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Preface

Emotional, physical, and sexual abuse may have devastating effects on victims.

This is particularly true when victims are socially vulnerable individuals, such as

children, disables, or sexual minorities. Emotional and physical abuse has a corro-

sive impact on mental health and well-being, exacerbating the low self-esteem,

poor coping behaviors, and social relationships of individuals. Indeed, sexual abuse

when occurring in a crucial period for developing emotion, mature self-representa-

tion, personality and social relationship—such as childhood is—may result in

severe sexual and mental health disorders.

Prevention of offences towards these vulnerable categories includes social

educational plans. However, when offenders suffer from a paraphilic disorder, a

comprehensive approach based on psychological and medical treatment (such as

hormonal castration) is recommended.

The present book describes the characteristic of maltreatment towards socially

frail individuals focusing on both victims and perpetrators aspects. Moreover, it

illustrates social and treatment interventions aimed to decrease the recidivism risk

of abuse.

Florence, Italy Alessandra D. Fisher

v



ThiS is a FM Blank Page



Contents

1 Pedophilia . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1

Abhi Shetty, Ayanangshu Nayak, Ray Travers, Hasit Vaidya,

and Kevan Wylie

2 Treatment of Paraphilic Sex Offenders . . . . . . . . . . . . . . . . . . . . . . 17

Alessandra D. Fisher and Mario Maggi

3 Negative Attitudes to Lesbians and Gay Men: Persecutors

and Victims . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 33

Vittorio Lingiardi and Nicola Nardelli

4 Transphobia . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 49

Elisa Bandini and Mario Maggi

5 Sexual Abuse and Sexual Function . . . . . . . . . . . . . . . . . . . . . . . . . . 61

Alessandra H. Rellini

6 Childhood Sexual Abuse and Psychopathology . . . . . . . . . . . . . . . . . 71

Giovanni Castellini, Mario Maggi, and Valdo Ricca

7 Atypical Sexual Offenders . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 93

Daniele Mollaioli, Erika Limoncin, Giacomo Ciocca,

and Emmanuele A. Jannini

Index . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 111

vii



Pedophilia 1
Abhi Shetty, Ayanangshu Nayak, Ray Travers, Hasit Vaidya,
and Kevan Wylie

1.1 Introduction

Very few topics of public debate evoke as many feelings of revulsion and moral

disgust as pedophilia. Practising clinicians are not immune from such reactions.

Public perception is influenced by media stories of pedophile rings, extreme abuse,

maltreatment and significant harm including murder of children by adults who also

had sexual contact with them. It is hence important to distinguish pedophilia from

pedophilic disorder as defined by the Diagnostic and Statistical Manual of Mental

Disorders Fifth Edition (DSM-5) [1] and differentiate this from child sexual abuse

which is focused on harm caused to the child [2].

Pedophilia and pedophilic disorder are psychiatric diagnoses according to the

International Statistical Classification of Diseases and Related Health Problems

10th Revision (ICD-10) and DSM-5, respectively. It is categorised as a “disorder of

adult personality and behaviour” in the ICD-10 under the subcategory of “disorder

of sexual preference” [3]. ICD-10 defines it as a sexual preference for children, boys

or girls or both, usually of prepubertal or early pubertal age [3]. DSM-5 classifies

this as a paraphilic disorder (i.e. sexual preference disorder) and confines the sexual
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preference in pedophilia to prepubertal children only and defines this as children

generally aged 13 years or younger [1].

This chapter aims to describe various characteristics of this paraphilic disorder

including its definition, subtypes, current diagnostic criteria, gender bias, onset and

course, epidemiology, aetiology and its assessment. As pedophilia is closely

associated with crimes against children as well as significant public stigma espe-

cially in recent times this aspect will also be briefly explored. Fictionalised case

vignettes will be presented to illustrate the problem further. Therapeutic concerns

will be addressed in the next chapter. The consequences of child sexual abuse are

addressed in subsequent chapters.

Much of what we know about pedophilia is through studies of clinical

populations particularly of child sexual offenders in prison or forensic settings.

Most of these studies involve men only and have relatively small sample sizes. As

noted by Quinsey (1986), identified pedophile offenders are almost always male.

