitive structures, in the form of irrational automatic thoughts, 

which we will discuss further (David D., 2015). 

 

3. Cognitive Structures and their Role in the Occurrence and Maintaining of Sexual 

Dysfunctions 

The central cognitive structures (cognitive schemas) are factors of general vulnerability. Cognitive 

schemas are emotional patterns, referring to oneself, others and/or life, in general, in which emotions, 

physical sensations, cognitions, memories are encrypted; they appear and develop in childhood and/or 

adolescence, feed throughout life and are dysfunctional, to varying degrees. They remain as matrices 

with which we signify current experiences or as “abstract cognitive maps that guide us in interpreting 

information and solving problems” (Young &, 2015). Unfortunately, maladaptive schemes mediate 

inefficient, wrong solutions and generate self-sabotaging behaviours through the coping mechanisms 

it uses. 

Some authors consider that there are two central cognitive schemes (Beck A.T., 1995, 2012 – the 

selfless/helpless scheme, in which the central belief is that he/she is a bad, worthless and helpless 

person, and the self-exclusion/non-acceptance scheme-unlovable, in which the person thinks he/she 

is not accepted and not appreciated by others). Other authors consider that there are 18 such cognitive 

patterns, grouped in four domains/categories representative of unmet emotional needs (Young &, 

2015), as follows: 

Area I – Separation and Rejection includes Abandonment/Instability, Distrust/Abuse, Emotional 

Deprivation, and Deficiency/Shame People with cognitive patterns in this field have great difficulty 

in developing secure and satisfying attachments to other people because of the belief that their needs 

for stability, care, security, love, and belonging will never be met. In most cases, the family of origin 
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was cold, critical, abusive, unstable, socially isolated, creating the context of a traumatic childhood 

for the client. In adulthood, the client will either try in vain to build a surrogate family environment 

and throw himself into various and destructive relationships, or isolate himself from the rest of the 

world to avoid the emotional pain of childhood. 

They will live with the conviction that they cannot establish, obtain and maintain a satisfactory 

emotional connection with anyone, and they will not receive affection, attention, understanding, 

support, etc., no matter how hard they try (emotional deprivation). 

They will live with the quasi-permanent fear that they will be abandoned by the significant people 

in their lives for someone better, that they are an unsatisfactory and unpredictable presence for the 

other (Abandonment/Instability scheme). Some people believe that if given the opportunity, others 

will abuse, hurt, use, lie, humiliate, or deceive them (Disbelief/Abuse scheme). Some people live with 

the belief that they are worthless, inferior to many, defective; they feel ashamed and embarrassed 

about what they consider to be unacceptable to them (Deficiency/Shame scheme). 

Other people feel different from others and thus inadequate; as a result, they do not feel that they 

are adapted to any social group, nor do they manage to integrate. 

From the perspective of psycho-sexology, people who have such active schemes can develop 

various disorders, from low sexual desire, vaginismus, erectile dysfunction (against the background 

of avoiding intimate relationships), to sexual preferences in the BDSM register, in which they look 

for abusive partners, situations in which he feels humiliated or degraded etc. 

Area 2 – Autonomy and poor performance includes Dependency/Incompetence, Vulnerability to 

injury and illness, Interdependence/Childhood, Failure schemes People who have one or another of 

the schemes specific to the field grew up in a hyper protective environment, in which they were not 

allowed to try, explore, differentiate and create their own identity; the parents did everything in their 

place, transmitting – without intending to do so – the idea of incapacity, undermining their self-

confidence in their ability to do. There are great chances to develop schemes in this field and children 

who have not been cared for at all. People who have developed schemes in this field feel unable to 

do something without help from others, experience a general feeling of helplessness and, 

consequently, are passive, do not engage in activities, do not take the slightest risk. They feel 

inadequate compared to people of the same age, think of themselves as being bad, untalented, with 

no chance of achievement. They tend to merge with one of the significant people, feel that I cannot 

live without the other. Other people have an ex-aggerated fear that something bad is about to happen 

(the appearance of a serious illness, a natural disaster, loss of control/madness). 

In the field of psycho-sexology, they can develop a wide range of symptoms, from erectile 

dysfunction and premature ejaculation to paraphilic disorders. 

Area 3 – Deficient Limitations Includes Delusions of Grandeur/Feelings of Justification, Reduced 

Self-Control/Reduced Self-Discipline People who have schemes in this field grew up in too 

permissive families, without limits and rules. They tend not to respect the rules of discipline, the 

rights of others, do not cooperate, and do not respect commitments; they seem selfish, narcissistic, 

pampered, consider that the rules are only for others, they feel superior to everyone. Once they 

become adults, they restrain their impulses too little or not at all, they have a low tolerance for 

frustration, they cannot pursue long-term goals, they expect special benefits and privileges. They are 

demanding, dominant, weak or not at all empathetic. 

Area 4 – Orientation to the other includes the schemes Subjugation, Self-Sacrifice, Need for 

Approval/Need for Recognition People with these active cognitive patterns grew up in families where 

they felt accepted only if they met the demands of adults, if they hid/suppressed their desires, 

undesirable personality traits for significant people. As an adult, they seek the approval of others and 

do whatever it takes to get it; their choices are based on the reactions of others, their own needs are 

not realized and, even if they appear on the threshold of consciousness, the affective reactions 

corresponding to the need are not taken into account. Subjugation and Self-Sacrifice Schemes are 

very frustrating; the accumulated anger is not expressed directly, but erupts through passive-

aggressive behaviours, fits of anger and/or psychosomatic symptoms. In the case of those who have 

an active Need for Recognition scheme, they value the reactions of other people rather than their own 

reactions, are overly concerned with accumulating money and/or success. 
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Area 5 – Hypervigilance and inhibition includes the schemes Negativism/Pessimism, Emotional 

Inhibition, Unrealistic Standards/Hypercriticism, Punishment. 

People who develop schemes in this area often come from families where they have not been 

encouraged to play freely and happily, but have learned that life means a long series of negative 

events that they need to be aware of. They tend to select from the surrounding reality the negative 

aspects (death, disappointment, conflict, loss, suffering, etc.), they expect their life to take a negative 

turn at any time and they permanently experience the fear of not making mistakes that lead them to 

this (Scheme Negativism/Pessimism). Many of them do not express their emotions so as not to be 

criticized or to lose control and appear to be cold, expressionless, withdrawn (Emotional Inhibition 

Scheme). Other people set very high standards, followed by constant pressure and constant and 

exaggerated criticism of themselves and others (Schema Hypercriticism). “MUST!” it is quasi-

permanent and governs their entire existence. For others, the mistake must be severely punished. They 

feel anger and intolerance towards themselves and others who do not meet certain standards and 

consider that harsh punishments are needed. He does not forgive mistakes, does not accept 

imperfection, does not take into account the way others see things and understand reality. 

Cognitive patterns occur as a result of the frustration/dissatisfaction, during childhood, of some 

basic, universal emotional needs, felt with more or less intensity by an individual – the need for 

security, stability, to be guided, to be accepted as you are, the need for autonomy, the feeling of being 

competent/able to do things and having your own identity, the freedom to express needs and emotions, 

spontaneity and play, realistic limits and self-control. Reactions and responses of the family of origin, 

of the primary attachment figures, of the groups of congeners, of the caregivers, the behavioural 

models, the education viewed in a general sense etc., mediates the emergence and consolidation of 

these cognitive patterns. 

A person in distress is a person who is not aware of the existence of this frustrated need and who, 

even if he/she sensed the needs, could not satisfy them in an adaptive way, because does not know 

how, and did not have adequate models the type and intensity of the need. In therapy, he/she identifies 

the central cognitive schema, but is also guided to identify ways to meet these needs in a way that 

meets individual expectations. 

As mentioned above, cognitive patterns are factors of general vulnerability, which means that 

although two people may identify in their personality structure the same cognitive pattern, 

dysfunctional behaviours and associated emotions may be totally different, not only through subtle 

psychological processes of identification and counter-identification with one or another of the 

attachment figures, but also, mainly, through the intervention of intermediate cognitive structures 

(attitudes, assumptions and rules with a compensatory role). 

For example, a central scheme of deficiency (“I am bad, defective, unwanted, unlovable, inferior”, 

“No one would love me if they knew my flaws”, with feelings of insecurity when in the company of 

others, with feelings of shame etc.) can be expressed in intermediate cognitions such as: It is bad not 

to be wanted (attitude), If I say what I think, I will be rejected or If I do not say what I think, then 

others will appreciate me and accept me (assumption) or I have to be perfect and not make mistakes 

(rule with a compensatory role). In interacting with others, he/she may develop coping mechanisms 

of capitulation (enters into relationships with critical partners, who reject and, in order to be accepted, 

degrades), avoidance (does not express real thoughts and feelings and does not let others approaching) 

or overcompensating (criticizing, rejecting, doing everything to look perfect). 

Identifying the cognitive schema and coping mechanisms are essential in therapy, and their 

recognition in the daily choices by the client is fundamental. An important element in therapy is the 

awareness that the coping mechanism, which became maladaptive, self-sabotaging in adulthood, was 

essential in childhood/adolescence and helped the client cope with aversive events; but, once in 

adulthood, out of the situation of survival inherent in the child, the person has many alternatives to 

choose from, alternatives that can change the quality of life for the better. 

Maladaptive cognitive schemas, as determinants, can be activated by any of the categories of 

factors mentioned above. They serve as a kind of filter through which the current life experience 

passes and which gives meaning to various events, transforming some of them into etiopathogenetic 

factors. 
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Adaptive cognitive patterns evolve differently. “Some people show more psychological resilience 

and fail to develop strong maladaptive cognitive schemas, even in particularly aversive situations, 

unlike others who are more psychologically vulnerable and develop maladaptive cognitive schemas 

even if they have passed through an abuse of relatively low severity.” (Young J., 2015). 

Another set of determinants that contribute to the increase of vulnerability to the disease is the 

general and intermediate evaluative cognitive structures (David, 2015). The central irrational 

cognition is absolutist thinking (demandingness, for example, “I have to satisfy my partner every 

time!”) accompanied by three intermediate irrational cognitions: awfulizing, for example, “My 

marriage will end because of my impotence!” or “It’s awful what happens to me!”, low frustration 

tolerance (e.g.: “My current condition is unacceptable”) and global evaluation. In therapy, the goal is 

to transform this absolutist thinking style into a rational one, by acquiring and practicing flexible 

thinking skills, expressing it in terms of preferences, not in terms of “absolutely absolutist need,” 

accepting that what we wish it might not happen, non-catastrophic (accepting that no matter how bad 

you feel about an event/aspect/problem, evaluating it as the worst thing that could happen is 

dysfunctional and false), tolerance of frustration (accepting that even if we don’t like a situation and 

do what it takes for us to change it, failing that doesn’t make it impossible to tolerate) and contextual 

assessment, rather than global assessment (behaviours, actions of a people and their results do not 

label/define the person, this being in its essence valuable and, therefore, unconditionally accepted, 

but there are singular aspects that can signal the need to modify/optimize various particular aspects; 

for example, a weak or non-existent erection at some point may not make you “less of a man”). Local 

cognitive structures, in the form of dysfunctional automatic thoughts, are factors of local vulnerability 

and are part of the clinical picture of any sexual dysfunction. Disadaptive thoughts move easily from 

one role to another, and can be both precipitating and maintaining or even predisposing factors 

(through the meanings that the person can give to biophysiological/subjective reactions caused by 

automatic thoughts and the installation of a new vicious circle). 

Labelling (“I’m no longer a full man”, “I’m flawed”), dichotomous thinking (“If she doesn’t have 

an orgasm, I’m nothing!”), over-generalization (“I’ll never be able to satisfy her if I couldn’t now”), 

maximalization (“My wife will leave me because of my problem”), selective abstraction, “tunnel” 

vision, personalization are the main automatic thoughts described by A.T. Beck in 1976. 

The transformation of central, intermediate and local cognitive structures into healthy, adaptive 

alternatives is the main goal in cognitive-behavioural therapy, postulating that, with their 

replacement, the intensity of emotions and/or psychophysiological/subjective reactions changes, and 

them in the adaptive register, the symptoms diminish. Of course, changes of a cognitive nature are 

desirable to be accompanied by learning new skills in interpersonal communication, problem-solving 

skills, learning relaxation techniques, etc., behavioural optimizations strengthening management 

skills at the cognitive level. 

 

CONCLUSIONS 

 

This paper wanted to reveal once again the complexity of the human sexuality, functional or non-

functional, given that sexuality occurs at the intersection of biology, development and individual 

psychology, interaction with others, culture, education, environment, in the broadest meanings of 

notions. Each of these exerts a significant and consistent influence on the sexual becoming of the 

person and is very difficult, if not impossible to establish a hierarchy of these factors. Numerous 

studies (Delcea C, Enache A, Stanciu C); (Delcea C, Enache A, Siserman C,); (Gherman C, Enache 

A, Delcea C, ); (Delcea C, Fabian A. M, Radu C. C, Dumbravă D. P,); (Rus M, Delcea C, Siserman 

C,); (Siserman C, Delcea C, Matei H. V, Vică M. L.); (Gherman C, Enache A, Delcea C, Siserman 

C,); (Delcea C, Siserman C,) confirm our results. In the therapeutic approach of sexual dysfunctions 

of a psychogenic nature, the complexity of the phenomenon makes it all the more difficult to establish 

precisely the causes that led to their occurrence. However, the thorough personal history, the most 

accurate identification of the possible psychological factors that contributed to the appearance of 

sexual dysfunction allow to adjust the focus in therapy, as well as to the awareness of therapeutic 
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objectives, which gives the client the role of active participant and the feeling of gaining control over 

his own life. 

Practice has shown that replacing an irrational style of thinking with a rational one, flexibility of 

thinking, optimization of interpersonal communication, awareness of self-sabotaging behaviours and 

the learning of healthy and adaptive behaviours, optimization of problem-solving skills, learning 

healthy ways of conflict resolution, psychoeducation, etc., increase the chances of success in 

overcoming sexual difficulties, not only those of a psychogenic nature, but also those with 

organic/physiological substrate, and, above all, contribute to an increase in the quality of life of the 

person. 
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Abstract 

 

Therapists need to deal more and more with issues involving patients that engage in compulsive 

sexual behaviour or paraphilias. For the purpose of this article I would like to explore the 

psychodynamic perspective on paraphilias or perversions as they are referred to in the psychoanalytic 

literature. 
 

Keywords: perversion, psychoanalytic formulations, voyeurism, paedophilia 

 

INTRODUCTION 

 

Freud’s The Three Essays on the Theory of Sexuality (1919) is a landmark in the way we perceive 

sexuality. The Victorian morals of the day looked at sexuality as beginning only at puberty and the 

general public refused to accept that children were anything else than innocent and pure. 

It was unthinkable that they have wishes, pleasure and fantasies and the idea that some of these 

fantasies might be connected to their parents was simply unacceptable. 

One hundred years later it is a fact accepted by the majority of clinicians that the root of many of 

our socio-emotional and sexual problems have their origin in early childhood and in the psycho-

sexual development stages that humans so through. 

There are a lot of varieties of sexual behaviours in which people engage and that they bring into 

their personal therapies. The most common sexual fantasies and activities focus on a limited range of 

desires and behaviours but there are also certain types of atypical sexual preferences and behaviours. 

When these typical sexual behaviours become problematic, they are referred to as perversion. This 

term was changed starting with DSM – 3R in 1987 when homosexuality, oral and anal sex were taken 

out from the perversion category and the name was changed from perversion to the more stigma free 

paraphilia (“para” – deviant, “philia” – attraction). 

Stoller, who wrote in depth about perversion, notes that the changing of the name is an attempt to 

“sanitize” perversion. However, in his opinion the word perversion has more useful connotations 

because it has a long history of connectedness with morality and thus with sin. In his writing he 

stresses out that the feeling of transgression is key in order produce arousal and orgasm in perverse 

behaviour. 

Both points of view have their merits so in this article I will use the terms interchangeably. 

 

DSM-5 Classification of Paraphilias 

 

In DSM-5 the term paraphilia is defined as “any intense and persistent sexual interest other than 

sexual interest in genital stimulation or preparatory fondling with phenotypically normal, 

physiologically mature, consenting human partners.” Paraphilias, however, may not necessarily 
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classify as “intense and persistent” but rather preferential sexual interests or sexual interests that are 

greater than nonparaphilic sexual interests. 

The addition of the word “disorder” to the classification of paraphilias is new to DSM-5 and is 

meant to indicate a paraphilia that is causing distress or impairment to the individual or a paraphilia 

whereby satisfaction entailed personal harm, or risk of harm, to others. This distinction was made in 

an effort to identify those sexual behaviours and interests that are of clinical significance. 

To be diagnosed with a paraphilic disorder, DSM-5 requires that people with these interests feel 

personal distress about their interest, not merely distress resulting from society’s disapproval. Another 

criterion is to have a sexual desire or behaviour that involves another person’s psychological distress, 

injury, or death, or a desire for sexual behaviours involving unwilling persons or persons unable to 

give legal consent. 

When classifying these behaviours, a distinction could be made between disorders of sexual 

preference and gender identity disorders. The first group refers to sexual paraphilias and disorders 

that contain fixed, repetitive behaviour, involving unusual sexual stimuli that can involve potential 

harm to the self or others, and we are referring here to fetishism, exhibitionism, voyeurism, 

frotteurism, masochism, sadism and paedophilia. In the category of gender identity disorders, we are 

referring to transvestism and transsexualism (referred to as gender dysphoria) 

 

Psychoanalytic View on Perversion 

 

The Freudian view on perversion points out that there is a perverse core in all of us, and that at the 

centre of perversion lies the castration anxiety that the young male needs to recognize and negotiate 

if he is to have any chance of identifying with his father and arriving at a mature heterosexual 

development. Stoller, in an attempt to explain the prevalence of perversions mainly in men, postulates 

a developmental stage of “proto-femininity” when the boy is in a symbiotic merger with his mother 

that needs to be overcome in order for him to develop a healthy masculinity. He also postulates the 

idea of an “erotic form of hatred” where aggression is sexualized and childhood trauma, hostility 

toward the other person, arousal and revenge all mix up in order to convert childhood trauma into 

adult triumph. 

The relational schools of thought see perversion as a symptom of an unconscious conflict or a 

relational issue that has later on been sexualized. Indeed, Limentani points out that “a perversion is 

not an illness but only a symptom and as such it can appear at any time in the life of an individual 

and for an infinite variety of reasons”. 

Wood points out that, be it only a paraphilia or a paraphilic disorder, these disquieting behaviours 

all have a defensive functioning to them, having the aim of protecting the individual from mental pain 

or unbearable anxieties about intimacy. 

Kaplan, who focuses on female perversions, talks about deception as the crucial aspect of 

perversion and introduces the idea of the perverse strategy which is viewed as “a mental strategy that 

uses one or another stereotype of masculinity and femininity in a way to deceive the onlooker about 

the unconscious meaning of the behaviours she or he is observing.” 

 

Psychodynamic Formulations of Specific Perversions 

 

Gabbard made a review of the certain common psychodynamic themes that can be recognized in 

relation to sexual perversions. 