Almost nothing is written about women who commit incestuous and non-incestuous

sex crimes [4]. There are some population-based surveys based on anonymous

responses from predominantly male college students but some have female

respondents as well. Hence any scientific discourse on pedophilia is essentially

limited by its lack of generalisability. It also suffers from minimisation and

concealment bias due to potential stigma and fear of self-incrimination among

study respondents.

1.2 Definition, Subtypes and Diagnostic Criteria

Krafft-Ebing’s Psychopathia Sexualis in 1886 was one of the early publications

where pedophilia as a diagnostic terminology was mentioned (pedophilia erotica)
[5]. He had classified pedophilia as a “sexual perversion” based on

non-procreational nature of the sexual contact [5]. This Victorian medical psycho-

pathology constructed a male figure driven by forces beyond his control. It did not

place a female voice in the narrative [6]. One part of his case definition, however,

survives to this day as a central feature of this condition, namely, that it is a sexual

preference disorder. DSM-5 reminds the reader that Paraphilic Disorders occur

almost exclusively in men [1]. DSM-5 retains the diagnostic criteria of DSM-IV-

TR [7] but makes the important distinction between pedophilic disorder from

pedophilic sexual interest only (satisfying Criterion A only in Table 1.1) [1]. Cur-

rently, all three parameters (Criteria A, B and C in Table 1.1) have to be fulfilled for

the diagnosis of a pedophilic disorder. Individuals who have predominant or

marked sexual interest in children but do not show any subjective or objective

evidence of personal distress, of functional limitation or of having acted on their

interests are now not considered to be mentally ill but to have a pedophilic sexual

orientation [1].

Both ICD-10 and DSM-5 criteria for this condition are not without controversies.

Much of the debate has focused on distinguishing mental disorder from illegal or

immoral behaviour [8]. Most individuals with pedophilia do not voluntarily seek

2 A. Shetty et al.



treatment due to distress or functional impairment. They often come in contact with

mental health services following referral from the criminal justice system due to

sexual offences against children. Courts deal with women differently. They are

rarely charged with sex offences other than prostitution and sexual abuse by women

appears to be a vastly underreported crime [9]. Pathologising criminal behaviour

risks psychiatry being seen as society’s moral police.

There is a further criticism about the age of children associated with pedophilic

urges, fantasies or acts. ICD-10 criteria includes “a sexual preference for children,

usually of prepubertal or early pubertal age” [3, p. 171], whereas DSM 5 classifies

children aged 13 or under as prepubescent children and limits its definition to

include such children only [1]. There is considerable evidence that the age of

puberty has steadily fallen in many societies or countries over the last 150 years.

[10]. As a result, prepubescent would exclude a large number of children in

contemporary society. There is evidence to suggest that some men are exclusively

or preferentially sexually attracted to pubescent children corresponding to Tanner

stages 2 and 3 [11]. This is not known to be the case for some women. Hebephilia is

a term coined by Gluek in 1955 to define such individuals’ sexual preference

[11]. The Paraphilias Subworkgroup for DSM-5 therefore proposed replacing

pedophilic disorder with pedohebephilic disorder, either pedophilic, hebephilic or
pedohebephilic subtype; however, this was not considered in the final publication of
DSM-5 [11]. The term infantophilia has been used to identify individuals who are

preferentially sexually attracted to children younger than 5 years of age; however,

this is not recognised in the major classificatory systems [12].

Table 1.1 Diagnostic criteria for pedophilic disorder in DSM-5 (302.2) [1, pp. 697–698]

(reproduced with permission)

(A) Over a period of at least 6 months, recurrent, intense sexually arousing fantasies, sexual urges,

or behaviours involving sexual activity with a prepubescent child or children (generally age

13 years or younger)

(B) The individual has acted on these sexual urges, or the sexual urges or fantasies cause marked

distress or interpersonal difficulty

(C) The individual is at least age 16 years and at least 5 years older than the child or children in

Criterion A.