 

Exhibitionism and Voyeurism 

One way of understanding exhibitionism comes from Fenichel, who believes that by putting his 

genital area on display, the exhibitionist reassures himself that he is not after all castrated and that he 

is very much capable of eliciting a reaction – albeit a shock one – from his victims. This reaction 

gives him a feeling of power over the opposite sex and he is thus capable of feeling a sense of value 

in his masculinity. 
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Stoller points out that another facet of exhibitionism could be connected to an identity anxiety. In 

his clinical practice he talks about men that feel they cannot have any impact on the members of their 

family, they thus feel invisible and they need to resort to extraordinary measure in order to be noticed. 

Voyeurism maintains the concept of violation of a woman’s intimacy but this time it is a secret 

aggressive triumph on the feminine sex. Fenichel sees it in connection to the primitive scene when 

the child either sees or hears a sexual act between his parents and tries to make sense of it. In his adult 

life the turns this passive rejection of being the one left out into a triumph since he is the one that in 

secret is watching. 

 

Sadism and Masochism 

Sadism and masochism are the only classical perversions that are present in an equal way in both 

genders. Very seldom do people seek therapy for these types of sexual behaviour. 

The main idea behind sadistic dynamics has to do with a role reversal of a childhood scenario 

when they felt the victim of a physical or sexual abuse. As adults they change the roles, they are now 

the ones with all the power and they are thus able to get their revenge. This dynamic is the same both 

in cases of domestic abuse as well as in more severe cases of sadism. The masochistic dynamics on 

the other hand are explained by Fenichel in the following way. By submitting to these sadistic 

practices, they accept a smaller evil which is better that no contact. If they believed that this is the 

only type of relationship available to them, they willingly submit since an abusive relationship is 

better than no relationship. 

Kaplan notes that sexual masochism can permit a man to enter a dynamic where “he can secretly 

identify with the degrading position assigned to a woman but without losing face”. 

The rise of the internet made more visible the BDSM clubs (Bondage, Discipline, Sadism and 

Masochism) where sadism and masochism practices are very common. Most frequently pain and 

humiliation are endured because they are perceived as the only viable way of relating. 

 

Fetishism 

Fetishism can be understood both in terms of castration anxiety, when an inanimate object is 

invested with restorative powers (Freud) or a transitional object that gives men the reassurance of the 

integrity of his genital area (Greenacre). These objects can be pieces of lingerie, shoes, non-genital 

parts of the body. These objects stand in for the symbolic “feminine penis”, and the underlining 

displacement enables both the erection and the orgasm. 

Contemporary writings enlarge the spectrum of fetishist phenomena and view it as controlling 

anxiety by investing objects with magical powers. The anxiety that these objects help to calm is not 

necessarily an early childhood anxiety as Freud mentioned but it can be linked to the Ego need of 

finding another object to calm the inner anxiety. 

 

Paedophilia 

Of all the paraphilias this one is most likely to elicit the strongest feelings of disgust and moral 

judgement in therapist and psychiatrists. Through his sexual behaviour’s paedophile can irreparably 

hurt innocent children. Psychodynamic formulations can help practitioners maintain a certain degree 

of empathy and understanding for their patients. 

The classical view is that of a narcissistic object choice, where the adult sees the child as a mirror 

image of himself and thus, he is stuck in a child-like level of functioning, unable to fully realize that 

he is hurting the child. Other view these behaviours as stemming from a very fragile sense of self-

esteem and in interactions with children they can feel better about themselves. By idealizing the child, 

they can forever year for an idyllic childhood that they never had. Many paedophiles have been 

themselves victims of sexual abuse. Gabbard points out that paedophile can be either fixated at this 

stage or can regress to this stage. If they are fixated, they are mainly attracted to younger boys and 

their attraction starts in adolescence. If they are regressed, they mainly seek girls and most of them 

seek incestuous relationships with their daughters, stepdaughters or nieces. In clinical practice 60% 

of paedophiles have severe personality disorders associated with their sexual behaviours. 
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Transvestism 

Transvestism, also called heterosexual cross-dressing, is viewed as a perverse strategy to ward of 

castration anxiety. The patient dresses in typical manly attire and acts as a man but in order to achieve 

an erection and an orgasm he needs to put on women clothes. The key concept in the psychodynamic 

understanding of this perversion is the phallic mother. The boy observes the anatomical differences 

in between his and his mother’s genital area. In order to overcome his anxiety, he is fantasizing that 

his mother also has a penis and by dressing up he identifies with her but at the same time maintain 

his penis and erection. Later revisions take into consideration the clinical work with transvestites and 

report the feeling of symbiosis with an intrapsychic maternal object. Dressing up reassures them they 

are in no danger of losing the calming inner presence. These patients seldom come to seek therapy as 

there are no serious consequences to their sexual behaviours that would make the distress so high as 

to seek professional help. 

 

CONCLUSION 

 

No psychiatric disorder has more moral connotations than paraphilias. In order to establish if a 

person is deviant as far as his sexuality is concerned implies being able to state criteria for normal 

sexual behaviours and this an outright impossible task. Sexual paraphilias can be better understood 

though using psychodynamic formulations that can shine light on the individual significance of a 

paraphilia but it is very hard to establish an aetiology. 
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Abstract 

 

The study aimed to determine the Effect of corona virus (COVID-19) on the mental health of 

Algerian people. The study sample consists of (764) person who chosen from two countries, and to 

achieve the objectives of the study the researchers developed the “Effect of Coronavirus on Mental”. 

Health Form, after collecting and processing information statistically using the Statistical Package 

for Social Sciences (SPSS, the researchers reached the following results: – there are significant 

differences between the mental health of the Romanians and the mental health of the Algerians, 

during the period of the epidemic COVID-19. There are significant differences in mental health in 

women and men. There are significant differences in mental health in women and men, according to 

nationality. There is assumed that there are differences of perception on the danger of coronavirus 

contamination depending on gender and nationality. There is assumed that there are significant 

differences between men and women in terms of lifestyle, according to nationality. There are 

significant differences regarding the feeling of worthlessness, in women and men according to 

nationality. 
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Mental Health and Quality of Life 

 

The significance for man of his life, a result of the global evaluation, from the point of view of the 

human person, of his own life. The quality of life is an evaluative concept, being the result of reporting 

the living conditions and activities that make up human life, to human needs, values, aspirations. It 

refers both to the overall assessment of life (how good, satisfactory is the life that different people, 

social groups, communities lead), as well as to the evaluation of the different conditions or spheres 

of life: quality of the environment, human quality of work (quality work quality), quality of 

interpersonal relationships, quality of family life. 

The quality of life represents a resumption, but from another perspective, of the concept of 

happiness. 

If happiness refers to the subjective state resulting from living one’s own life, the quality of life 

refers both to the objective conditions in which human life is constituted, and to the subjective way 

in which each evaluates his or her own life – a state of satisfaction, happiness, fulfilment. If happiness 

was associated with a predominantly ethical perspective – what strategies the individual must adopt 
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in order to maximize his happiness, the quality of life is more associated with a sociological-political 

perspective. 

The interest lies primarily in determining the objective factors that are responsible for the variation 

of the quality of life, and the social-political strategies of action in order to increase it. 

In the different normative judgments, issued by one evaluator or another (researcher, politician, 

any other person) in relation to the desirable values of quality of life indicators, one cannot ignore the 

personal meanings that people attribute to their own life, if wants to maintain in the area of 

plausibility, credibility, known being that people act based on the impressions, judgments, knowledge 

they have about a certain aspect of life that is in focus at a certain time (Marginean, I., Balasa, A. 

2002, p. 82). 

Based on these considerations, the concept of quality of life was defined as “the whole economic, 

social, ecological, spiritual, etc. conditions, which ensure the integrity and balance of the biological 

life, the continuous and sustainable development of the human personality” (Angelescu C, Ciucur, D. 

2001, p. 58). Satisfaction with the quality of life implies its continuous evaluation, and the results of 

the research are projected on a symmetrical scale. In fact, only the extreme elements are satisfied – 

satisfied and dissatisfied. To put it simply, life satisfaction can be viewed as an attitude (Andrews, F., 

Robinson, J.P.), based on the idea that attitudes include at least two elements – cognition and affect. 

Mental health is very important for the individual in every stage of his life, starting from childhood, 

adolescence and maturity, and it is related to a psychological level of the well-characterized state of 

functionality of the human being in satisfactory conditions of emotional, behavioural, biological and 

social. 

Thus, mental health offers a person the ability to enjoy life, to identify a balance between activities, 

daily living and psychological adjustment efforts in the context of their own value system. 

According to the World Health Organization (WHO), mental health includes subjective well-

being, feeling of self-efficacy, autonomy, competence, intergenerational dependence, self-

actualization of intellectual and emotional potential, among others. “WHO” further provides that the 

well-being of human beings is included in the manifestation of their abilities, in the ability to cope 

with stress under normal conditions of life, productive work and contribution to their community. 

However, cultural differences, subjective evaluations and competing professional theories may 

bring different views on how to define and approach the concept of “mental health”. 

A person who has health and behavioural problems may face stress, depression, anxiety, 

relationship problems, pain, addiction, mood disorders, or other psychological problems. When 

managing health problems, counsellors, psychotherapists, life coaches, psychologists, healthcare 

practitioners or doctors can assist, according to specific professional qualifications and methods. 

Factors that contribute to mental health problems: – Biological, genetic or brain chemistry factors 

– life experiences, such as trauma or abuse, – History of mental health problems in the family, etc. 

 

Coronavirus Phenomenon – General Approach 

 

In January 2020, the World Health Organization (WHO) declared the outbreak of a new 

coronavirus disease to be a public health emergency of international concern. The WHO stated that 

there is a high risk that the coronavirus disease 2019 (COVID-19) will spread to other countries in 

the world. In March 2020, the WHO made the assessment that COVID-19 can be characterized as a 

pandemic (World Health Organization, 2020, p. 1). 

Today, like other countries in the world, Algeria is experiencing a disease and an epidemic that 

emerged in late 2019, namely December and early 2020, called “Corona COVID-19”, this current 

new coronavirus outbreak (COVID-19), which started in December 2019, presents a significant 

challenge for everyone (Department of Health & Social Crae, 2020, p. 4) this virus start in the city of 

Wuhan, China, which is the primary focus of spread and transmission of the epidemic, this virus is 

considered one of the “SARS” coronary viruses. 

The virus that hits the immune system is an un-microscopic virus that enters the human body in 

order to destroy a certain kind of cells These pulmonary cells produce symptoms similar to cold cell 

symptoms characterized by rapid transmission from person to person The infected person doesn’t 
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show any signes after 15 days, which resulted in an increase in the number of cases of epidemic 

infection and death daily, which made scientists and researchers, especially doctors specialized in 

epidemiology, puzzled and pressured to know the quality and composition of the virus and how to 

provide accurate diagnosis of the epidemic. And how to make a vaccine or a vaccine to treat the 

epidemic. 

In response to this epidemic, the countries have entered into a health crisis and has been reflected 

in crises that include various economic, political, educational and social fields, thus Algeria has 

adopted a strategy of prevention and control of the current situation, such as cancelling or closing 

airlines, cancelling residential gatherings, closing major shops, forcing citizens to house quarantine. 

To commit suspected cases to quarantine, close institutions and factories except vital institutions, 

close mosques and Koranic schools, close educational institutions, universities, university institutes 

and sports halls, spread awareness campaigns through mass media and social media, use of 

disinfectant materials to clean hands, use protective masks and medical gloves, sterilize 

neighbourhoods and roads with cleaning materials. A state of emergency was declared for areas where 

the greatest incidence of corona (COVID-19) has been confirmed, These measures resulted in citizens 

entering a state of panic and fear that led them to excessive and irrational purchase of consumer foods 

and products, disinfectant sterilization tools, obliging them to quarantine and preventing them from 

practicing their usual activities, affecting the psychological health of individuals, and making them 

living under high pressure, tension, threat and loss of control On this sentiment, the hormone 

imbalance was caused by an abnormal increase in the adrenalin hormone and cortisol that inevitably 

weaken the human body immune system. 

On March 11, 2020, the World Health Organization declared that the coronavirus outbreak became 

a pandemic (Branswell, Joseph, 2020). As measures to prevent the spread of the virus, Romania has 

adapted a strategy to prevent and control this situation, such as: cancellation or closure of airlines, 

cancellation of residential meetings, closure of large stores, compulsory characterization of infected 

persons. 

Thus, institutions and factories were closed, with the exception of the vital institutions, the closure 

of churches, educational institutions, universities, sports halls. Awareness campaigns have been 

launched through the media and social media, the use of disinfectant materials to clean the hands, the 

use of protective masks and medical gloves, the sterilization of neighbourhoods and roads with 

cleaning materials. 

The first measures taken by the Romanian authorities to combat the coronavirus pandemic were 

after the decree of the state of emergency, for a period of 30 days, by the President of Romania Klaus 

Iohannis, announced on March 16, 2020 (Presidency.ro, 2020) and entered in force 2 days later. In 

article 2, the decree provides the following: “In order to prevent the spread of COVID-19 and to 

achieve the management of the consequences, related to the evolution of the epidemiological 

situation, during the state of emergency the exercise of the following rights is restricted, in proportion 

to the degree of fulfilment of the criteria provided by art. 4 paragraph (4): a) free movement; b) the 

right to intimate, family and private life; c) inviolability of the domicile; d) the right to education; e) 

freedom of assembly; f) the right of private property; g) the right to strike; h) economic freedom” 

(Presidency.ro, 2020). 

 

What is a Coronavirus and COVID-19? 

 

Coronaviruses can make humans and animals sick. Some coronaviruses can cause disease. similar 

to the common cold and others can cause more serious illnesses, including severe acute Respiratory 

syndrome (SARS) and Middle East respiratory syndrome (MERS). This new the coronavirus 

originated in Hubei province, China, and the outbreak of the disease is called COVID-19. The current 

new coronavirus outbreak (COVID-19), which started in December 2019, presents a significant 

challenge for everyone (Australian Government Department of Health, 2019, p. 1). Coronavirus 

disease 2019 (COVID-19) is a respiratory disease caused by the SARS-CoV-2 virus. It has spread 

from China to many other countries in the world, including the United States Depending on the 

severity of the COVID-19 international impacts, outbreak conditions, including those rising to the 
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level of a pandemic: it can affect all aspects of daily life, including travel, trade, tourism, food supplies 

and financial markets (OSHA, 2020, p. 3). 

Coronaviruses is a family of viruses common worldwide in animals and humans; certain types 

cause illness in people. For example, some coronaviruses cause the common cold; others cause 

diseases that are very much more severe, such as Middle East respiratory syndrome (MERS) and 

severe Acute respiratory syndrome (SARS), which often lead to pneumonia. 

As it is a new virus, the lack of immunity in the population (and the absence as yet of an effective 

vaccine) means that COVID-19 has the potential to spread extensively. The current data seem to show 

that we are all susceptible to catching this disease, and thus it also more likely than not that the UK 

will be significantly affected. Among those who become infected, some will exhibit no symptoms. 

Early data suggest that of those who develop an illness, the great majority will have a mild-to-

moderate, but self-limiting illness – similar to seasonal flu (Department of Health & Social Care, 

2020, p. 5). 

 

Research Methodology 

 

The Research Objectives 

In order to carry out this study we considered the following objectives: 

- Identification of mental health among the population. 

- Comparative analysis of the mental health of the population: Romania vs. Algeria. 

- Identification of mental health in women and men. 

- Population perception on the impact of coronavirus epidemic. 

- The attitude of the population during the pandemic. 

 

Research Hypotheses 

And according to that the researchers try to determine the effect of coronavirus (COVID-19) on 

the Mental health by checking the following hypotheses: 

1. It is assumed that there are significant differences between the mental health of the Romanians 

and the mental health of the Algerians, during the period of the epidemic COVID-19. 

 

 
Fig. 1. Countries, territories with reported confirmed cases of COVID-19 on 12 March 2020 

 

2. It is assumed that there are significant differences in mental health in women and men, 

meaning that women are more emotionally predisposed than men (total score). 

3. It is assumed that there are significant differences in mental health in women and men, 

according to nationality. 

4. It is assumed that there are differences of perception on the danger of coronavirus 

contamination depending on gender and nationality. 



International Journal of Advanced Studies in Sexology 

©Filodiritto Editore  24 

5. It is assumed that there are significant differences between men and women in terms of 

lifestyle, according to nationality. 

6. It is presumed that there are significant differences regarding the feeling of worthlessness, in 

women and men according to nationality. 

 

Study Participants 

This study was carried out with the help of participants from two countries: Romania (380 

respondents/49.7%) and Algeria (384 respondents/50.3%) (Table 1, Figure 2). 

Depending on the gender variable, 192 men (25.1%) and 572 women (74.9%) participated (Table 

2, Figure 3). 

Of the total male respondents, 73 were from Romania and 119 were from Algeria. Of the total 

female respondents, 307 were from Romania and 365 were from Algeria (Table 3). 

 

Research Tools 

To examine the effect of the coronavirus (COVID-19) on the mental health of Algeria people, 

researchers developed the “Effect of Coronavirus on Mental Health Form”, which consists of (16) 

closed question, and to response to this question Five alternatives have been identified to answer 

which are (Strongly agree-agree-neutral-disagree-Strongly disagree) by weights (5-4-3-2-1). 

 

Symmetric Characteristics 

 

To experiment with the tool and to assess its psychometric characteristics, validity was used 

through Effect of Coronavirus on Mental Health Form consistency and self-validity, while stability 

was used by Alpha Kornbach and half-fragmentation. 

 
Table 1. Nationality 

 Frequency Percent 

Valid Romania 380 49.7 

 Algeria 384 50.3 

 Total 764 100.0 

 
Table 2. Gender 

 Frequency Percent 

Valid man 192 25.1 

 female 572 74.9 

 Total 764 100.0 

 

 
Table 3. Gender* Nationality Crosstabulation 

 Nationality  

Total Romania Algeria 

Gender man Count 73 119 192 

Residual -22.5 22.5  

female Count 307 265 572 

Residual 22.5 -22.5  

Total Count 380 384 764 

 
Table 4. Group Statistics 

 Nationality N Mean Std. Deviation Std. Error Mean 

Total Romania 380 37.2632 8.01543 .41118 

 Algeria 384 39.1641 8.32353 .42476 
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1 Validity 

 

1.1 The sincerity of internal consistency 

The Pearson correlation coefficient was applied to determine the extent to which each item was 

associated with the overall score of the scale and the results showed that the retention (12) item as the 

values of the Pearson correlation coefficient for these item ranged from (0,411) to (0,764), which 

indicate the correlations of the item for the total sum, and these results indicate consistency. The 

remaining item of the scale are consistent, indicating that the scale is characterized by internal 

consistency. 

 

1.2 Self-validity 

Self-validity was extracted through the stability coefficient where the value of the stability 

coefficient (0,879) and after calculating the square root of this value was reached a value (0,937), a 

high value representing self-validity and therefore the tool enjoys high validity. 