Note: Do not include an individual in late adolescence involved in an ongoing sexual relationship

with a 12- or 13-year-old

Specify whether:

Exclusive type (attracted only to children)

Nonexclusive type

Specify if:

Sexually attracted to males

Sexually attracted to females

Sexually attracted to both

Specify if:

Limited to incest

1 Pedophilia 3



DSM criteria for pedophilia have not been adequately field tested and many

clinicians outside of the USA rarely use these criteria in their practice which brings

into question the usefulness of the current diagnostic criteria [13].

1.3 Onset and Course

A significant number of child sex offenders report an early onset of sexual fantasies,

sexual interest and sexual curiosity involving children. Freund and Kuban (1993)

compared 76 child sex offenders with 78 male college students and found that a

higher proportion of men with pedophilia reported curiosity about seeing children

in the nude as young adolescents whilst the healthy controls lost this curiosity by

puberty [14]. Among a sample of 129 child sex offenders Marshal et al. (1991)

reported an onset of pedophilic fantasies prior to the age of 20 in 41 % of non-incest

offenders who molested boys; overall 29 % self-reported an early onset of pedo-

philic fantasies [15]. In the USA the National Incident-Based Reporting System

(NIBRS) reported a 40 % sexual assault rate against children younger than 12 years

by juveniles who were most frequently 14 years old [16]. In a large population-

based study of 16,109 adults who were sexual offenders Abel and Harlow (2001)

identified 4,007 child molesters and found that 40 % of pedophilic child molesters

had acted on their fantasies before the age of 15 and the majority by the age of

20 [17]. Studies of this kind are not available for female sexual offenders. Women

are under-represented and under-reported for a variety of reasons [18].

In a study of 168 sex offenders Dickey et al. (2002) found that pedophilic

offenders were more likely to re-offend even after the age of 40 compared to rape

and sexual sadism offenders; men with pedophilia comprised 60 % of all older

offenders [19]. Other studies have found long-term sexual recidivism among child

offenders although it is unclear how many of these were diagnosed with pedophilia

[20, 21]. There are no empirical studies which have looked at the long-term course

of pedophilia. However systematic reviews of various psychological, social and

pharmacological treatment interventions for pedophilic child offenders indicate

poor evidence of efficacy [22, 23]. Most researchers agree that while the

behavioural manifestations can be modified to a certain extent the underlying

sexual preference remains stable long term [12, 24].

DSM-5 acknowledges the development of pedophilic sexual attraction around

the onset of puberty, a lifelong course and the age-related reduction in the fre-

quency of sexual behaviour directed towards children and compares this with

normal sexual development and behaviour [1]. Seto (2012) argues whether pedo-

philia can be considered a variant of sexual orientation based on age similar to

heterosexuality and homosexuality which are based on gender [25]. Other

commentators have supported this theory [12]. Whilst highlighting the extreme

asymmetry of any sexual interaction between an adult and a child which is

appropriately criminalised, Seto (2012) also advocates for reducing stigma to

enable help seeking behaviour by people with pedophilia [25].

4 A. Shetty et al.



1.4 Epidemiology

True population prevalence of pedophilia is unknown as such studies have not been

conducted. In a male undergraduate sample of 193, Briere and Runtz (1989) found

that 21 % had reported sexual attraction to small children (age and gender unspeci-

fied) [26]. In the same study 9 % admitted to having child-focused sexual fantasies

and 5 % masturbating to such fantasies. 7 % actually reported an inclination to

having sex with a child provided they are not detected and punished [26]. In a much

larger survey of 582 male college students 3 % admitted to having any sexual

experience with a child [27]. Rates of 3–5 % have also been reported in similar

smaller surveys [28] and DSM-5 uses these rates as an estimate of the higher end of

population prevalence [1].

Men account for the majority of the identified people with pedophilia. Estimates

vary from 90 % to 99 % [12, 17]. In The Abel and Harlow Child Molestation

Prevention Study (2001) 65 % of the 4,007 child molesters fit the diagnostic criteria

for pedophilia, but they estimate that a higher proportion could be missed due to

under or inconsistent reporting [17]. They found that offenders with pedophilia on

average molest four times the number of children and commit 10 times more sexual

acts against children than non-pedophilic child offenders [17]. There are significant

variations in the reported demographic characteristics of pedophiles compared to

the general population [24]; however, Abel and Harlow (2001) in their large study

of child molesters found that their sample matched the general US population in

terms of ethnicity, socio-economic status, education, marital status and

religiosity [17].