 

2. Stability 

 

The value of the stability coefficient of ‘Alpha Kornbach’ (0,879) is a high value indicating that 

the tool enjoys high stability, while stability by fragmentation filtering was estimated before 

correction by (0,726) and corrected by the equation of ‘Spearman Brown’ because the number of 

paragraphs of the scale (12) and when divided they become equal and reached to (0,841), which is a 

high value that is a function of the instrument’s stability. 

 

Data Analysis and Processing 

 

1. It is Assumed that there are Significant Differences Between the Mental Health of the 

Romanians and the Mental Health of the Algerians, During the Period of the Epidemic 

COVID-19 

According to the Table 4 we note that the mean value of the Romanians was (37.2632) in a standard 

deviation estimated at (8.01543) the standard error of (0.41118) while the Algerians reached their 

mean (39.1641) standard deviation (8.32353) and standard error (0.42476). 

The Table 5 notes that the results of Levene’s Test for Equality of Variances are a function where 

the value of SIG is (0.464) It is greater than the significance level (0.05) which mean that the Equality 

of Variances between the two sample That is, there are no significant differences between the Equality 

of Variances. The table may also show t-test results for conditions that are equal to and not equal to 

Variances Since Levin’s value is a more than (0.05) The corresponding result will be relied upon to 

Equal variances assumed which It reached the value of SIG 2-tailed (0.01) and it is low than (0.05), 

according to this result it is assumed that there are significant differences between the mental health 

of the Romanians and the mental health of the Algerians, during the period of the epidemic COVID-

19, and the mean in Table 4 show that these differences came to the Algerians. 

These differences can be explained by the fact that Algerians are more affected from a mental 

health point of view than the Romanians, in the sense that Algerians are much more concerned, they 

express fear of social exclusion, develop a feeling of futility in terms of protecting their own family 

compared to Romanians who show these indicators of mental health at a much lower level and have 

greater emotional stability. 

 

2. It is Assumed that there are Significant Differences in Mental Health in Women and Men, 

meaning that Women are More Emotionally Predisposed than Men 

According to the Table 6 the mean value of man was (36.6719) in a standard deviation estimated 

at (8.21005) the standard error of (0.59251) while the women reached their mean to (38.7378) 

standard deviation (8.16711) and standard error (0.34148). 

The table 7 also shows that the results of Levene’s Test for Equality of Variances are a function 

where the value of SIG is (0.835) it is greater than the significance level (0.05) which mean that the 
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Equality of Variances between the man and women are not significant differences between the 

Equality of Variances. 

T-test results for conditions that are equal to and not equal to Variances Since Levin’s value is a 

more than (0.05) the corresponding result will be relied upon to equal variances assumed which it 

reached the value of SIG 2-tailed (0.003) and it is low than (0.05), according to this result it is assumed 

that there are significant differences in mental health in women and men, meaning that women are 

more emotionally predisposed than men. 

These differences can be explained by the fact that women, when compared to men, show higher 

emotional distress by developing negative emotions: they feel more frightened, worried, unhelpful 

(in the sense that in such a situation they cannot protect their close friends and they worry about their 

lives). 

 
Table 5. Independent Samples Test 

 Levene’s Test 

for Equality of 

Variances 

 

t-test for Equality of Means 

 

F 

 

Sig. 

 

t 

 

df 

 

Sig. (2-

tailed) 

 

Mean 

Difference 

 

Std. Error 

Difference 

95% Confidence 

Interval of the 

Difference 

Lower Upper 

 

Total 

Equal 

variances 

assumed 

 

.537 

 

.464 

 

-3.215 

 

762 

 

.001 

 

-1.90090 

 

.59129 

 

-3.06166 

 

-.74014 

 Equal 

variances not 

assumed 

   

-3.215 

 

761.436 

 

.001 

 

-1.90090 

 

.59118 

 

-3.06144 

 

-.74037 

 
Table 6. Group Statistics 

 Gender N Mean Std. Deviation Std. Error Mean 

Total man 192 36.6719 8.21005 .59251 

 female 572 38.7378 8.16711 .34148 

 
Table 7. Independent Samples Test 

 Levene’s Test 

for Equality of 

Variances 

 

t-test for Equality of Means 

 

F 

 

Sig. 

 

t 

 

df 

 

Sig. (2-

tailed) 

 

Mean 

Difference 

 

Std. Error 

Difference 

95% Confidence 

Interval of the 

Difference 

Lower Upper 

 

Total 

Equal 

variances 

assumed 

 

.043 

 

.835 

 

-3.029 

 

762 

 

.003 

 

-2.06589 

 

.68209 

 

-3.40488 

 

-.72690 

 Equal 

variances not 

assumed 

   

-3.021 

 

326.895 

 

.003 

 

-2.06589 

 

.68387 

 

-3.41123 

 

-.72055 

 
Table 8. Group Statistics 

Nationality Gender N Mean Std. Deviation Std. Error Mean 

Romania Total man 73 34.2877 9.06838 1.06137 

female 307 37.9707 7.59014 .43319 

Algeria Total man 119 38.1345 7.29746 .66896 

  female 265 39.6264 8.71867 .53558 
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3. It is Assumed that there are Significant Differences in Mental Health in Women and Men, 

According to Nationality (Total Score) 

Table 8 show that the mean value of the Romanians man, was (34.2877) in a standard deviation 

estimated at (9.06838) the standard error of (1.06137), and the mean of women was (37.9707) in a 

standard deviation estimated at (7.59014) the standard error of (0.43319), while the Algerians man 

reached their mean (38.1345) standard deviation (7.29746) and standard error (0.66896) and the mean 

of women was (39.6264) in a standard deviation estimated at (8.71867) the standard error of 

(0.53558). 

The Table 9 notes that the results of Levene’s Test of the Romanians for Equality of Variances are 

a function where the value of SIG is (0.131). It is greater than the significance level (0.05), which 

mean that the Equality of Variances between the two sample That is, there are no significant 

differences between the Equality of Variances. 

The table may also show t-test results for conditions that are equal to and not equal to Variances 

Since Levin’s value is a more than (0.05). The corresponding result will be relied upon to Equal 

variances assumed which. It reached the value of SIG 2-tailed (0.000) and it is low than (0.05), 

according to this result. It is assumed that there are significant differences in mental health in women 

and men of Romania and the mean in Table 8 show that. These differences came to the female. 

While the Levene’s Test of the Algerians for Equality of Variances are not function where the 

value of SIG is (0.018) It is low than the significance level (0.05) which mean that the Equality of 

Variances between the two sample significant differences between the Equality of Variances. 

 
Table 9. Independent Samples Test 

 

 

Nationality 

Levene’s Test 

for Equality of 

Variances 

 

t-test for Equality of Means 

 

F 

 

Sig. 

 

t 

 

df 

 

Sig. (2-

tailed) 

 

Mean 

Difference 

 

Std. Error 

Difference 

95% Confidence 

Interval of the 

Difference 

Lower Upper 

 

 

Romania 

Total 

Equal 

variances 

assumed 

 

2.285 

 

.131 

 

-3.583 

 

378 

 

.000 

 

-3.68301 

 

1.02780 

 

-5.70393 

 

-1.66209 

Equal 

variances not 

assumed 

   

-3.213 

 

97.350 

 

.002 

 

-3.68301 

 

1.14637 

 

-5.95814 

 

-1.40788 

 

 

Algeria 

Total 

Equal 

variances 

assumed 

 

5.676 

 

.018 

 

-1.628 

 

382 

 

.104 

 

-1.49196 

 

.91652 

 

-3.29402 

 

.31010 

Equal 

variances not 

assumed 

   

-1.741 

 

268.457 

 

.083 

 

-1.49196 

 

.85694 

 

-3.17915 

 

.19523 

 
Table 10. I am horrified by the spread of the epidemic * Gender * Nationality Crosstabulation 

Nationality Gender Total 

man female 

Romania I am horrified by the 

spread of the epidemic 

Strongly disagree 10 9 19 

Disagree 13 36 49 

Neutral 21 55 76 

agree 24 134 158 

Strongly agree 5 73 78 

Total 73 307 380 

Algeria I am horrified by the 

spread of the epidemic 

Strongly disagree 14 40 54 

Disagree 32 78 110 

Neutral 32 68 100 

agree 112 186 298 

Strongly agree 48 158 206 

Total 238 530 768 
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The result of t-test for condition that are Equal variances not assumed was greater than significance 

level (0.05) so It is assumed that there are no significant differences in mental health in women and 

men of Algeria. 

 

4. It is Assumed that there are Differences of Perception on the Danger of Coronavirus 

Contamination Depending on Gender and Nationality 

Table 10 shows the distribution of the answers given by women and men according to the birth 

rate. 

Thus, in the item “I was horrified by the spread of the epidemic”, the majority of women and men 

in Romania chose the neutral (women 55, men 21) and agree (women 134, men 24) variants. The 

other respondents, with a much lower frequency, opted for the other answer variants (Table 10). The 

responses of the Algerian respondents differ from the responses of the Romanian respondents, in that 

Algerians are much more panicked and appalled by the spread of this epidemic, with most women 

and men choosing the variant of agreement (women 186, men 112) and strongly agree (women 158, 

men 48) (Table 10). 

Table 11 shows the distribution of the answers for the item “I am worried by the spread of the 

epidemic”. It can be observed that both the respondents from Romania and Algeria have agreed 

variants (Romania: women 172, men 33, Algeria: women 238, men 124) and strongly agree 

(Romania: women 79, Algeria: women 174, men 68). A significant number of male respondents from 

Romania chose the “neutral” variant (15). From these results it appears that from the point of view of 

frequencies there are differences regarding the answers of the respondents from the two countries 

(Table 11). 

Table 12 shows the distribution of the answers for the item “I worried every day than to go get this 

disease”. With all the respondents saying that they are worried and appalled by the spread of the 

epidemic, however, they do not fear as much as the disease could be contacted. And here we have 

differences regarding the answers of the respondents from the two countries as follows: the 

respondents from Romania chose the variants of agreement (women 118, men 13), neutral (women 

82, men 15) but, in a significant number, they also chose the variant to answer “disagree” (women 

52, men 23), which means that they are not very worried and that they may become ill. Unlike the 

Romanians, the Algerian respondents also chose the “strongly agree” answer (162 women and 46 

men) (Table 12). 

Table 13 shows the answers of the female and male subjects according to nationality. Analysing 

the answers to the item “I am very concerned that he has been infected with this epidemic”, we can 

make a correlation with the previous answers, and we observe that the respondents in the country 

bees have chosen the same answer variants, expressing concern that they might contact this virus 

(Table 13). 

 
Table 11. I am worried by the spread of the epidemic * Gender * Nationality Crosstabulation 

Nationality Gender Total 

man female 

Romania I am worried by the 

spread of the epidemic 

Strongly disagree 7 8 15 

Disagree 9 19 28 

Neutral 15 29 44 

agree 33 172 205 

Strongly agree 9 79 88 

Total 73 307 380 

Algeria I am worried by the 

spread of the epidemic 

Strongly disagree 12 24 36 

Disagree 22 44 66 

Neutral 12 50 62 

agree 124 238 362 

Strongly agree 68 174 242 

Total 238 530 768 
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To see if the differences obtained, regarding the frequencies of the answers given by the female 

and male participants from the two countries, differ statistically, we performed the Chi square test 

where the following significant differences were obtained (Table 14). 

According to Table 14 the sig value of the Romanian men to the item “I am horrified by the spread 

of the epidemic” and item “I am worried by the spread of the epidemic” is (0.002) (0.000) and its low 

than (0.05) which mean there is differ statistically of the frequencies answer was given, while the sig 

value to the item “I am worried every day than to gone get this disease” and “I am worried every day 

than to gone get this disease” was (0.091) (0.381) and it is mean that there is no differ statistically, in 

the other side the result show that the sig value of Romanian women was (0.000) to all items and that 

mean there is no differ statistically of the frequencies answer was given by the Romanian women to 

all the items. 

The table also show the sig value of the Algerian men and the women and it is (0.000) to all items 

and its low than the significance level (0.05) which mean there is differ statistically of the frequencies 

answer was given. 

 
Table 12. I am worried every day than to gone get this disease * Gender * Nationality Crosstabulation 

Nationality Gender Total 

man female 

Romania I am worried every day 

than to gone get this 

disease 

Strongly disagree 14 21 35 

Disagree 23 52 75 

Neutral 15 82 97 

agree 13 118 131 

Strongly agree 8 34 42 

Total 73 307 380 

Algeria I am worried every day 

than to gone get this 

disease 

Strongly disagree 14 42 56 

Disagree 44 78 122 

Neutral 36 54 90 

agree 98 194 292 

Strongly agree 46 162 208 

Total 238 530 768 

 
Table 13. I am very concerned that he has been infected with this epidemic * Gender * Nationality Crosstabulation 

Nationality Gender Total 

man female 

Romania I am very concerned that 

he has been infected with 

this epidemic 

Strongly disagree 17 27 44 

Disagree 17 75 92 

Neutral 17 76 93 

agree 14 101 115 

Strongly agree 8 28 36 

Total 73 307 380 

Algeria I am very concerned that 

he has been infected with 

this epidemic 

Strongly disagree 18 52 70 

Disagree 46 118 164 

Neutral 44 62 106 

agree 88 170 258 

Strongly agree 42 128 170 

Total 238 530 768 
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Table 14. Test Statistics 

 

Nationality 

 

Gender 

I am horrified by 

the spread of the 

epidemic 

I am worried by 

the spread of the 

epidemic 

I am worried 

every day than to 

gone get this 

disease 

I am very concerned 

that he has been 

infected with this 

epidemic 

Romania man Chi-Square 16.795a 31.452a 8.027a 4.192a 

df 4 4 4 4 

Asymp. Sig. .002 .000 .091 .381 

female Chi-Square 143.928b 297.088b 99.336b 69.466b 

df 4 4 4 4 

Asymp. Sig. .000 .000 .000 .000 

Algeria man Chi-Square 60.538c 99.193c 40.118c 26.840c 

df 4 4 4 4 

Asymp. Sig. .000 .000 .000 .000 

female Chi-Square 74.000d 168.642d 87.094d 45.170d 

df 4 4 4 4 

Asymp. Sig. .000 .000 .000 .000 

a. 0 cells (.0%) have expected frequencies less than 5. The minimum expected cell frequency is 14.6. 

b. 0 cells (.0%) have expected frequencies less than 5. The minimum expected cell frequency is 61.4. 

c. 0 cells (.0%) have expected frequencies less than 5. The minimum expected cell frequency is 23.8. 

d. 0 cells (.0%) have expected frequencies less than 5. The minimum expected cell frequency is 53.0. 

 

Since the p-value is to the most items in the two-country chosen low than significance level 

(α=0.05), we do reject the null hypothesis. Rather, we conclude that there is assumed that there are 

differences of perception on the danger of coronavirus contamination depending on gender and 

nationality. 

 

5. It is Assumed that there are Significant Differences Between Men and Women in Terms 

of Lifestyle, According to Nationality 

Table 15 shows the distribution of the answers given by women and men according to the birth 

rate. Thus, in the item “I am afraid of the shortage of foodstuffs under the spread of the epidemic”, 

the majority of women and men in Romania chose the disagree (women 112, men 21) and neutral 

(women 81, men 17) variants. The other respondents, with a much lower frequency, opted for the 

other answer variants (Table 15). 

The responses of the Algerian respondents differ from the responses of the Romanian respondents, 

in that Algerians are much more afraid under the spread of the epidemic, with most women and men 

choosing the variant of agreement (women 164, men 88) and disagree (women 162, men 56) (Table 

15). 

 
Table 15. I am afraid of the shortage of foodstuffs under the spread of the epidemic * Gender * Nationality 

Crosstabulation 

Nationality Gender Total 

man female 

Romania I am afraid of the 

shortage of foodstuffs 

under the spread of the 

epidemic 

Strongly disagree 16 40 56 

Disagree 21 112 133 

Neutral 17 81 98 

agree 15 60 75 

Strongly agree 4 14 18 

Total 73 307 380 

Algeria I am afraid of the 

shortage of foodstuffs 

under the spread of the 

epidemic 

Strongly disagree 34 60 94 

Disagree 56 162 218 

Neutral 36 80 116 

agree 88 164 252 

Strongly agree 24 64 88 

Total 238 530 768 
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Table 16 shows the distribution of the answers for the item “I buy food in large quantities under 

the spread of the crisis”. It can be observed that both the respondents from Romania and Algeria have 

strongly disagree variants (Romania: women 106, men 30, Algeria: women 148, men 100) and 

disagree (Romania: women 137, men 22, Algeria: women 226, men 96). A significant number of 

male respondents from Romania chose the “neutral” variant (15) and Algeria (22). From these results 

it appears that from the point of view of frequencies there are differences regarding the answers of 

the respondents from the two countries (Table 16). Table 18 shows the distribution of the answers for 

the item “I am afraid of losing livelihoods and work in the midst of the epidemic”. With all the 

respondents saying that they are afraid of losing livelihoods and work in the midst of the epidemic. 

And here we have differences regarding the answers of the respondents from the two countries as 

follows: the respondents from Romania chose the variants of agreement (women 142, men 26), 

neutral (women 55, men 16) strongly agree (women 67, men 13), while the respondents from Algeria 

chose the variants of agree (women 164 men 78) which means that they are very worried about losing 

livelihoods and work in the midst of the epidemic. Unlike the Romanians, the Algerian respondents 

also chose the “disagree” answer (148 women and 70 men) (Table 17). 
 