Many studies report a higher prevalence of homosexuality and bisexuality

among men with pedophilia [12]. There are some significant differences reported

in the literature between men who sexually offend against boys compared to girls

which are highlighted in Table 1.2 [29].

People with pedophilia might be attracted exclusively to children or to adults as

well. Abel and Harlow (2001) reported only 7 % exclusive pedophilia sufferers in

their study [17]. The manifestation of pedophilia can be confined to sexual urges

and fantasies to non-contact acts and sexual touching. Vaginal, anal or oral pene-

tration and the use of force are rare [12, 24]. Non-contact sexual behaviour can

involve peeping at nude or semi-nude children and exposing themselves or

masturbating in the presence of children. All of the above can move on to much

more intrusive physical contact including unsolicited genital rubbing against a

child, sexualised touching through the clothes as well as in the nude and occasion-

ally engaging in oral sex or anal and vaginal penetration [12, 24]. Extreme violence

and sexual brutality which often get publicised in the media are fortunately

extremely rare [24]. However co-morbidity with other paraphilias is in fact quite

common unlike previously thought with an estimated 50–70 % of pedophiles also

fulfilling the diagnostic criteria for voyeurism, exhibitionism, frotteurism or sadism

[12, 30].

Pedophilic incest offenders are most likely to use physical force and subject

children to penetrative intercourse [31]. Prevalence rates of incest and intrafamilial

1 Pedophilia 5



offenders range from 27 % to 68 % [16, 17] and one study reported a significant

overlap between intrafamilial and extrafamilial child offenders [32]. Girls are twice

as likely as boys to have been victims of unwanted sexual contact in childhood as

recalled by adult respondents [24]. Able and Harlow (2001) assert that pedophilia is

the single most common cause of child sexual abuse; people with pedophilia are

responsible for 88 % of child molestations in the USA and 95 % of sexual acts

against children [17].

Use of child pornography both online and offline including images, videos, chat

rooms and sexual grooming are significant recent concerns which have received

attention [33, 34]. Amongst child sexual offenders, those who use child pornogra-

phy are more likely to have pedophilia [34]. In fact, extensive use of child

pornography has been specifically acknowledged in the DSM-5 as a helpful diag-

nostic indicator of pedophilic disorder [1]. While some studies have reported a high

rate of contact sexual offence against children amongst child pornography users,

Eke et al. (2011) found only 4 % of the 541 men registered for child pornography

offences went on to commit a new contact child sex offence, 2 % were later

identified to have committed historical contact sex offences and 7 % were charged

for new child pornography offences [33].

1.5 Female Pedophilia

As has been described earlier available research on female pedophilia is limited.

Crassiati (1998) has highlighted how ambiguities in conceptualising sexual abuse

by women, other than in relatively clear-cut cases of indecent assault and incest,

seem to contribute to difficulties in thinking about, identifying and investigating

female pedophilia [35]. A recent study that attempted to classify female pedophilic

inclinations noted three groups: those women who targeted young children or

adolescent children or those coerced into sexual abuse by men [36].

Table 1.2 Comparison of heterosexual and homosexual men with pedophilia [29, p. 311].

Reproduced with permission

Heterosexual men with pedophilia Homosexual men with pedophilia

Few victims Many victims (up to hundreds)

Offences repeated with same victim for

months/years

Offences commonly occur only once with same

victim

Offences occur in victim’s home Offences occur away from victim’s home

Mean age of victim is 8 years Mean age of victim is 10 years

Offender attracted to adult women Offender not sexually attracted to adults of either

sex

Offender commonly married Offender single

Behaviour commenced in adulthood Behaviour commenced in adolescence

Often low socio-economic class,

unemployed, alcoholic, lower IQ,

psychopathic

Stable/employed, average IQ but “immature”:

prefers company of children, not interested in

friendships with adults

6 A. Shetty et al.



Meyer (1992) notes that there are similarities and differences between female

and male perpetrators (i.e. defences used, power dynamics, objectification of

victims, histories involving sexual victimisation in childhood, etc.) [18]. Women

can carry out all forms of sexual abuse of children. 29 of the 52 women involved in

Saradjian’s study (1996) admitted becoming sexually aroused to thoughts of sexual

acts which cause physical pain to children [36].

1.6 Aetiology

The cause of pedophilia is unknown. A number of theories have been put forward to

explain its prevalence. Psychoanalytic thinking was very influential in the early part

of the twentieth century; however, this was gradually replaced by cognitive and

behavioural approaches. In recent times a number of neuropsychiatric studies have

been carried out indicating differences between pedophilic and non-pedophilic

men. To the authors’ knowledge to date no such work has been completed on

women.

1.6.1 Neuropsychiatric Differences

Kraft-Ebbing conceptualised pedophilia as a disease of the brain [4].The frontal

lobe is involved in reflecting, planning and conscious inhibition of sexual desire and

behaviour whilst sexual arousal to various stimuli is primarily mediated in the

temporal cortex [37]. The cerebellum also has an important role to play in learning

and modulating behaviour [38]. In a sample of 18 men with pedophilia from a high

security prison Schiffer et al. (2007) found decreased grey matter volume in the

ventral striatum, orbitofrontal cortex and the cerebellum compared to healthy

matched controls using structural magnetic resonance imaging (MRI) [39]. Using

functional imaging techniques Cohen et al. (2002) reported reduced glucose meta-

bolism in the right inferior temporal cortex and the superior ventral frontal gyrus in

a small sample of seven men with pedophilia compared to the control sample

[37]. These findings can be compared with the neuropathological findings in

other impulse control disorders like obsessive–compulsive disorder (OCD), antiso-

cial personality and addictions [39]. Cohen et al. (2002) link high incidence of

childhood sexual abuse in their study sample as a causative factor in neurodeve-

lopmental abnormalities; however, the direction of causality as well as other

confounding factors are not clear [37]. These results though have not been

replicated in other studies [24]. For example, Cantor et al. (2008) compared

structural MRI findings between 65 pedophilic men with 63 controls and reported

a lack of difference in grey matter volumes in the frontal and temporal regions but

significant differences in the white matter volume in the superior orbito-frontal and

right arcuate fasciculi [40]. Dysregulation in the brain monoamine system (seroto-

nin, dopamine and norepinephrine) has also been proposed as a candidate theory for

pedophilia [12, 22].

1 Pedophilia 7



Acquired brain lesions have been implicated in the onset of pedophilia later in life

[24]. There is a higher incidence of head injury associated with unconsciousness

before the age of 13 among pedophilic sex offenders [41]. Other neuropsychological

and physical differences have also been reported among pedophilic sex offenders

including lower intelligence quotient (IQ) scores, impairment in memory tests, poor

educational attainment, short stature and left handedness [42, 43]. Lower intelli-

gence was positively correlated with lower age of child victims [43].

1.6.2 Psychosocial Differences

Pedophilic sexual offenders are more likely to be victims of sexual abuse in

childhood themselves than non-pedophilic sexual offenders [12, 24, 32]. Jesperson

et al. (2009) conducted a meta-analysis of 17 studies comparing rates of various

types of abuse history among 1,037 sex offenders with 1,762 non-sex offenders and

found a higher prevalence of sexual abuse history among sex offenders and

significantly higher prevalence in pedophilic sex offenders [44]. The victim age

preference of pedophilic offenders was similar to the age when they were abused in

childhood [45]. Psychoanalysts have used these findings to theorise that individuals

with pedophila are “stuck” in an earlier stage of psychosexual development due to

childhood trauma and start identifying with the aggressor and hence perpetuate the

cycle of abuse [12, 24, 32]. Behavioural theorists postulate that individuals with

pedophilia are conditioned by early childhood sexual experiences including of early

abuse to develop paraphilic sexual arousal patterns [12, 24].

Motz (2008) theorised that women who sexually abuse their children treat them

as narcissistic extensions of themselves and inflict violence on them in a perverse

attempt to rid themselves of underlying feelings of inadequacy, guilt and depression

[46]. The sexual interaction, whilst often misunderstood by clinicians, provides a

temporary release from these feelings, an escape from their self-loathing and

unhappiness, but after an initial euphoria the depression and guilt return and a

vicious cycle is established [46].