Table 16. I buy food in large quantities under the spread of the crisis * Gender * Nationality Crosstabulation 

Nationality Gender Total 

man female 

Romania I buy food in large 

quantities under the 

spread of the crisis 

Strongly disagree 30 106 136 

Disagree 22 137 159 

Neutral 15 44 59 

agree 3 19 22 

Strongly agree 3 1 4 

Total 73 307 380 

Algeria I buy food in large 

quantities under the 

spread of the crisis 

Strongly disagree 100 148 248 

Disagree 96 226 322 

Neutral 22 76 98 

agree 16 72 88 

Strongly agree 4 8 12 

Total 238 530 768 

 
Table 17. I am afraid of losing livelihoods and work in the midst 

of the epidemic * Gender * Nationality Crosstabulation 

Nationality Gender Total 

man female 

Romania I am afraid of losing 

livelihoods and work in 

the midst of the epidemic 

Strongly disagree 7 9 16 

Disagree 11 34 45 

Neutral 16 55 71 

agree 26 142 168 

Strongly agree 13 67 80 

Total 73 307 380 

Algeria I am afraid of losing 

livelihoods and work in 

the midst of the epidemic 

Strongly disagree 34 50 84 

Disagree 70 148 218 

Neutral 34 72 106 

agree 78 164 242 

Strongly agree 22 96 118 

Total 238 530 768 
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Table 18. I am afraid of social exclusion in the face of the crisis * Gender * Nationality Crosstabulation 

Nationality Gender Total 

man female 

Romania I am afraid of social 

exclusion in the face of 

the crisis 

Strongly disagree 13 48 61 

Disagree 23 105 128 

Neutral 16 78 94 

agree 14 57 71 

Strongly agree 7 19 26 

Total 73 307 380 

Algeria I am afraid of social 

exclusion in the face of 

the crisis 

Strongly disagree 24 30 54 

Disagree 66 166 232 

Neutral 58 120 178 

agree 68 138 206 

Strongly agree 22 76 98 

Total 238 530 768 

 

Table 19. Test Statistics 

 

 

Nationality 

 

 

Gender 

I am afraid of the 

shortage of 

foodstuffs under 

the spread of the 

epidemic 

I buy food in 

large quantities 

under the spread 

of the crisis 

I am afraid of 

losing livelihoods 

and work in the 

midst of the 

epidemic 

I am afraid of social 

exclusion in the face 

of the crisis 

Romania man Chi-Square 11.041a 38.438a 14.055a 9.123a 

df 4 4 4 4 

Asymp. Sig. .026 .000 .007 .058 

female Chi-Square 92.039b 219.107b 163.928b 67.967b 

df 4 4 4 4 

Asymp. Sig. .000 .000 .000 .000 

Algeria man Chi-Square 27.092c 90.790c 25.748c 21.798c 

df 4 4 4 4 

Asymp. Sig. .000 .000 .000 .000 

female Chi-Square 52.151d 131.245d 44.906d 54.226d 

df 4 4 4 4 

Asymp. Sig. .000 .000 .000 .000 

a. 0 cells (.0%) have expected frequencies less than 5. The minimum expected cell frequency is 14.6. 

b. 0 cells (.0%) have expected frequencies less than 5. The minimum expected cell frequency is 61.4. 

c. 0 cells (.0%) have expected frequencies less than 5. The minimum expected cell frequency is 23.8. 

d. 0 cells (.0%) have expected frequencies less than 5. The minimum expected cell frequency is 53.0. 

 

Table 19 shows the answers of the female and male subjects according to nationality. Analysing 

the answers to the item “I am afraid of social exclusion in the face of the crisis”, we can make a 

correlation with the previous answers, and we observe that the respondents in the country bees have 

chosen the same answer variants, expressing concern that they might contact this virus (Table 18). 

To see if the differences obtained, regarding the frequencies of the answers given by the female 

and male participants from the two countries, differ statistically, we performed the Chi square test 

where the following significant differences were obtained (Table 19). 

According to Table 19 the sig value of the Romanian men to the item “I am afraid of the shortage 

of foodstuffs under the spread of the epidemic” and item “I buy food in large quantities under the 

spread of the crisis” item “I am afraid of losing livelihoods and work in the midst of the epidemic” is 

(0.026) (0.000) (0.007) and its low than (0.05) which mean there is differ statistically of the 

frequencies answer was given, while the sig value to the item “I am afraid of social exclusion in the 

face of the crisis” was (0.058) and it is mean that there is no differ statistically, in the other side the 

result show that the sig value of Romanian women was (0.000) to all items and that mean there is no 

differ statistically of the frequencies answer was given by the Romanian women to all the items. 
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The table also show the sig value of the Algerian men and the women and it is (0.000) to all items 

and its low than the significance level (0.05) which mean there is differ statistically of the frequencies 

answer was given. 

Since the p-value is to the most items in the two-country chosen low than significance level 

(α=0.05), we do reject the null hypothesis. Rather, we conclude that there is assumed that there are 

significant differences between men and women in terms of lifestyle, according to nationality. 

 

6. It is Presumed that there are Significant Differences Regarding the Feeling of Worthlessness, 

in Women and Men According to Nationality 

Table 20 shows the answers of the female and male subjects according to nationality. Analysing 

the answers to the item “I feel unable to protect my family”, the response of women and men in 

Romania chose disagree (women 104, men 18) and disagree (women 73, men 22) variants. The 

responses of the Algerian respondents differ from the responses of the Romanian respondents agree 

(women 186, men 92) dis agree (women 120, men 62) Unlike the Romanians, the Algerian 

respondents also chose the answer neutral (women 72, men 40) (Table 20). 

Table 21 shows the answers of the female and male subjects according to nationality. Analysing 

the answers to the item “I feel incapacitated and bored under booking procedures during the period 

of epidemic spread”, the response of women and men in Romania chose disagree (women 86, men 

17) agree (women 61, men 18) neutral (women 53, men 16) variants. The responses of the Algerian 

respondents differ from the responses of the Romanian respondents disagree (women 168, men 80) 

agree (women 138, men 62) neutral (women 50, men 34) (Table 20). 

 
Table 20. I feel unable to protect my family * Gender * Nationality Crosstabulation 

Nationality Gender Total 

man female 

Romania I feel unable to protect 

my family 

Strongly disagree 14 21 35 

Disagree 22 73 95 

Neutral 15 61 76 

agree 18 104 122 

Strongly agree 4 48 52 

Total 73 307 380 

Algeria I feel unable to protect 

my family 

Strongly disagree 22 32 54 

Disagree 62 120 182 

Neutral 40 72 112 

agree 92 186 278 

Strongly agree 22 120 142 

Total 238 530 768 

 

We can make a correlation with the previous answers, and we observe that the respondents in the 

country bees have chosen the same answer variants, expressing concern that they might contact this 

virus (Table 22). 

According to Table 22 the sig value of the Romanian men to the item “I feel unable to protect my 

family” (0.015) and its low than (0.05) which mean there is differ statistically of the frequencies 

answer was given, while the sig value to the item “I feel incapacitated and bored under booking 

procedures during the period of epidemic spread” was (0.456) and it is mean that there is no differ 

statistically, in the other side the result show that the sig value of Romanian women was (0.000) 

(0.007) and that mean there is differ statistically of the frequencies answer was given by the Romanian 

women to all the items. 

The table also show the sig value of the Algerian men and the women and it is (0.000) to all items 

and its low than the significance level (0.05) which mean there is differ statistically of the frequencies 

answer was given. 

Since the p-value is to the most items in the two-country chosen low than significance level 

(α=0.05), we do reject the null hypothesis. Rather, we conclude that there presumed that there are 

significant differences regarding the feeling of worthlessness, in women and men according to 

nationality. 
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Table 21. I feel incapacitated and bored under booking procedures during the period 

of epidemic spread * Gender * Nationality Crosstabulation 

Nationality Gender Total 

man female 

Romania I feel incapacitated and 

bored under booking 

procedures during the 

period of epidemic 

spread 

Strongly disagree 13 59 72 

Disagree 17 86 103 

Neutral 16 53 69 

agree 18 61 79 

Strongly agree 9 48 57 

Total 73 307 380 

Algeria I feel incapacitated and 

bored under booking 

procedures during the 

period of epidemic 

spread 

Strongly disagree 32 76 108 

Disagree 80 168 248 

Neutral 34 50 84 

agree 62 138 200 

Strongly agree 30 98 128 

Total 238 530 768 

 
Table 22. Test Statistics 

 

Nationality 

 

Gender 

I am afraid of the shortage of 

foodstuffs under the spread 

of the epidemic 

I buy food in large quantities 

under the spread of the crisis 

Romania man Chi-Square 12.274a 3.644a 

df 4 4 

Asymp. Sig. .015 .456 

female Chi-Square 61.257b 14.026b 

df 4 4 

Asymp. Sig. .000 .007 

Algeria man Chi-Square 37.261c 20.958c 

df 4 4 

Asymp. Sig. .000 .000 

female Chi-Square 63.321d 42.302d 

df 4 4 

Asymp. Sig. .000 .000 

a. 0 cells (.0%) have expected frequencies less than 5. The minimum expected cell frequency is 14.6. 

b. 0 cells (.0%) have expected frequencies less than 5. The minimum expected cell frequency is 61.4. 

c. 0 cells (.0%) have expected frequencies less than 5. The minimum expected cell frequency is 23.8. 

d. 0 cells (.0%) have expected frequencies less than 5. The minimum expected cell frequency is 53.0. 

 

CONCLUSIONS 

 

The current study aimed to determine the Effect of corona virus (COVID-19) on the mental health 

of, the study was based on a group of hypotheses revolving around, at the first the researchers give 

Theoretical background about what is coronavirus (COVID-19)? The research sample consisted of 

764 persons from 2 countries. Based on the results of the study and what was presented through the 

reliance on statistical data, the researchers reached the following conclusions: 

- there are significant differences between the mental health of the Romanians and the mental 

health of the Algerians, during the period of the epidemic COVID-19. 

- there are significant differences in mental health in women and men. 

- there are significant differences in mental health in women and men, according to nationality. 

- there is assumed that there are differences of perception on the danger of coronavirus 

contamination depending on gender and nationality. 
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- there is assumed that there are significant differences between men and women in terms of 

lifestyle, according to nationality. 

- there are significant differences regarding the feeling of worthlessness, in women and men 

according to nationality. 
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Abstract 

 

The conceptualization of excessive sexual behaviour has been intensely debated over the years, 

and the concept of hypersexuality is still controversial. After long debates, the indexation in ICD-11 

(International Classification of Diseases, 11th Revision, World Health Organization, 2018) of 

excessive and problematic sexual behaviour as a compulsive sexual behaviour disorder (CSBD) is 

welcome. There are still debates about the category of the disorder. In ICD-11, CSBD is classified as 

an impulse control disorder, but this classification is controversial, as there is evidence that CSBD 

has many addictive features (Kraus et al., 2016). Although the diagnosis of hypersexual disorder, 

proposed by Kafka, was not included in the DSM-5 (Diagnostic and Statistical Manual of Mental 

Disorders, 5th edition, American Psychiatric Association, 2013), this diagnosis was supported by both 

clinical contexts as well as by some research that indicates that excessive sexual behaviour can have 

serious consequences in an individual’s life (Kafka, 2010; Kaplan & Krueger, 2010, Reid et al., 

2012). Understanding, defining and correctly diagnosing this disorder are important prerequisites for 

proper treatment, and allow also warning of certain risk factors for the development of this disorder. 
 

Keywords: hypersexuality, hypersexual disorder, compulsive sexual behaviour disorder, compulsive online sexual behaviour, 

sexual addiction 

 

INTRODUCTION 

 

Hypersexuality, or excessive sexual behaviour, has been categorized as: sexual addiction 

(Carnes, 1983; Goodman, 1983, 2001; Karila, et al., 2014), sexual compulsivity (Coleman, 1987, 

2002), sexual impulsivity (Barth & Kinder, 1987; Reid, Berlin & Kingston, 2015), out of control 

sexual behaviour (Bancroft & Vukadinovic, 2004), hypersexual disorder (Kafka, 2010; Kaplan & 

Krueger, 2010). 

The misunderstanding of hypersexuality and the debates regarding its correct definition have 

limited the research and the effective treatment of this disorder (Franque, Klein & Briken, 2014). The 

prevalence of this disorder varies between 3% and 6%, with a higher rate in men (male/female 

prevalence ratio varies between 2:1 and 5:1) (Tripodi, et al., 2013; Briken, et al., 2007). 

 

Theoretical Approaches 

 

There are various theoretical approaches and each term used to define problematic hypersexual 

behaviour corresponds to a specific approach. Overlaps or complementarities can also be observed, 

the subject being still in a process of research and debate. 
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Problematic sexual behaviour involves the presence of three general criteria: obsession (thoughts, 

impulses, recurrent and persistent), compulsion (loss of the ability to choose to stop a behaviour) and 

the consequences of the behaviour (Schneider, 1994). 

Hypersexuality is a term that indicates excessive sexual behaviour that can be considered normal, 

when it is not accompanied by consequences, or abnormal when it significantly affects an individual’s 

life or is associated with a mental disorder or medical condition (Kafka, 2010). 

Barth and Kinder chose the term sexual impulsivity to refer to the inability to control strong sexual 

desires or to reduce concern about sexual activity, practically the inability to stop initiating action 

(Barth & Kinder, 1987). 

Sexual compulsivity indicates the inability to stop or reduce ongoing sexual behaviour. 

Impulsivity and compulsivity are present in obsessive-compulsive disorders (OCSD), and are two 

important factors for compulsive sexual behaviour (Hollander, Poskar & Gerard, 2012). 

Sexual addiction defines a recurring sexual behaviour that cannot be controlled and is maintained 

despite the negative consequences. Related to the addiction model, the compulsive model assumes 

that sexual thoughts, images or impulses become obsessive and lead to repetitive, compulsive 

engagement in sexual activities in order to reduce anxiety (IsHak, 2008). 

The addiction model meets the criteria present in an addiction process defined by Goodman (2001) 

as a recurrent and uncontrollable behaviour despite the serious consequences, which becomes 

progressive over time (Carnes, 1983, Carnes 2001, Goodman, 1993). 

Multiple addictions were also reported in people with sexual addiction (Carnes, 2001; Kaplan & 

Krueger, 2010). 

Other evidence suggests that CSBD shares many features with addictions. The data suggest 

significant clinical, neurobiological, and phenomenological similarities between excessive 

involvement in behaviours such as gambling, compulsive sex, compulsive shopping, and substance 

dependence (Kraus et al., 2016). 

Some neuroimaging studies have found, in the case of subjects with compulsive sexual behaviour, 

a higher reactivity in three brain regions related to rewards (ventral striatum, anterior cingulate and 

amygdala), in response to explicit sexual images. The same areas are activated in the case of 

substance-dependent subjects (Voon et al., 2014). 

 

Diagnosis and Assessment 

 

Diagnostic criteria for hypersexual disorder proposed by Kafka for DSM-5 (Kafka, 2010, 

Kafka, 2013): 

A. The presence for a period of at least 6 months of recurrent and intense sexual fantasies, sexual 

urges and sexual behaviour in association with at least 3 of the following criteria: 

A.1. Sexual preoccupation or excessive time invested in sexual fantasies, impulses and 

behaviours as well as in their planning, thus neglecting other areas of life. 

A.2. Repetitive engagement in these fantasies, sexual urges and behaviours to cope with negative 

moods (anxiety, depression, boredom and irritability). 

A.3. Repetitive engagement in fantasies, starts and sexual behaviour in response to stressful life 

events. 

A.4. Repetitive but unsuccessful efforts to control and significantly reduce these sexual fantasies, 

impulses, and behaviours. 

A.5. Repetitive engaging in sexual behaviour without considering the risk of physical or 

emotional harm to oneself or others. 

B. The presence of personal distress, clinically significant, or significant impairment of important 

areas of functioning of the individual (social, occupational, relational). 

C. Sexual fantasies, impulses, and behaviours are not directly due to substance use (drugs or 

medications), or a concomitant general medical condition or manic episodes. 

D. The person is over 18 years old. It will be specified if it regards: masturbation, pornography, 

consensual sexual behaviour, sex on the internet (cybersex), sex on the phone (hot line) or strip 

clubs, etc. (Kafka, 2010, Kafka, 2013). 
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Assessing hypersexuality is an essential step in diagnosis. In addition to the empathy and support 

given to the patient during the interview, it is necessary for therapists to control any possible personal 

reactions of rejection towards certain sexual behaviours, so as not to accentuate patients’ feelings of 

guilt. It is also useful to know the different types of pornography and sexual services accessed by 

users (Franque, Klein & Briken, 2016). 

The objectives of the evaluation during the interview are: symptoms, the degree of impairment of 

the individual’s functionality in areas of life, family as well as relational history, sexual (psychosexual 

development, history of sexual abuse, sexual behaviour, sexual dysfunction problems), medical and 

psychiatric history, self-image perception, problems regarding consumption of substances or 

addiction to gambling, identification of risky behaviours (self-destructive or sexual violence) (Kafka 

2010, Tripodi et al., 2013, Franque, Klein & Briken, 2016, Klein, 2015). 

Practically, the evaluation considers: behaviour, cognitions and emotions, as well as the 

social/relational area (Grubbs et al., 2017). 

Hypersexuality is a behavioural disorder, but recurrent sexual behaviour or excessive frequency 

is not sufficient to diagnose the disorder. Therefore, the degree in which the functionality and quality 

of life is affected, is a key indicator for diagnosis (Carnes, 2001; Kafka, 2010; Reid et al., 2012). 

Sexual behaviour has individual variations, and labelling as much, little or normal is subjective 

and it depends to each individual. If it is seen as excessive or problematic only from the perspective 

of conventional or religious norms, without causing dysfunctions in other areas of life, it cannot be 

diagnosed as a disorder (Kafka, 2010). There may also be situations when persons who have 

addressed the specialist, claiming to be sexually addicted, confuse the addiction with increased sexual 

desire. 

The cognitive and emotional components are strong in hypersexuality (Grubbs et al., 2017). 

Cognitively, the sexual thoughts and fantasies of hypersexual people become obsessive and 

difficult to control when hypersexual behaviour becomes compulsive. 

Emotionally, negative states such as: distress, anxiety and depression are comorbid or represent 

consequences of compulsive sexual behaviour (Birchard, 2018b). 

Excessive sexual behaviour sometimes develops as an attempt to adapt to stress and other negative 

emotional states, but this way of adapting will become a vicious circle as it generates even more 

negative emotional consequences that will sustain the behaviour (Kafka, 2010, 2013). This sets up 

anxiety, shame and depression (Gilliland et al., 2011). 

The negative consequences in social, professional and relational areas can be multiple, from 

dysfunctions to conflicts, thus affecting the life of the individual (Reid et al., 2012). However, the 

correct diagnosis of this disorder is a challenge because hypersexual behaviour can have several 

etiologies. 

 

Causes of Hypersexuality 

 

Because multiple comorbidities are reported, it is necessary to consider diseases or other problems 

that may coexist with excessive sexual behaviour: mental illness, organic disease, problems regarding 

substance abuse (Kafka, 2010). 

It is important to investigate whether hypersexuality is not directly due to other mental disorders, 

medical causes, or is not the direct effect of substance use (drugs or medications) (Kafka, 2010). 

Mental disorders that may coexist with hypersexuality: anxiety, mood disorders, paraphilias, 

personality disorders (especially borderline personality disorder and obsessive-compulsive disorder), 

posttraumatic stress disorder, autism, bipolar disorder (in the manic episode), schizophrenia, 

oligophrenia (cortical inhibitory processes are diminished), dementia, alcohol or drug addiction (can 

facilitate the development of hypersexuality, as it affects sexual and social inhibitions). 

Medical conditions, endocrine or neuro-chemical imbalances that may be associated with 

hypersexual behaviour: 

• Neurological or neurodegenerative diseases such as: epilepsy (cortical inhibitory processes are 

diminished), Alzheimer’s disease, Kleine-Levin syndrome (sleep disorder-hypersomnia), 

Kluver-Bucy syndrome (bilateral affection of the two temporal lobes in their medial portion; it 



International Journal of Advanced Studies in Sexology 

©Filodiritto Editore  39 

may be the result of herpes encephalitis, trauma or oxygen deprivation), Huntington’s disease or 

chronic Huntington’s chorea (neurological, degenerative, hereditary disease); 

• Brain injuries or surgeries in the frontal or temporal lobes (in the medial area); 

• Encephalitis, tuberculosis (tuberculosis toxins can have a stimulating action on the hypothalamic 

centers of sexual behaviour); 

• Endocrine disorders such as hyper-estrogenism, hyperandrogenism, hyperthyroidism, may also 

be accompanied by hypersexuality (but there is insufficient evidence regarding the mechanisms); 

• Imbalance in the levels of serotonin, dopamine and norepinephrine in the brain. Hypersexuality 

may be linked to high levels of these neurotransmitters (Kafka, 2010); 

• Some medications, such as dopaminergic agonists, used to treat Parkinson’s disease (levodopa, 

ropinirole, pramipexole), or cabergoline, also a dopaminergic agonist, indicated for the inhibition 

of lactation and the treatment of hyperprolactinemia, may cause disorders related to the control 

of hypersexual impulses, gambling addiction, compulsive appetite, compulsive spending or 

shopping. 

 

Introduction of Compulsive Sexual Behaviour Disorder (CSDB) in ICD-11 

 

In ICD-10 the diagnosis of Excessive Sexual Activity can be found, with the code F52.7 (in which 

the chapter F52 refers to “Sexual dysfunction not caused by an organic disorder or disease”). 

In 2018, the WHO announced the inclusion in ICD-11 of this disorder as Compulsive Sexual 

Behaviour Disorder (CSBD), thus recognizing it as a mental disorder. Compulsive involvement and 

decreased control are the basic features of impulse control disorders. 

The diagnosis for this disorder results from the persistent pattern of difficulty or failure in efforts 

to control sexual impulses, which leads to repetitive sexual behaviours over a long period of time 

(minimum 6 months), associated with negative consequences that can endanger the individual’s or 

others’ life, or causes a significant impact on the areas of life of the individual (family, relationship, 

professional, social, etc.). 

There are still debates about the category of the disorder. In ICD-11, CSBD is classified as an 

impulse control disorder, but this classification is controversial, as there is evidence that CSBD has 

many addictive features (Kraus et al., 2016). 

In the DSM-5, pathological gambling was reclassified as a “Substance and addiction disorder.” A 

similar approach should be applied to CBS, which is currently considered to be an impulse control 

disorder in ICD-11 (Kraus et al., 2018). 

This diagnosis, CSBD, also includes compulsive sexual behaviour on the internet that affects the 

life of the individual. Over 80% of people with compulsive sexual behaviour report excessive or 

problematic pornography use (Kafka, 2010; Reid et al., 2012). 

The development of technology and almost unlimited access to sexual material on the inter- net 

has led to an increase in the consumption of pornography and other sexual services on the internet in 

recent years. 

Internet sex or cybersex includes: watching erotic or pornographic content, explicit sexual 

discussions, sexual interactions on forums, video chat, searching for potential sexual partners for 

offline relationships, involvement in explicit sexual acts on social networks or other means of 

communication on the internet (Southern, 2008). 

The number of people engaging in sexual activities on the internet is high, but many do not 

complain of difficulties related to these activities (Cooper, 2000). However, users can develop 

problematic sexual behaviours on the internet if they are obsessively preoccupied with accessing these 

services and persist in this sexual behaviour, although they face negative consequences in their lives 

(Carnes, 2001). 

One study estimated the percentage of users with problematic behaviour at 17% (Cooper, 2000), 

but another Swedish study found that their percentage is lower, at 10% (Månsson, 2003). 

However, there are descriptions that show that this behaviour develops as: a consequence of the 

inability to adapt to certain negative states (the individual tries to use his behaviour to cope with 
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stress, anxiety or depression – Schwartz MF, 2000), a conditioned behaviour, a dissociative relapse 

of lifelong trauma or a courtship disorder (Southern, 2008). 

The description of compulsive sexual behaviour as an adaptive attempt of the individual to cope 

with stress, anxiety or depression, also emerges from the frequent association of anxiety and mood 

disorders with this type of behaviour. 

Given these comorbidities, it would be useful, as specialists, to assess how the reduction of social 

and personal interactions, imposed in the context of the COVID-19 pandemic, influences and affects 

the sexual life of individuals during this period. 

Clinicians reported an increase in anxiety, mood disorders and alcohol consumption in conditions 

of social isolation. Pornographic sites such as Pornhub and online sex-chat or video-chat sites have 

reported a significant increase in user access. 

We may wonder whether the current social context could represent, amid increasing stress, anxiety 

and depression, a predisposing factor for the development of compulsive sexual behaviour on the 

internet, as an adaptive reaction to negative emotional states. 

 

CONCLUSIONS 

 

For the correct diagnosis of this disorder, a complex clinical interview is necessary, that allows the 

evaluation of the mental and physical health state of the individual, of the functionality in various 

areas of life, as well as a thorough differential diagnosis considering the multiple causes that can 

promote the development of a hypersexual behaviour. 

Although many people who engage in sexual activities on the internet do not report problems in 

their personal lives or other areas of activity, sex on the internet can become problematic when the 

concern becomes obsessive and the behaviour becomes compulsive and persistent, despite the 

negative consequences. 

The efforts of sex therapists to make prevention programs through psychoeducation and sex 

education can contribute enormously to improving people’s sexual health. 

Such a program could aim to inform the population about predisposing or risk factors that may 

promote the development of compulsive sexual behaviour on the internet, as well as the negative 

consequences resulting from this behaviour. Such a program would be all the more useful in the social 

context of the COVID-19 pandemic. 
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Abstract 

 

Premature (rapid or early) ejaculation is a disorder that creates great personal distress in all aspects 

of the men’s life suffering from this condition, and also for their partners and for the relationship in 

general. The present article aims to create a general description of the known information for this 

sexual disorder and especially sex therapy techniques and methods used in the treatment of premature 

ejaculation. 
 

Keywords: premature ejaculation, psycho-behavioural treatment, behavioural techniques, cognitive approaches, 

affective approaches, relational approaches 

 

INTRODUCTION 

 

Premature ejaculation is a frequent sexual dysfunction with a prevalence in the general population 

of men anywhere between 20% and 30%, but the real percentage may be higher because of under 

diagnosis and men’s withholding of the truth and medical avoidance. Premature ejaculation creates 

significant torment for men, their partner and their relationship. [1, 2] 

 

Definition and Sub-Types of Premature Ejaculation 

 

The Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5) identifies 

premature ejaculation as a persistent or recurrent pattern during partnered sexual activity which 

implies ejaculation within approximately 1 minute following vaginal penetration and before the 

individual wishes it. In addition, the pattern must have been present for at least 6 months and must 

have been experienced on almost all or all occasions of sexual activity. The sexual dysfunction causes 

clinically significant distress in the individual, is not explained by a nonsexual mental disorder or as 

a consequence of severe relationship distress and is not attributable to the effects of a substance, 

medication or another medical condition. [4, 5] 

The International Society for Sexual Medicine (ISSM) developed a consensus in the definition for 

lifelong premature ejaculation which implies that the disturbance has been present since the individual 

became sexually active, while acquired premature ejaculation means that the disturbance began after 

a period of relatively normal sexual function. 

Also, premature ejaculation can be subtyped as generalized (not limited to certain types of 

stimulation, situations, or partners) or situational (only occurs with certain types of stimulation, 

situations or partners). Premature ejaculation can be mild (ejaculation occurs within approximately 

30 seconds to 1 minute of vaginal penetration), moderate (15-30 seconds), or severe (ejaculation 

occurring prior, at the start or within 15 seconds of vaginal penetration). [3, 5] 
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Risk Factors and Ethiology of Premature Ejaculation 

 

Ongoing clinical and empirical research of premature ejaculation suggests two distinct etiologies 

(organic and psychogenic) that inter-twine. Risk factors of premature ejaculation include 

physiological or pathophysiological, psychological, relationship factors, cultural and other socio-

demographic factors. Physiological and pathophysiological risk factors include lower urinary tract 

symptoms (LUTS), thyroid function problems, medication, recreational drugs and aging. 

Psychological risk factors incorporate anxiety, guilt pertaining to partner interactions, as well as 

man’s own low performance expectations, lower self-confidence, low sexual self-efficacy and 

relationship efficacy. Premature ejaculation can be caused by the negative impact of the couple’s 

relationship problems. Furthermore, cultural and socio-demographic factors may place an additional 

burden on the man, variables such as religion, socioeconomic status, nationality, geographical region, 

age, race, ethnicity, sexual orientation and degree of physical and emotional ability may affect an 

individual’s sexual performance and can cause premature ejaculation. [1, 2, 3] 

 

Assessment and Diagnosis of Premature Ejaculation 

 

A correct assessment of premature ejaculation is an essential part in understanding the individual’s 

personal struggle with this sexual dysfunction and it should begin with an analysis of the man’s 

medical, psycho-social and sexual history. It is of great benefit if the man’s partner is also investigated 

on the same criteria. Medical history should include organic disorders, prescribed or recreational 

medications taken, the exact dose, and the duration of administration. Referral to a urologist is 

necessary for a physical examination, specialized tests and blood studies. Psycho-social history 

includes the complete assessment of cognitions, behaviours and relational problems. It is also 

important to assess the levels of sexual awareness and performance anxiety. It is essential to look for 

a lack of sexual knowledge, unrealistic sexual expectations, the feeling of emasculation resulted from 

an unsuccessful sexual interaction, anxiety about the size and function of the penis and general 

physical attractiveness. A complete sexual history should include past and present levels of sexual 

activity and a history of abuse or trauma. [1, 6, 7] 

In addition to the assessment, there are a multitude of diagnostic instruments for premature 

ejaculation which can be used for a comprehensive understanding of the individual’s disorder. These 

include the “Index of Premature Ejaculation” (IPE); “Premature Ejaculation Diagnostic Tool” 

(PEDT); “Premature Ejaculation Prevalence & Attitude” (PEPA); “Male Sexual Health 

Questionnaire” (MSHQ). Relational assessment tools can also be useful: “Dyadic Adjustment Scale” 

(DAS); “Golombok-Rust Inventory of Sexual Satisfaction” (GRISS) and “Self-Esteem and 

Relationship Questionnaire” (SEAR). [1, 4, 5] 

 

Treatment of Premature Ejaculation 

 

The approach in treating premature ejaculation is typically either a biomedical option, a psycho-

behavioural treatment option or a combined therapy. 

Biomedical treatment of premature ejaculation incorporates multiple drugs with various results. 

The usage of local anaesthetic and topical creams, gels or sprays are frequently encountered in the 

treatment of premature ejaculation. The role of local anaesthetics is to diminish local sensitivity at 

the penis glans. 

The primary active substance in topical local anaesthetics is lidocaine. However, too much 

application can cause an exaggerated drop in the man’s local sensitivity and the transfer of the 

substances to the partner can create vaginal numbness. To avoid the transfer, it is recommended the 

use of a condom. [4, 5, 9] 

The use of selective serotonin reuptake inhibitors (SSRIs) is another medical option for treating 

premature ejaculation. This class of medication is used primarily for its antidepressant use but it has 

been shown to have a positive effect on delaying the ejaculatory response. Until now, this type of 
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medication was used daily, but recent studies have shown increased effectiveness in on demand use, 

meaning the man administrates the medication several hours before the initiation of sexual activity. 

Dapoxetine (Priligy®) has emerged as one of the most effective oral treatments for premature 

ejaculation because of its very strong inhibition of serotonin reuptake transporter and also a small 

half-life, resulting in a better on demand usage. Patients should be informed not to discontinue the 

selective serotonin reuptake inhibitor medication abruptly because of the discontinuation syndrome 

that is characterized by symptoms of tremor, nausea and dizziness. The discontinuation should be 

carried out slowly within 2 to 3 months. [5, 6, 7] 

Another treatment option is the combination of anti-ejaculatory and pro-erectile drugs, because 

approximately a third of men with premature ejaculation also report erectile problems. 

These men are good candidates for treatment with both selective serotonin reuptake inhibitors 

(SSRIs) and a phosphodiesterase-5 (PDE-5) inhibitor such as sildenafil (Viagra®). Other studies 

indicate that on demand use of clomipramine or on demand use of tramadol can be useful in the 

treatment of premature ejaculation but further studies need to be performed to assess long term 

effectiveness. [1, 5, 8] 

 

Psycho-behavioural Treatment Options 

 

Psycho-behavioural treatment options include behavioural, cognitive, affective and relational 

approaches. Men with premature ejaculation describe as having two moments during sexual activity: 

no excitement and the point of ejaculatory inevitability. One of the roles of psycho-behavioural 

treatment is to focus the man’s sexual experience on perceiving and staying in the mid-range sexual 

excitement and to concentrate on their sexual arousal. [1] 

 

Behavioural Techniques 

Behavioural techniques, which were first popularized by Seman, Kaplan and Masters and Johnson, 

continue to play an important role in the treatment of premature ejaculation. These are sometimes 

called premature ejaculation exercises. The aim of this exercises is to help men learn to tolerate 

increasing levels of stimulation while being in control of their ejaculatory reflex. These exercises or 

techniques are as follows: the new sensate focus technique, stop-start technique, slow-fast technique, 

squeeze technique and quiet vagina technique. There are multiple variations and applications of these 

techniques but the main principles remain the same. [1, 2, 9] 

The new sensate focus technique has two goals: reducing performance anxiety and improving 

communication between partners. The exercises are designed for the partners to focus on the sensual 

aspects of intimacy rather than on sexual performance. The goals of sensate focus techniques are to 

help each partner to become more aware of his or her own sensations, to focus on one’s own needs 

for pleasure, not worry about the partner’s problems, communicate sensual and sexual needs, wishes 

and desires, increase awareness, expand the repertoire of intimate sensual behaviours, learn to 

appreciate foreplay as a goal rather than a means to an end. Other goals are to create positive relational 

experiences, build sexual desire, enhance the level of love, caring, commitment, intimacy, 

cooperation and sexual interest in the relationship. [1, 3, 10] 

The start-stop technique or method implies that the man, or his partner, strokes his penis while he 

is paying attention to the sensation and when he is near the point of ejaculatory inevitability, the man 

is asked to stop stroking and concentrate on the dissipation of the sensation of near orgasm, but not 

long enough to lose erection. Variations on the method imply modification of frequency, using dry 

or water-based lubricant for stroking the penis, and also the usage of Kegel exercises (which are 

contractions of the pelvic floor muscles) at the moment of ejaculatory inevitability that may help in 

achieving a better ejaculatory control. [1, 3, 8] 

Another exercise is the slow-fast penile stimulation in which the man strokes the penis until he 

reaches a high level of sexual excitement and then slows down rather than stopping completely. 

Variations on the technique can be with the female partner in the superior position using the man’s 

penis to touch the vagina without penetration and slowing down or stopping before the point of 

ejaculatory inevitability. [1, 6, 9] 
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The squeeze technique is also a form of controlling ejaculation in which the man begins stimulating 

himself or begins normal sexual activity with a partner and when he reaches the point of ejaculatory 

inevitability the man or his partner can squeeze the end of the penis with firm pressure until the 

sensation dissipates. Then the sexual activity can be continued and the technique repeated as desired. 

[1, 2, 10] 

The quiet vagina technique is an exercise where the partner is on top and inserts the man’s penis 

in the vagina but doesn’t move, standing still or at most minimal movement, while the man 

concentrates on the level of stimulation and controlling the ejaculatory reflex. This technique is also 

known as non-demand coitus. [1, 4, 7] 

 

Cognitive Approaches 

The cognitive approach implies the correct and thorough analysis of the man’s mental process 

towards previous unsuccessful sexual interactions. 

These negative preconceptions and ideas can help maintain and exacerbate the dysfunction, while 

also creating anticipatory anxiety towards future sexual activity. 

Rosen, Leiblum and Spector (1994), have identified multiple forms of cognitive distortions which 

appear in men with premature ejaculation and include the following: all or nothing thinking, 

overgeneralization, disqualifying the positive, mind reading, fortune telling, emotional reasoning, 

categorical imperatives and catastrophizing. All or nothing thinking implies that the man’s cognitions 

towards premature ejaculation are inflexible, firm and unyielding, thinking that he is a complete 

failure because of his disorder. 

Overgeneralization suggests that the man’s rationalization towards premature ejaculation is that if 

he had trouble controlling ejaculation in the past it will surely appear in the future. Disqualifying the 

positive signifies that the man thinks that good sexual reinforcements from the partner are only to not 

hurt his feelings. Mind reading attitude and fortune telling underlines a lack of communication in the 

couple, while emotional reasoning, categorical imperatives and catastrophizing imply the man’s low 

self-esteem derived from the existence of the disorder. [1, 3, 10] 

 

Affective Approaches 

The aim of affective approaches in the treatment of premature ejaculation is to understand the 

underlying emotional problems the man developed as a result of the disorder and work towards 

reducing the emotional anxiety surrounding sexual interactions. The purpose is to create a balance 

between expressing suppressed emotions and regulating emotions if these are overexpressed. [1, 6, 

8] 

 

Relational Approaches 

The relationship approach in treating patients with rapid ejaculation targets the man’s relationship 

with his partner and is better managed with the inclusion of the partner. 

Couples counselling techniques focus on improving communication between partners’ sexual 

needs, reinforcing positive behaviours within the couple’s sexual interactions, observing the 

interactional style between partners and looking for patterns representing conflicts that may be 

responsible for their sexual disorder. 

The intent is to shift the couple beyond an impasse that sometimes occurs when the partners adapt 

to a sexually dysfunctional interaction and to work towards change as a team. [1, 2, 9] 

 

CONCLUSION 

 

Although premature ejaculation is a disorder that has been studied for many years, and a great 

amount of information can be found on this subject, no treatment has been shown to be fully efficient. 

Combination of pharmacological and psycho-therapy has proven the most promising results in 

treating premature ejaculation, offering superior efficacy to drug treatment alone. 
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Abstract 

 

S-ON is an online sex therapy and a modern method of clinical intervention for sexual and couple 

life optimization as well as for female and male sexual dysfunctions treatment. S-ON is an important 

tool in sexual disorders evaluation, testing and resolution. At the same time, this technique has proven 

effective in sex education as well as in interactions with other long-distance sexual partners, with the 

help of the internet, software and advanced technology. In short, the S-ON method we propose in 

treating sexual dysfunctions and in optimizing intimate and couples’ lives is advanced, scientifically 

validated and readily available to anyone. 
 

Keywords: S-ON, therapy, testing, evaluation, sexual disorders 

 

INTRODUCTION 

 

The S-ON platform offers people interested in sexual performance, researchers and students in 

clinical field quick access to clinical evaluation and testing as well as standardized protocols for sex 

life, to make it harmonious. As a user, you will have full online access to all the scientifically validated 

resources to improve and optimize your sex and couple’s life. What do you have to do? 

Go to www.drdelcea.com and you will be able to browse the desired application. Remember, this 

application has been created, standardized and scientifically validated by associate professor Dr. 

Delcea Cristian to help you treat your intimate issue. The application is approved by the Romanian 

Institute of Sexology and the research results have been published in the International Journal of 

Advanced Studies in Sexology, Vol. 1, 2019, the leading authority in the field will be happy to provide 

further relevant information. 

 

Approaches 

 

We created everything you will access in order to facilitate you access to easily evaluate, test and 

finalize standardized protocols for optimizing and treating intimate and couple life. You have to 

follow 3 or 4 steps to improve your sexual performance and your couple and family relationship. 

Below you will find the de- scription of each step separately. 

 

The first step you take, after receiving access, is to go through a system of clinical sexual 

evaluation, called S-ON Test© consisting of 4 tests (General clinical sexual screening, DSM-

Screening, Cognitive-sexual questionnaire, Genogram of sexual stimuli). 
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General clinical sexual screening has 33 items/questions in order to validate if you have a sexual 

disorder and/or a couple issue or if you want to optimize your couple relationship and sex life. This 

screening allows you to use the most robust tool for assessing and testing your sexual and couple’s 

health status, an innovative and unique tool in all the world. After you have taken the first step you 

will receive an answer whether or not you have sexual dysfunction and/or couple issues. 

 

The second step, after making the payments, you will access the following three instruments 

(DSM-Screening, Cognito-sexual and Genogram of sexual stimuli) of complex evaluation and testing 

in accordance with the principles and good practices of International Test Commission (ITC). 

DSM-Screening (S-DSM) is an interactive computer system mediated by a specialized software 

application on qualitative, categorical, index-type evaluation of women and men sexual disorders. S-

DSM is divided into nine scales (S-DSM-feminine orgasm, S-DSM-masculine orgasm, S-DSM-

arousal, S-DSM-DE, S-DSM-masculine and S-DSM-feminine dyspareunia, S-DSM-PE, S-DSM-

desire in females S-DSM-desire in males) for presumptive diagnosis of sexual disorders in accordance 

with the requirements of the American DSM-IV-TR and DSM-5 and ICD 11 issued by the World 

Health Organization. The features of the application facilitate access to the complete DSM-4/5® 

diagnostic criteria that allows using a phone or tablet to establish a categorical diagnosis of the sexual 

disorder or its absence and the application is used in clinical and administrative purposes. DSMapp-

Screening meets all security requirements, good IT functionality, has a clinical/non-clinical 

discriminatory robustness, is accessible to anyone; easy to use, and has an interface language adapted 

to user’s cultural and educational level, so that the user develop compliance to the treatment of sexual 

dysfunction and optimise his/her intimate life to the maximum. 

The Cognito-sexual questionnaire (CSQ) is a multidimensional assessment tool for the 

operationalization of arousal stimuli on cognitive level. CC-Sapp measures three participants’ 

cognitive patterns related to adaptive or maladaptive management of arousal stimuli: how arousal 

stimuli are processed cognitively during intercourse, how they operate cognitively during sexual 

intercourse, and how they cognitively influence sexual behaviour. The test has three scales (CC-Sco, 

CC-Ss and CC-Sc): the first scale (CC-Sco) measures cognitive processes mediated by perceptive 

analysers (hearing, sight, tactile, olfactive and taste) and the way in which the individual adapts; the 

second scale (CC-Ss) refers to processing identified sensations as well as the way the individual 

adapts; and the last scale (CC-Sc) refers the way the individual manifests himself, adaptively or not 

during sexual intercourse. 

Genograma stimulilor sexuali (GSS) is an interactive informatics system mediated by a software 

application specialised in qualitative assessment of exciting stimuli which do or do not generate 

pleasure (Gpapp), relaxation (Grapp) and arousal (Geapp) of exciting stimuli is a projective test 

which qualitatively indexes exciting stimuli from 1 to 10 for pleasure (attraction), for relaxation (good 

mood) and arousal (stimulation), committed to memory throughout sexual acts in men and women. 

The features of the Gapp application facilitate access to a qualitative and dimensional assessment 

(pleasure, relaxation, arousal) of arousal stimuli that generate on a phone and/or tablet a 

clinical/nonclinical conceptualisation of the user with regard to sexual stimulus operationalisation on 

pleasure level (Gpapp), relaxation (Grapp) and arousal (Geapp). Gapp meets all security 

requirements, has good IT functionality and clinical/nonclinical discriminatory robustness, is 

accessible, easy to use and has an interface language adapted to the user’s cultural and educational 

level, so that the user develop compliance in reporting on sexual dysfunction, as well as optimise 

his/her intimate and couple life to the maximum. 

 

Third step, after completing step two and paying for the seven standardized protocols, called S-

ON Sextherapy© to resolve sexual dysfunctions, you will begin their examination, depending on the 

severity of the disorder standardized and validated protocols for sexual dysfunctions, identified in the 

first and second step. Once introduced into the protocols section, you will complete them step by step 

in order to get rid of your sexual and/or couple issues. Below is the description of each protocol 

separately. 
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Distributive thinking protocol has been scientifically validated to develop an adaptive cognitive-

behavioural involvement on arousal stimuli thereby improving erectile dysfunction, arousal in 

women, premature ejaculation, reduced sexual desire in men and women, orgasm in women and men 

and dyspareunia in women and men. 

Anticipated steps protocol, scientifically validated, uses the cognitive scenarios regarding the rules 

and the steps to be followed in re-learning the cognitive-behavioural participation on sexual stimuli. 

The technique has 5 cognitive steps/scenes to be followed contributing to the improvement of 

arousal in women, reduced sexual desire in men and women, orgasm in women and men as well as 

dyspareunia in women and men, but also in reducing erectile dysfunction and premature ejaculation. 

Scientifically validated multitasking protocol refers to several techniques for focusing on sexual 

stimuli to teach/reteach participant’s participation/focus during sexual intercourse on all relevant 

stimuli, thereby improving erectile dysfunction, arousal in women, premature ejaculation, reduced 

sexual desire in men and women, orgasm in women and men as well as dyspareunia in women and 

men. 

Relaxation protocol, scientifically validated, helps the client to relax and psychically release all 

disruptive stimuli. It helps the body to “defend itself” in less pleasant situations thereby improving 

erectile dysfunction, arousal in women, premature ejaculation, reduced sexual desire in men and 

women, orgasm in women and men, and dyspareunia in women and men. 

Scientifically validated performance anxiety management protocol starts from Emotional and 

Behavioural Rational theory issued to balance, flex and optimize dysfunctional negative emotions in 

individuals with irrational cognitions, rigid and dogmatic expectations about sex life, thereby 

improving erectile dysfunction, arousal in women, premature ejaculation, reduced sexual desire in 

men and women, orgasm in women and men as well as dyspareunia in women and men. 

Scientifically validated protocol for managing stressors stimulates disruptive factors 

identification, wishing to identify stressors, in order to optimize and solve issues that would interfere 

with sex life and couple’s relationship, thereby improving erectile dysfunction, arousal in women, 

premature ejaculation, reduced sexual desire in men and women, orgasm in women and men as well 

as dyspareunia in women and men. 

Improvement of couples issues protocol uses the most advanced paradigms validated from the 

perspective of couple and family psychotherapeutic schools (systemic couple and family 

psychotherapy, cognitive-behavioural psychotherapy, rational-emotional and behavioural 

psychotherapy, etc.) to evaluate, test and outline a valid protocol for resolving or optimizing the 

couple’s relationship there by improving erectile dysfunction, arousal in women, premature 

ejaculation, reduced sexual desire in men and women, orgasm in women and men, and dyspareunia 

in women and men. 

 

Step 4, in case no sexual disorders and/or couple issues were detected previously or you already 

solved these issues, S-ON can help you with five scientifically validated standardized protocols to 

optimize your sexual and/or couple performance and thereby to enjoy a quality sex life. Below is a 

description of each protocol to optimize your sex life and couple relationship. 

Effective sexual communication protocol has been validated for the development of couples’ 

abilities to communicate openly, tolerantly with regard to an adaptive sex life, helping them to 

perform in their intimacy, increasing their quality of sexual life. 

Behaviourist protocol was validated to develop the abilities of individuals to have adaptive and 

performance sex as well as to change maladaptive behaviours in order to maintain sexual health, 

helping couples to be the best in their intimacy thereby increasing the quality of their sexual life. 

Cognitive-sexual protocol has been validated for couples with absolutist and dogmatic cognitions 

regarding the perceptions of maladaptive couple and sexual relationship, for those who are 

nonparticipative on adaptive sexual stimuli as well as for those who use irrational cognitions while 

maintaining performance anxiety. This protocol proposes to modify maladaptive cognitions, helping 

the couples to be the best in their intimacy thereby increasing the quality of their sexual life. 
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Sexual emotional-affective protocol was validated to modify dysfunctional negative emotions, 

maladaptive affective states and emotional distress in couple’s relationships in order to perform and 

increase the quality of sexual life. 

Somato-sexual protocol was validated to teach couples how to harmonize with their own body, 

mind and anatomical-physiological states in order to perform and increase the quality of sexual life. 

 

CONCLUSION 

 

The purpose of this research was to con- struct, validate and standardize a new assessment and 

testing procedure for feminine and masculine sexual dysfunction. The procedure was named S-

DSMapp and is an application for computer, tablet, and mobile phone. The results obtained indicate 

high test validity, good fidelity in terms of internal consistency, as well as test-retest reliability. The 

large number of participants, as well as the descriptive statistical data obtained confirm the fact that 

the test is valid. 

Current approaches [16] claim that efficiency and willingness to take part in online or smartphone 

testing of software designed to assess mental and/or sexual disorders is much better than that for a 

pen-and-paper version or approaches involving face-to-face interaction with an interviewer. 

Moreover, we have a digitalized generation which needs a new way to assess sexual dysfunction. 

[17] Artificial intelligence is a good instrument for generating behaviour patterns in a test, for 

providing results to the respondent, and for the supervision, guidance, and counselling of participants. 

Using such a standardized assessment and testing instrument for sexual dysfunction comes to the 

aid of advanced technology users, be they specialists in the field of sexology or patients with sexual 

dysfunctions. [18] [19] [20] 
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Abstract 

 

Taking to consideration the anthropology venues, the medical disclosures regarding paraphilia, 

centered on paedophilia, the present paper tries to make an introduction review on the topic under 

discussion. However, regardless the type of studies made over the time, whether they consisted in 

questionnaires and forums where people were invited to comment upon this sexual disorder or 

deviation, to more complex medical research involving MRI scans and DNA analysis, none of them 

proved their effectiveness, or found a real cause. 
 

Keywords: paraphilia, paedophilia, child abuse, mental disorder, sexual deviation 

 

INTRODUCTION 

 

Sexual deviation or paraphilia is primary a general term used for a mental-sexual disorder, 

accepted on a large scale as being used for a sexual practice not approved by the social norms, an 

abnormality or a sexual perversion and characterized by getting sexual arousal from an object, strange 

situation, fantasy, etc. 

Among the most known sexual disorders we find voyeurism, exhibitionism, fetishism, frotteurism, 

sadism and masochism, paedophilia, telephone scatologia, necrophilia, partialism, coprophilia, 

klismaphilia and urophilia, etc. 

Some of the sexual deviated behaviours imply the use of psychological or physical violence 

(paedophilia, sadism-masochism), while others imply the use of abnormal objects or other beings 

(zoophilia, necrophilia), most of them having even a criminal involvement. 

From the psychiatric perspective, in the beginning the paraphilias were classified as cases of 

“psychopathic personality with pathologic sexuality”. 

One of the most studied paraphiliac disorders is the paedophilia, as it has the most criminal 

implications, the most innocent victims and is one of the most stigmatized mental disorders. 

The word paedophilia comes from the Greek word παῖς, παιδός (paîs, paidós), meaning “child”, and 

φιλία (philía), “friendly love” or “friendship”. 

 

Medical Perspective 

 

Nowadays, paedophilia is a psychiatric disorder in which an adult or older adolescent (at least 5 

years older than the victim), experiences a primary or exclusive sexual attraction to prepubescent 

children. 

Infantophilia is a sub-type of paedophilia; it is used to refer to a sexual preference for children 

under the age of 5 (especially infants and toddlers), other sub-type being the hebephilia (sexual 



International Journal of Advanced Studies in Sexology 

©Filodiritto Editore  53 

interest for children between 11-14 years old) although this term is not accepted by the DSM 5 

specialists. 

It is known that the paedophilia usually emerges before or during puberty and is stable over time. 

Although a lot of research has been done over time, none of them has found a real explanation for 

what causes it or maintains it, many specialists link it to childhood abuse. 

Starting from questionnaires and forums where people were invited to comment upon this sexual 

disorder or deviation, to more complex medical research involving MRI scans and DNA analysis, 

none of them proved their effectiveness, or found a real cause. 

In some recent researches, based on neurological grounds, the specialists have tried to investigate 

the mechanisms of sexual attraction to children, using the MRI scans but afterwards have reported 

many contradictory or non-replicated findings. Additionally, with the results the specialists related 

the level of bilateral activation in the above-mentioned regions to be positively correlated with ratings 

of perceived sexual arousal elicited by Visual perception of explicit pictures with children. The new 

findings disclosed those regions as possible candidate areas mediating sexual arousal in patients with 

paedophilic disorder. 

Another study revealed aberrant neuroanatomy and lower intelligence as a potential core feature 

underlying child sexual abuse behaviour by paedophiles. 

Other recent studies and researches with genetic implication have determined that the hormonal 

androgen system is closely linked to sexual development and behaviour. The study revealed there are 

alterations of the androgen system on a prenatal and endocrine level, but the people sample examinate 

were sexual child offenders, so the study cannot be specific for paedophilia, because it is a major 

difference between the two terms. While the child sexual offenders have the mental disorder of 

paedophilia, is not necessary that one paedophile to sexual abuse a child. 

These findings made the connections to the theories of testosterone-linked abnormalities in early 

brain development in delinquent behaviour and suggested possible interactions of testosterone 

receptor gene methylation and plasma testosterone with environmental factors. 

Although at the beginning of every study were found little differences between healthy and 

paraphilia suffering people (different levels of androgen, oestrogen, prolactin, corticotrophin, 

serotonin, and oxytocin), after running multiple different tests No associations remained significant, 

resulting that the paedophilia involves a complex of biological mechanism which affects the adult 

sexual interest in children. Still there were some researchers who stated that a very small effect sizes 

characterized the findings and several polymorphisms related to different hormonal functioning were 

initially related to the phenotype. 

But even so, a psychiatrist, Paul Fedoroff, of the University of Ottawa, recently published a paper 

entitled: “Can paedophilia be changed? Yes, It can!” 

Fedoroff’s perspective is that paedophilia is not a sexual orientation and he characterizes it as a 

form of “sexual interest” or something that a person happens to want to have sex with. In his opinion, 

sexual interest is something we gain through education, experience and observation and, as such, “can 

change throughout life” and that every person can educate the same way they educate their eating 

preferences – however, he does not claim that one can change the own sexual orientation. 

Fedoroff study involved analysing 43 men whose overall arousal was assessed on two separate 

occasions. At each test session, participants listened to erotic scenarios describing children or adults, 

while changes in their erectile status were recorded with a penile plethysmography (a penis ring that 

measures blood flow changes). If at first testing all men indicated a pattern of paedophile arousal at 

the second test about half of these men (49%) showed a change in the pattern of arousal at subsequent 

testing: the arousal caused by children decreased, while that aroused by adults increased. The 

participants were chosen strictly based on the fact that they were tested twice, regardless of whether 

or not they received any treatment. 

This unique study was severally criticised as it has no scientific grounds, moreover being known 

that a person could imagine a non-sexual thing just to be cleared from a paedophile stigmat. 

Most clinicians and researchers believe that paraphilic sexual disorder cannot be treated or altered, 

but that the therapy (both psychotherapeutic and pharmacological) can reduce the person’s discomfort 

with their paraphilia and limit any criminal behaviour, if present. 
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Sociological Perspective 

 

It is known that a paedophile most often chooses his careers that put him in direct contact with 

children, being often a respectable person, a teacher, a coach, etc. However, despite his jovial and 

friendly character he is or becomes aware that his sexual attitude, once discovered by others, can 

attract the oppression and anger of the society and a stigma for the rest of his life. To mask their vice, 

paedophiles often marry, to create the appearance of a normal state. 

In the overwhelming majority of cases, paedophiles are recruited among men. Although the onset 

of paedophilia can be at any age, most paedophiles consulted by physicians are middle-aged men. 

There is no evidence that paedophiles have changed their preference, from adult partners to 

children, as they grow older. The preferences seem to be established from the beginning of the sexual 

life. Paedophilia, however, in rare and less scandalous cases, also manifests itself among women. 

 

Juridical Perspective 

 

Contrary to public perception, child sex offending and paedophilia are not the same. 

The Romanian Criminal Code only sanctions act against minors whom the law considers abusive, 

but not mere sexual inclinations. As long as a deviant sexual inclination remains only at the level of 

ideas, feeling, emotion, it does not fall under the influence of the criminal law. 

From a statistical point of view only half of all cases of child sex abuses are motivated by 

paedophilic preference. 

However, studies that investigated clinical factors accompanying and contributing to paedophilia 

so far, mainly relied on paedophiles with a history of child sex abuse. 

Results indicated that psychiatric comorbidities, sexual dysfunctions and adverse childhood 

experiences were more common among paedophiles and child sex offenders than controls. Offenders 

and non-offenders differed in age, intelligence, educational level and experience of childhood sexual 

abuse, whereas paedophiles and non-paedophiles mainly differed in sexual characteristics (e.g., 

additional paraphilias, onset and current level of sexual activity). 

According to a recent newspaper article statistical grounds show that even now, when we, as a 

society that supposed to be made up by intellectual evolved human beings and to protect the children, 

in Romania, there are judges who solved cases of child sexual abuse that considered the acts to be 

consensual if the victim did not disclosed the fact to a close relative. One decision of the Apeal Court 

of Alba county stated: “Based on these testimonies and the fact that the victim did not tell her parents 

about the alleged abuse, the court concluded that the sexual acts were always initiated by the 

applicant and rejected the theory that the victim was unable to express the will”. 

Even though the Criminal Code specifies the discernment is excluded until 14 years, these judges 

blatantly disregarded the legal provisions, judging only by their intimate conviction. 

Moreover, even within the criminal code, some inaccuracies are strained, so although it is 

stipulated that until the age of 14 there is no discernment, these provisions apply only to the 

perpetrators, not to the victims. In case the victims were also applied, the correct legal classification 

would have been that of rape, because consent to a sexual act cannot be given if this consent is 

biologically lacking. 

 

CONCLUSION 

 

The ethiology of paedophilia remains largely unknown, but the disorder is thought to be caused 

by an undetermined distribution of psychological, sociological, biological and environmental factors. 

The relationships between biochemical and psychopathological signs suggest a role of biological 

mechanisms in the organization of abnormal sexual behaviour. The prevention consisting in the 

prompt intervention of the judicial system and society, by creating support centers for molested 

children would in the future diminish one of the causes found by the specialists as being responsible 

for the appearance of paedophilia. 
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If for ethical reasons it is not possible to intervene at the DNA level, not knowing too many details 

about this sexual deviance, social prevention could prove its utility on a large scale, especially since 

the number related to paedophiles who sexually molested children it is directly proportional to the 

abuses suffered by them in their own childhood, the deviant behaviour representing one of the 

victimization states to which they have evolved at present. 
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Abstract 

 

Sexual deviance is in some way a socially constructed phenomenon that shifts over time with 

public opinion. The various forms of sexual deviancy are grouped and defined utilizing the DSM-IV 

descriptions (American Psychitric Association, 1994), because this classification it is the most 

frequently used in forensic settings. Adult sexual assault is an essential focus of forensic psychology, 

variously diagnosed as sexual sadism, paraphilia NOS (not otherwise specified), or undiagnosed. 

Other forms of sexual deviance presented here include voyeurism, exhibitionism, frotteurism, 

sexual sadism, rape and paedophilia. Each category is briefly explored through its ethiology, course, 

epidemiology, assessment and treatment (Sbraga, 2004). Sexual sadism is said to be a disorder in 

which sexual satisfaction is reached and causing another suffering, physical or mental pain through 

humiliation. In this article, it’s about addressing some theoretical aspects regarding the sexual 

deviance, but also the exemplification of a paraphilic category, namely sexual sadism. 
 

Keywords: sexual deviance, sadism, paraphilic category, sexual behaviour 

 

INTRODUCTION 

 

The concept of sexual deviance refers to the nature of sexual behaviour that is nonconforming whit 

expectations or societal norms, is of maladaptive nature and interferes with the individual functioning 

(Laws and O’ Donohue, 1997; Paulauskas, 2012). Sexually deviant behaviours are identified by one 

or more of the following standards: degree of consents, the nature of the person or object involved in 

the action, the actual action and body parts that are utilized, the setting in which the behaviour is 

performed. 

In clinical literature sexual deviance is referred to as Paraphilia and manifests itself as a disorder 

characterized by recurrent, intense sexually arousing fantasies, sexual urges or behaviours involving 

nonhuman objects, suffering and humiliation of oneself or one’s partner, children and other non-

consenting persons. A period of six months lasts these fantasies, behaviours or urges, and they cause 

distress or interpersonal difficulties (DSM – IV – TR, 2000; Paulauskas, 2013). 

Sexual deviance encompasses a wide spectrum of sexually aberrant behaviours and ranges from 

exhibitionism, fetishism, voyeurism, paedophilia, to incest and sadistic rape at the extreme end. Many 

researchers, clinicians and law enforcement representatives consider this behaviour as a major mental 

health and criminal justice problem. Other terms related to sexual deviance include: sexually 

abnormal behaviour, sexual perversion, sexual assault, and sexual offending; however, their 

meanings are not identical and the terms are often used in different contexts (Paulauskas, 2013). 

According to the classification made by J. Gagnon and W. Simon (1967), there are three types of 

sexual deviance, depending on the magnitude of the deviation and the degree of tolerance manifested 

by the community. 
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Normal sexual deviance, including behaviours, acts or preferences characterized by a low 

correspondence between social rules, legal prescriptions and the behaviours of individuals (the case 

of masturbation, pre-marital sexual relations, oral sex, etc.), practices that have become permissive 

behaviours and tolerated, given their private character which does not come into open conflict with 

moral, medical or legal requirements. Moreover, in a functionalist conception, such acts, are 

considered to have a beneficial character for the society, given that they fulfil numerous social 

functions with a “sublimation” character. The “normal” sexual deviance is, from this point of view, 

a kind of “neutral deviance” that does not affect either society or individuals, having the ability to 

orient biological impulses to socially desirable paths. 

The pathological sexual deviance takes into account those cases where there is a high 

correspondence between the social norms, the legal prescriptions and the behaviours of the 

individuals. Following the predominantly individual character of this form of deviance, its labelling 

is based, rather, on the invocation of medical criteria rather than social or cultural norms. For example: 

rape, incest and paedophilia acts. 

Group sexual deviance occurs when the sexual behaviours of individuals are associated with the 

norms and values of distinct subcultures, which is why it is also called “subcultural” deviance. These 

subcultures are characterized by a double status: on the one hand, they are stigmatized and 

marginalized in relation to the domination of the legitimate sexual culture, on the other hand, within 

their individuals they acquire security and their full identity. The most relevant examples of 

subcultural deviance are mentioned, prostitution and homo-sexuality, which imply different or 

alternative forms of organization, behaviour, norms and values compared to those of “legitimate” 

forms of sexuality. 

According to the secretive, immoral and criminal nature of most sexually deviant behaviours, the 

actual extent and prevalence of this phenomenon is really unknown. Among the most common 

paraphilic acts committed by sex offenders are child molestation, rape, exhibitionism and voyeurism 

(Abel et al., 1987). 

The deviant sexual phenomena have to be present over a period of at least six months in order to 

meet criteria for one of the following nine paraphilic categories: exhibitionism; paedophilia; 

fetishism; frotteurism; sexual masochism; sexual sadism, transvestic fetishism and voyeurism (Saleh 

and Berlin, 2008). 

John Money (1984) identified over 32 different and distinct paraphilias. Based on the 

phenomenological feature, he defined six sub-types of paraphilias, such as: the sacrificial; the 

predatory; the mercantile; the fetish; the eligibility and the allurement. 

 

Sexual Sadism: Definition, Ethiology, Assessment and Treatment 

 

Sexual sadism is an extracting sexual pleasure from causing pain to another living being. From 

(1977), describe sadism as the drive to have absolute control over another person or animal. Sadism 

is commonly seen in individuals with additional paraphilias. The study from Abel et al., (1988), found 

that 18% of their sample of sex offender sadists were also masochistic, 46% had raped, 21% had 

exposed themselves, 25% are engaged in voyeurism, 25% had engaged in frotteurism and 33% are 

engaged in paedophilia. The collected data on 30 sexual sadists by the FBI show their most interesting 

findings that include a percent of their sample with a history of 43% of homosexuality, more than 

50% had no prior criminal record and 50% had a history of drug abuse after alcoholism (Dietz, 

Hazelwood and Warren, 1990). Dietz and his colleagues also found these men to be profoundly 

narcissistic. Although some sadists appear to stay within the realm of consensual sadomasochistic 

activities with a masochistic partner (Hucker, 1990), others seem to thrive on inflicting pain on a non-

consenting person. 

 

Ethiology 

 

Report data show a number of 75% sadistic males declarations that they have been aware of their 

deviant interests prior to adulthood (Breslow, Evans and Langley, 1985; Spengler, 1977). On the 
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other side, according to Scott (1983), sadistic females tend to become involved in the behaviours 

through adult relationships with masochistic men, discovering pleasure in sadism through its practice. 

In the literature there are three theories regarding sexual sadism, namely: psycho-analytic, 

behavioural and biological theories. 

In the psychoanalytic theory, Freud (1961) affirms that sadism originates when a child 

misinterprets sex as a painful by observing his parents having sexual relations. 

Behavioural theory is about: conditioned sexual arousal followed by masturbation and sexual 

fantasies that are reinforced encapsulates behaviourist thought on the basic origins of sadistic 

behaviour (McGuire, Carlisle and Young, 1965). 

Biological theory: It has been hypothesized that neurological abnormalities may be responsible for 

sexual sadism. Several studies have found mild associations between sadism and temporal lobe 

abnormalities (Graber et al., 1982; Hucker et al., 1988; Gratzer and Bradford, 1995). It seems possible 

that these abnormalities could also be the result of physiologically and psychologically painful sex or 

an un-identified third variable. Other studies have examined hormonal differences between sexual 

sadists and controls without finding any significant differences (Bain et al., 1987). 

 

Assessment 

 

According to Holmes and Holmes (1994) to understand what elicit and maintain sexual sadism 

involves assessing four major areas. These four areas include having fantasies about inflicting pain, 

being attached to an inanimate object or part of the body, engaging in ritualism that focused on the 

suffering of others and they feel a compulsion to act out sadistic fantasies. Some of this information 

may be gathered through the self-report of the psychological testing and the perpetrator, while 

plethysmography and using of the records reviews, particularly accounts of the crimes provides a 

useful data (Sbraga, 2003). 

Psychological tests that may have investigative or treatment utility with sexual sadists are those 

that include both sexual and aggressive factors. These instruments: Sexual aggression scale (ASA) 

(Malamuth, 1989) and the Multidimensional assessment of sex and aggression (MASA) (Knight, 

Prentky and Cerce, 1994) have the strongest psychometric properties. The ASA was designed to 

measure the appeal of sexual aggression. All scales have an internal consistency ranging from .78 to 

.92 with high test-retest reliability. The MASA was designed to measure aggressive and sexual 

fantasies, cognitions, and behaviours. The internal consistency is in the acceptable range, with all 

scales at least .60 and 89 percent of them higher than .80. Test-retest reliability is also acceptable 

(Sbraga, 2003). 

Fedora, et al., (1992) found a distinctive phallometric profile for sexual sadists. Sexual sadists in 

their study became sexually aroused to slides of nonsexual violence against fully clothed women, 

unlike comparison participants. In addition to finding a distinct pattern of responding that corresponds 

to physical violence against women, a separate sadistic profile demonstrates deviant arousal to the 

domination and humiliation of women (Thornton, 1993; Sbraga, 2003). 

 

Treatment 

 

Treatment objective for sexual sadists include controlling deviant sexual arousal, increasing victim 

empathy, modifying cognitive distortions, and increasing social competency and balance in the 

lifestyle (Sbraga, 2003). 

Techniques for modifying deviant sexual arousal include electroshock, olfactory aversion, covert 

sensitization, vicarious sensitization, masturbatory satiation and reconditioning, and chemical 

castration (Sbraga, 2003). 

Victim empathy training includes elements such as: meeting with victims of sexual aggression, 

hearing audiotaped 911 calls from frantic victims, watching videos of victims describing their 

experiences, writing unsent letters to victims, and discussing personal victimization experiences 

while relating one’s experience to the experience of other victims (Sbraga, 2003). 
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Changing cognitive distortions involves the identification of distorted thinking and issuing 

challenges to those thoughts, typically in a group therapy format. Increasing social competency may 

mean different skills, training for different offenders based on individual deficits. Some offenders 

may be inept in general communication. Others may have problems with assertiveness, intimacy, or 

anger (Sbraga, 2003). 

Lifestyle balance also implies different needs for different offenders. Some offenders have 

problems with substance abuse, and others do not. Others may need treatment for other types of 

unbalanced behaviour that establishes or maintains their deviance, such as viewing pornography, 

gambling, or isolating themselves from others. Established adjunctive treatments may be necessary 

to meet the unique needs posed by a particular presentation of sexually deviant behaviour (Sbraga, 

2003). 

 

CONCLUSION 

 

Sexual deviations are defined as sexual behaviour disorders that can take many forms. These 

disorders are classified into three groups: deviations regarding the partner’s choice, disorders related 

to a seduction behaviour and the sexual act itself. People with deviant sexual behaviour usually use 

sex to get rid of other problems, such as loneliness, depression, anxiety or stress. They can continue 

to engage in risky sexual behaviours, despite the fact that serious consequences can occur, such as 

health problems, sexually transmitted diseases or loss of relationship. Affected persons require 

medication or psychological treatment, especially when sexual disturbances harm others, such as 

paedophilia, sexual sadism. 
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Abstract 

 

Zoophilia is a paraphilia through which the perpetrator has sexual pleasure of having sex with 

animals. Most countries have laws against this practice. Zoophilia can be classified in several ways 

according to the criteria chosen by the author. In principle, sexual contact between humans and 

animals has a lot of names such as zoophilia, bestiality and zooerasty. These terms continue to be 

used in different ways by different authors, usually creating a certain amount of confusion. Someone 

suggested that a mathematical classification of zoophilia, which could group all the nuances of 

zoophilia into different numerical classes, could be a way to put an end to this confusion. Parkinson’s 

disease (PD) is clinically defined by specific symptoms such as bradykinesia, muscle rigidity, postural 

instability and resting tremor. The diagnosis is based on the presence of these symptoms and an 

appropriate response to treatment with Levodopa. However, non-motor symptoms, including sexual 

dysfunction, are common and least recognized in PD patients. Zoophilia is an aberrant sexual 

behaviour that can be found in Parkinson’s disease. In this study, a clinical picture of this sexual 

perversion is described and the possible causal relationship between this impulsive disorder and 

Parkinson’s disease therapy is discussed. 
 

Keywords: Zoophilia, Parkinson disease, Levodopa, Hypersexuality 

 

INTRODUCTION 

 

Zoophilia is more common in comorbidity with other paraphilia. Zoophilia is presented as an early 

sign of the psychotic process, it is for us to conclude how, during the detection of such deviant sexual 

behaviour, it is important to pay attention to all other psychopathologies in order to gain a perspective 

on the possible beginning. 

An increase in sexual interest and/or libido related to antiparkinsonian therapy has been well 

described. 

Less frequent and less reported are the occurrences of sexual deviance in combination with 

antiparkinsonian drugs. Such incidents include states of hypersexuality, transvestite fetishism, 

zoophilia and internet pornography. Many cases of infidelity were also reported. The reported cases 

indicate that a reduction or modification of the antiparkinsonian drugs can lead to a reduction or at 

least a partial improvement of the abnormal sexual behaviour. We identified several cases of aberrant 

sexual behaviour that appear to have occurred again in combination with levodopa therapy or other 

drugs used in Parkinson’s disease. 
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Theoretical Approaches 

 

Case 1: 

A 63-year-old patient, married and resident of a rural area in north-eastern Brazil, was analysed. 

The patient was diagnosed with Parkinson’s Disease presenting the first motor symptoms almost 

22 years ago. In a routine visit to the doctor his wife reported that on two occasions she saw the 

patient trying to have sex with animals (donkeys). On the second occasion, the patient appeared to 

have spatial disorientation, followed by intense feelings of guilt, with even threats of suicide. Even 

before the episodes, the wife states that the patient already had marked hypersexuality, accompanied 

by erectile dysfunction. Moreover, he showed signs of sadness and insomnia, plus an episode of panic 

attack. His behavioural changes, according to his wife, began many years before. 

Since the initial diagnosis, the patient has used several variants of therapy: Biperiden, Pramipexol 

associated with Levodopa. In time he underwent a pallidotomy. After the operation, there was a 

significant improvement in motor symptoms, the patient remained without medication for six months, 

after which Levodopa was reused. With the development of motor symptoms, Selegiline and 

Entacapone were introduced into therapy. In the next period the patient developed episodes of 

hypersexuality, as well as episodes of zoophilia. 

 

Case 2: 

A 29-year-old man began to raise his right hand at the age of 26. He later observed slowing, 

stiffness and trembling of the right hand, and the patient was diagnosed with Parkinson’s disease with 

young onset (PD) and was initially treated with selegiline. Subsequently the patient developed 

personality disorders and mood changes. Treatment was changed and pramipexole and ropyrinol were 

used. After 6 months, treatment with Levodopa was instituted. After a while he began to develop 

obsessive compulsive disorder. Later he began to watch excessive pornography on the Internet and 

began to show episodes of zoophilia. 

 

Case 3: 

A 77-year-old man living in a disadvantaged environment, with a very low level of education, was 

diagnosed with advanced stage PD with all the symptoms specific to this pathology. 

He was sent to a thorough check-up where he was diagnosed, the specific therapy of this pathology 

was instituted and his progress was monitored. It was later found that he developed hypersexuality 

with manifestations of zoophilia one week after starting the specific treatment with levodopa. The 

treatment was changed with selegiline, the changes were observed and it was found that 

hypersexuality with zoophilic manifestations disappeared. 

 

CONCLUSIONS 

 

Zoophilia is more common in men with low educational status, living in rural areas, as well as in 

psychiatric patients with mood disorders, substance abuse and anxiety. 

Hypersexuality in Parkinson’s disease occurs in about 2-6% of patients with PD related to 

dopaminergic treatment. It is stressed how crucial it is to evaluate the sexuality of PD patients and to 

explain these adverse effects to the families involved. 

The association between PD and behavioural disorders has been very often reported. Non-motor 

symptoms are an integral part of PD and cause significant morbidity. Pharmacological therapies, also 

contributing to the alleviation of the motor symptoms of the disease, also produce adverse behavioural 

manifestations. 

Klos et al., demonstrated a close relationship between pathological hypersexuality and adjuvant 

therapy with the dopamine agonist. 

Of the 15 patients analysed, hypersexuality started eight months after starting dopaminergic 

agonist therapy in 14 cases, including four who were on their own. 

The development of hypersexuality with zoophilia may be considered a possible complication of 

the established therapy, as the disappearance of symptoms was directly associated with the 
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discontinuation of Selegiline and the decrease of the dose of Levodopa. However, due to the few 

reports in the literature on the occurrence of aberrant sexual behaviours in PD, we cannot rule out the 

possibility that such symptoms are correlated with the evolution of the disease. 
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Abstract 

 

Formerly known as Voyeurism in DSM-IV, this disorder refers to (for over a period of at least 6 

months) having recurrent, intense sexually arousing fantasies, sexual urges, or behaviours involving 

the act of observing an unsuspecting person who is naked, in the process of disrobing, or engaging in 

sexual activity. The person being considered for this disorder, in some way, has acted on these urges 

towards a nonconsenting person or the sexual fantasies/urges cause clinically significant distress or 

impairment in social, occupational, or other important areas of functioning. 
 

Keywords: voyeurism, disorder, sexual arousal, fantasies 

 

INTRODUCTION 

 

Voyeurism-involves the act of looking at individuals who do not realize that they are, as a rule, 

strangers, who are naked, in the process of stripping or engaged in sexual activity. 

 

Theoretical Approaches 

 

Voyeurism, sometimes called scopophilia, is the observation of the sexual activity of other people 

repeatedly, as a preferred means of obtaining sexual arousal. The act of peeping is directed at foreign 

persons, who do not know they are watched, who are in the bare pill (nudes), or are stripped of or 

engaged in a sexual act, without being followed by the attempt to maintain sexual relations. with 

these. 

Voyeurism is a disorder of heterosexual individuals who have inappropriate sexual activity. 

Although they hide themselves so they cannot be seen, they are often caught on the fact or by the 

victim or more often by passers-by. Orgasm, following sexual arousal through watching, occurs 

through masturbation during voyeuristic activity or later, when he remembers what he saw. 

Voyeurism is apparently more common in men, but its prevalence is not known. The onset seems 

to occur before the age of 15, in adolescence, as an expression of sexual curiosity being replaced by 

normal sexual intercourse. With the passage of time, this activity can be chronicled, continuing to 

shoot with the eye, even if shy, especially in places where people walk naked (e.g., beaches with 

nudists). A new variant of voyeurism is listening to erotic conversations, such as sex on the phone. 

The object of voyeurism is to observe unsuspecting individuals who are naked, in the process of 

undressing or engaging in sexual acts. The person being observed is usually a stranger to the observer. 

The act of looking or peeping is undertaken for the purpose of achieving sexual excitement. The 

observer generally does not seek to have sexual contact or activity with the person being observed. If 

orgasm is sought, it is usually achieved through masturbation. This may occur during the act of 

observation or later, relying on the memory of the act that was observed. Frequently, a voyeur may 
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have a fantasy of engaging in sexual activity with the person being observed. In reality, this fantasy 

is rarely consummated. 

A number of states have statutes that render voyeurism a crime. Such statutes vary widely 

regarding definitions of voyeurism. Most states specifically prohibit anyone from photographing or 

videotaping another person, without consent, while observing that person in the privacy of his home 

or some other private place. There is no scientific consensus concerning the basis for voyeurism. Most 

experts attribute the behaviour to an initially random or accidental observation of an unsuspecting 

person who is naked, in the process of disrobing, or engaging in sexual activity. Successive repetitions 

of the act tend to reinforce and perpetuate voyeuristic behaviour. 

The act of voyeurism is the observation of an unsuspecting person who is naked, in the process of 

disrobing, or engaging in sexual activity that provides sexual arousal. 

To be clinically diagnosed, the symptoms must include the following elements: 

• recurrent, intense or sexually arousing fantasies, sexual urges, or behaviours, 

• fantasies, urges, or behaviours that cause significant distress to an individual or are disruptive 

of his or her daily functioning. 

According to the mental health professional’s handbook, Diagnostic and Statistical Manual of 

Mental Disorders, two criteria are required to make a diagnosis of voyeurism: 

• Over a period of at least six months, an individual must have recurrent, intense, sexually 

arousing fantasies, sexual urges, or behaviours that involve the act of observing an 

unsuspecting person who is naked, in the process of disrobing, or engaging in sexual activity. 

• The fantasies, sexual urges, or behaviours must cause clinically significant distress or 

impairment in social, occupational, or other important areas of functioning. In order for a 

condition to be labelled “voyeurism,” the fantasies, urges, or behaviours to watch other 

persons must cause significant distress in the individual or be disruptive to his or her daily 

functioning. 

 

CONCLUSIONS 

 

For treatment to be successful, a voyeur must want to modify existing behaviour patterns. This 

initial step is difficult for most voyeurs to admit and then take. Most must be compelled to accept 

treatment. 

This may often be the result of a court order. Behavioural therapy is commonly used to try to treat 

voyeurism. The voyeur must learn to control the impulse to watch non-consenting victims, and just 

as important to acquire more acceptable means of sexual gratification. Outcomes of behavioural 

therapy are not known. There are no direct drug treatments for voyeurism. 

Voyeurism is a criminal act in many jurisdictions. It is usually classified as a misdemeanour. As a 

result, legal penalties are often minor. The possibility of exposure and embarrassment may deter some 

voyeurs. It is also not easy to prosecute voyeurs as an attempt to watch is difficult to prove. In their 

defense statements, they usually claim that the observation was accidental. 

Most experts agree that providing guidance regarding behaviour that is culturally acceptable will 

prevent the development of a paraphilia such as voyeurism. 

The origin of some instances of voyeurism may be accidental observation with subsequent sexual 

gratification. There is no way to predict when such an event and association will occur. Members of 

society at large can reduce the incidence of voyeurism by drawing curtains, dropping blinds or closing 

window curtains. 

Reducing opportunities for voyeurism may reduce the practice. 

The prognosis for eliminating voyeurism is poor because most voyeurs have no desire to change 

their behaviour pattern. 

Since voyeurism involves non-consenting partners and is against the law in many juris- dictions, 

the possibility of embarrassment may deter some individuals. 
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Abstract 

 

Fetishism, as a technical descriptor of atypical sexual behaviour, was noted in the writings of the 

well-known nineteenth century French psychologist Alfred Binet (1857-1911) (Binet, 1887) as well 

as prominent European sexologists Richard von Krafft-Ebing (1840-1902) (Krafft-Ebing, 1886), 

Havelock Ellis (1859-1939) (Ellis, 1906), and Magnus Hirschfeld (1868-1935) (Hirschfeld, 1956). In 

their seminal writings, all of the afore mentioned sexologists used the terms “fetish” and “fetishism” 

to specifically describe an intense eroticization of either non-living objects and/or specific body parts 

that were symbolically associated with a person. Fetishes could be non-clinical manifestations of a 

normal spectrum of eroticization or clinical disorders causing significant interpersonal difficulties. 

Ellis (1906) observed that body secretions or body products could also become fetishistic 

expressions of “erotic symbolism”. Freud (1928) considered both body parts (e.g., the foot) or objects 

associated with the body (e.g., shoes) as fetish objects. For the purposes of this review, a “broader” 

historically based core definition for Fetishism will include intense and recurrent sexual arousal to: 

non-living objects, an exclusive focus on body parts or body products. 
 

Keywords: fetishism, Paraphilia, Partialism, DSM-V 

 

INTRODUCTION 

 

The etymology of the word the word fetish derives from the French fétiche, which comes from the 

Portuguese feitiço (“spell”), which in turn derives from the Latin facticius (“artificial”) and facere 

(“to make”). A fetish is an object believed to have supernatural powers, or in particular, a man-made 

object that has power over others. Essentially, fetishism is the attribution of inherent value or powers 

to an object. Fétichisme was first used in an erotic context by Alfred Binet in 1887. 

The first recorded use of the word Fetishist to indicate an object of desire, someone who is aroused 

due to a body part, or an object belonging to a person who is the object of desire was in 1897 (Harper, 

2014). There are those to whom an object or body part has the power to captivate and enthral. Such 

a focus itself is not considered a disorder, unless it is accompanied by distress or impairment. 

Fetishistic Disorder is a DSM-5 (Diagnostic and Statistical Manual of Mental Disorders, fifth 

edition), diagnosis assigned to individuals who experience sexual arousal from objects or a specific 

part of the body which is not typically regarded as erotic. Almost any body part or object can be a 

Fetish. 

Examples include: clothes, shoes, stockings, gloves, hair, or latex (Comfort, 1987). Fetishists may 

use the desired article for sexual gratification in the absence of a partner, by touching, smelling, 

licking, or masturbating with it (Meston & Frohlich, 2013). Fetishism is seen almost exclusively in 

men, and 25% of men with Fetishes are homosexual (Meston and Frohlich, 2013). In some cases, 

Fetishistic Disorder is a result of Classical and Operant Conditioning. 
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One possible Scenario: A neutral stimulus, such as a pair of knee-high leather boots are worn by 

a woman. Foreplay begins, and the boots are removed to the accompaniment of growing sexual desire, 

which is an unconditioned response. The association between the unconditioned response of sexual 

desire during foreplay turns the previously neutral stimulus of knee-high leather boots into a 

conditioned stimulus. Through repeated trials, e.g., sexual encounters, the boots produce a 

conditioned response of sexual arousal through the sensory stimuli of the smell, appearance, and 

texture of the boots. Sex may not be as satisfying, or erection may not even be possible unless leather 

boots are present. Operant Conditioning can occur as the person will experience anticipatory pleasure 

or reinforcement from the process of coming into contact with the boots. 

 

Theoretical Approach 

 

Symptoms of Fetishistic Disorder 

According to the DSM-5, there are three criterions for Fetishistic Disorder, and four specifiers that 

can be applied: 

A. Over a six-month period, the individual has experienced sexual urges focused on a non-genital 

body part, or inanimate object, or other stimulus, and has acted out urges, fantasies, or 

behaviours. 

B. The fantasies, urges, or behaviours cause distress, or impairment in functioning. 

C. The Fetishistic object is not an article of clothing employed in cross dressing, or a sexual 

stimulation device, such as a vibrator. 

• Specifiers for the diagnosis of Fetishistic Disorder include the type of stimulus which is the 

focus of attention. 

• Body Part(s) (non-genital or erogenous areas of the body – e.g., feet or hair). This is also 

referred to as Partialism- preoccupation with a part of the body rather than the whole person. 

• Non-living Object(s) e.g., shoes or boots. 

• Other-situations or activities – e.g., – smoking during sex. 

Other specifiers are: 

In a controlled environment where Fetishistic Disorder cannot readily be engaged in, such as an 

institutional setting. 

In remission: No distress or impairment of functioning for a five-year period, exclusive of a 

controlled environment (American Psychiatric Association, 2013). 

 

Causes 

Paraphilias such as fetishistic disorder typically have an onset during puberty, but fetishes can 

develop prior to adolescence. No cause for fetishistic disorder has been conclusively established. 

The DSM-5 notes that Fetishistic Disorder typically emerges at the onset of puberty, or less 

typically, prior to adolescence. The severity of the disorder can wax and wane over the lifespan, and 

is noted to appear almost exclusively in males (American Psychiatric Association, 2013). 

Some theorists believe that fetishism develops from early childhood experiences, in which an 

object was associated with a particularly powerful form of sexual arousal or gratification. Other 

learning theorists focus on later childhood and adolescence and the conditioning associated with 

masturbation and puberty. Behavioural learning models suggest that a child who is the victim or 

observer of inappropriate sexual behaviours may learn to imitate or later be reinforced for the 

behaviour. 

Compensation models suggest that these individuals may be deprived of normal social sexual 

contacts, and thus seek gratification through less socially acceptable means. 

In cases involving males, some experts have suggested that fetishistic disorder may stem from 

doubts about one’s own masculinity, potency, or a fear of rejection and humiliation. By using 

fetishistic practices to exert control over an inanimate object, the theory goes, an individual may 

safeguard himself from or compensate for feelings of inadequacy. 

 

 



International Journal of Advanced Studies in Sexology 

©Filodiritto Editore  69 

Prevalence 

The prevalence of fetishism is not known with certainty. The majority of fetishists are male. In a 

2011 study, 30% of men reported fetishistic fantasies, and 24.5% had engaged in fetishistic acts. Of 

those reporting fantasies, 45% said the fetish was intensely sexually arousing. In a 2014 study, 26.3% 

of women and 27.8% of men acknowledged any fantasies about “having sex with a fetish or non-

sexual object”. A content analysis of the sample’s favourite fantasies found that 14% of the male 

fantasies involved fetishism (including feet, nonsexual objects, and specific clothing), and 4.7% 

focused on a specific body part other than feet. None of the women’s favourite fantasies had fetishistic 

themes. 

Another study found that 28% of men and 11% of women reported fetishistic arousal (including 

feet, fabrics, and objects “like shoes, gloves, or plush toys”). 18% of men in a 1980 study reported 

fetishistic fantasies. 

Fetishism to the extent that it becomes a disorder appears to be rare, with less than 1% of general 

psychiatric patients presenting fetishism as their primary problem. It is also uncommon in forensic 

populations. 

 

Risk Factors 

The DSM-5 does not specify risk factors for the development of Fetishistic Disorder. (American 

Psychiatric Association, 2013). As noted in Introduction, Fetishistic Disorder can result from 

Classical and Operant Conditioning associated with an early sexual encounter. 

 

Comorbidity 

The Fetishistic Disorder can be comorbid with Hypersexuality and other paraphilias. Fetishistic 

Disorder can also occur in the context of a neurological disorder, though this is rare (American 

Psychiatric Association, 2013). 

 

Treatment for Fetishistic Disorder 

Fetishistic fantasies are common and, in many cases, harmless. According to the DSM definition, 

they should only be treated as a disorder when they cause distress or impair a person’s ability to 

function normally in day-to-day life. 

Fetishistic disorder tends to fluctuate in intensity and frequency of urges or behaviour over the 

course of an individual’s life. As a result, effective treatment is usually long-term. 

Though the DSM-5 does not specify particular treatments, successful approaches have included 

various forms of therapy as well as medication therapy (such as SSRI’s or androgen deprivation 

therapy). Some prescription medications may help to decrease the compulsive thinking associated 

with fetishistic disorder. This allows a patient to concentrate on counselling with fewer distractions. 

Increasingly, evidence suggests that combining drug therapy with cognitive behavioural therapy 

can be effective, although research on the outcome of these therapies remains inconclusive. A class 

of drugs called antiandrogens can drastically lower testosterone levels temporarily, and have been 

used in conjunction with other forms of treatment for fetishistic disorder. This medication lowers sex 

drive in males and thus can reduce the frequency of sexually arousing mental imagery. 

The level of sex drive is not consistently related to the behaviour of those with fetishistic disorder, 

and high levels of circulating testosterone do not predispose a male to paraphilias. That said, 

hormones such as medroxy-progesterone acetate (Depo-Provera) and cyproterone acetate help 

decrease the level of circulating testosterone, potentially reducing sex drive and aggression – and, in 

the case of an individual with fetishistic disorder, potentially resulting in a reduction of the frequency 

of erections, sexual fantasies, and initiation of sexual behaviours, including masturbation and 

intercourse. Hormones are typically used in tandem with behavioural and cognitive treatments. 

Antide-pressants such as fluoxetine (Prozac) may also decrease sex drive but have not been shown 

to effectively target sexual fantasies themselves. 

Some research suggests that cognitive-behavioural models may be effective in treating people with 

paraphiliac disorders. Aversive conditioning, for instance, involves using negative stimuli to reduce 

or eliminate a behaviour. One approach, called covert sensitization, entails the patient relaxing and 
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visualizing scenes of deviant behaviour, followed by a visualization of a negative event. Another 

approach, known as assisted aversive conditioning, is similar to covert sensitization, except the 

negative event is made real (for example, a foul odour is pumped in the air by the therapist). In both 

treatments, the goal is for the patient to associate the deviant behaviour with the negative event (either 

the visualized event, or the foul odour). 

Reconditioning techniques center on immediate feedback given to the patient so that the behaviour 

will change right away. For example, a person might be connected to a biofeedback machine that is 

linked to a light, then taught self-regulation techniques that will keep the light within a specific range 

of colour. They then practice doing this while being exposed to sexually stimulating material. 

Masturbation training might focus on separating the pleasure of masturbation and climax from the 

deviant behaviour. 

 

Impact on Functioning 

Fetishistic Disorder can impact intimate relationships. If the Fetish is absent from a sexual 

encounter, it can result in sexual dysfunction, such as inability to achieve or maintain an erection 

(American Psychiatric Association, 2013). It is noted that paraphilias in general, including fetishism, 

are correlated with general psychosocial impairment, including being victims of physical abuse, lower 

educational level, inpatient admissions mental health or substance abuse treatment, disability, 

unemployment, involvement with criminal justice, increased risk of STI’s (Sexually Transmitted 

Infections) and comorbid mental health disorders (Marsh, Odlaug, Thomarios, Davis, Buchanan, 

Meyer, & Grant, 2010). Criminal behaviour may be involved with Fetishistic Disorder, such as 

breaking and entering to steal articles of clothing, or unwanted contact, such as touching a strange 

woman’s feet in public. The individual with Fetishistic Disorder may experience guilt, shame, and 

humiliation if they are unable to contain their desires and act out in public. 

 

Differential Diagnosis 

There are several diagnostic rule-outs for the clinician to consider. In the DSM-5, disorders such 

as transvestic Disorder, Sexual Masochism, and Fetishistic behaviour without Fetishistic Disorder 

(American Psychiatric Association, 2013). Transvestic disorder specifically involves a man dressing 

in typical woman’s clothing, whereas Fetishistic disorder would involve handling, smelling, and 

masturbating with an article of woman’s clothing. Woman may also wear men’s clothes with little or 

no social stigma. Sexual Masochism involves sexual gratification from the infliction of pain or 

discomfort on another. An article used for Masochistic behaviours, such as a ligature for restraint, 

may acquire independent Fetishistic properties, but the act of restraint with a ligature during sexual 

activity and becoming aroused from the discomfort of one’s partner is a Masochistic act, and a 

different diagnosis. 

There are also individuals who use Fetishes for sexual arousal with a partner who is agreeable to 

the behaviour, and do not experience distress or impairment of sexual functioning, in which case the 

behaviour does not reach the clinical threshold of a disorder. 

 

Is There New Empirical Information About Partialism and Fetishism Relevant to DSM-V? 

Apart from single or very small sample case reports, before 1990, the only descriptive empirical 

articles or clinical samples that included more than 25 men with Fetishism were by Krafft-Ebing 

(1965), Stekel (1952), Gosselin and Wilson (1980), and Chalkley and Powell (1983). All of these 

investigators used the ‘‘broader’’ or an ambiguous definition of Fetishism. 

Gosselin and Wilson’s sample (n=125) was derived from volunteers in membership organizations 

such as The Mackintosh Society for rubber fetishists (n=87) and the Atom-age correspondence club 

for leather fetishists (n=38). Chalkey and Powell’s modestly sized clinical sample was derived from 

carefully culling over 20 years of discharge diagnoses from two major hospitals in London. 

From these samples, the clinical cases described by Krafft Ebing, Ellis, Hirschfeld, and Stekel and 

some additional contemporary data (Junginger, 1997; Scorolli, Ghirlanda, Enquist, Zattoni, & 

Jannini, 2007; Weinberg, Williams, &Calhan, 1994, 1995), several consistent clinical observations 

about Fetishism have emerged: 
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1. Many males who self-identify as fetishists in community or convenience samples do not 

necessarily report clinical impairment in association with their fetish or fetish associated 

behaviours. Thus, many “fetishists” do not meet criteria for a psychiatric diagnosis of 

Fetishism that is associated with significant personal distress or psychosocial (including 

sexual) role impairment. 

2. Fetishes, as with other paraphilic disorders, are almost exclusively male disorders. Clinically 

significant fetishes typically develop in childhood or early adolescence and are usually 

persistent sexual preferences. 

3. Fetishes can co-occur with other paraphilic behaviours, especially “sadomasochism” and 

transvestic fetishism but are uncommon amongst sexual offender paraphiliacs. 

4. Men with clinically significant fetishes may steal and collect their fetishistic objects. 

5. A male with a single fetish may have multiple fetishes, including preferential sexual arousal 

to both body parts and non-living objects. 

6. Female undergarments, body parts especially feet, footwear including socks, shoes and boots, 

and leather objects are common fetishes in contemporary community or convenience samples 

of self-identified fetishists. 

7. Fetishism is a multi-sensory sexual outlet as fetishists may smell, taste, touch, insert, rub or 

be visually aroused by their fetishistic object or body part. 

In the more recent reports, Fetishism and Partialism can co-occur, at least in community-based or 

convenience samples of males self-identified as fetishists. 

 

CONCLUSION 

 

Fetishistic Disorder is classified as a Paraphilic Disorder, which requires the presence of a 

paraphilia that is causing significant distress or impairment, or involve personal harm or risk of harm 

to others. Fetishism is among a number of unusual attractions, known as paraphilias, that can stray 

into disorder territory. Someone can cross this threshold in a number of ways – for instance, when 

the attraction causes him significant distress, impairs his ability to function or could lead him to harm 

others. 

The DSM-5 marks this transition by attaching the term “disorder” when an unusual sexual interest 

crosses these boundaries. So, hypothetically, someone who simply uses shoes to masturbate or whose 

partner accepts his unusual interest in shoes could be diagnosed with fetishism, but not a fetishistic 

disorder – unless the fetish crosses the threshold in one of the ways described above. The label 

“disorder” is akin to labelling a set of symptoms as a mental illness, which by definition, interferes 

with normal functioning. Many people would consider a sexual attraction to objects, such as shoes or 

underwear, abnormal or unnatural. But is it a mental illness? It can be, but isn’t necessarily. It’s not 

excluded that, when Jago showed Othello the handkerchief of Desdemona, the effect was beyond the 

scope of the crime, the husband’s jealousy was exacerbated by the idea as an intimate item of his wife 

got on foreign hands. 
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