These results should be interpreted cautiously as most victims of childhood

sexual abuse do not go on to abuse children in adulthood [24] and non-clinical

samples have not shown differences in sexual abuse history between individuals

who have had sexual contact with children compared to those who deny such

contact [27].

Parental neglect, attachment difficulties, maternal mental illness, hyper sexual-

ity, deficits in empathy, poor social skills, emotional dysregulation, impulsivity and

predilection to aggressive behaviour are more likely to be associated with

individuals with pedophilia who tend to act out their pedophilic fantasies

[47]. Stress, drug and alcohol intoxication are contextual factors which are more

likely to increase the risk of sexual offending against children [47]. See Ward and

beech (2006) for a review of the various etiological factors associated with pedo-

philia and an integrated approach to understanding sexual offending against

children [47].

8 A. Shetty et al.



1.7 Social and Legal Perspectives

Pedophilia has generated an increased level of controversy in recent years. With the

advent of the Internet and increased connectedness, media stories of national or

international police operations targeting pedophile rings have not been uncommon

in the last 25 years [48].

In many cases these high-profile law enforcement operations have been against

well-organised network of people engaged in direct sexual contact with children or

adolescents. In other cases the targeted people have traded in pornographic images

of children. Recently, many media celebrities in the UK have faced allegations of

child sexual abuse [49].

Invariably, these cases have generated widespread public anxiety even though

there are examples of balanced reporting [50]. The media have played an active role

in shaping public opinion. Megan’s Law in the USA and Sarah’s Law in the UK are

well-known examples of this trend [51].

In response to widespread concerns many countries have chosen to tighten laws

against child sexual abuse. Very few systematic studies have investigated this trend

across national boundaries. Sociologists Frank et al. (2010) report a general tight-

ening of laws in this area in majority of countries from 1945 to 2005, most of these

in the second half of this period studied [52]. They postulate that the trend is part of

a wider social phenomenon whereby individual freedom is highly valued and hence

consent issues have become paramount in sexual relationships [52]. In most

countries age of consent for sexual intercourse is between the ages of 14 and 18.

Historian Fass (2003) hypothesises that as the pace of change in almost every

society has increased due to globalisation, general anxiety about such changes is

displaced to the symbolically sensitive area about our concern for protection of

children [53]. Law enforcement agencies have responded to such changes in the

social outlook by tightening not just the laws but also procedures in dealing with

these cases. For instance, in the UK, the Crown Prosecution Service recently

updated their guidelines to individual police forces in the country dealing with

allegations of child sexual abuse [54].

1.8 Assessment

A thorough psychiatric history should be obtained for any patient presenting with

suspected pedophilia. Table 1.3 lists psychological co-morbid conditions which are

associated with pedophilia [30, 55–57]. Some of these conditions could be psycho-

logical consequences of the pedophilic orientation and its associated psychosocial

or legal difficulties.

Wherever co-morbid psychiatric conditions are present their relationship to

pedophilia or pedophilic behaviour should be clarified. For example, it is possible

to envisage that for some individuals acting out pedophilic thoughts or fantasies

could only happen during hypomanic or inebriated periods. Similarly, onset of

these conditions could also shed light on the possible interrelationships of these

1 Pedophilia 9



conditions [58]. The psychiatric history should also include detailed personal

history. This should incorporate any developmental adversity such as head injury,

delayed milestones, history of any form of abuse or evidence of insecure

attachment.

Detailed psychosexual history is another essential element in the assessment of

suspected individuals with pedophilia. Any indicator of hypersexuality should be

noted. Both sexual thoughts and behaviours should be evaluated. In the presence of

any paraphilias, any fantasy should be carefully evaluated noting circumstances

where acting out becomes more likely. Assessments of mental illness, psycho-

logical health and psychosexual functioning should incorporate information avail-

able from other sources besides self-reports. Other types of paraphilias such as

sadomasochistic fantasies or behaviours should be given special emphasis due to

risk implications [24].

A physical examination and blood investigations including endocrine investi-

gations should form part of a standard medical assessment of the patient presenting

with suspected pedophilia. There is very little practical use of endocrine measures

in the diagnosis of pedophilia, but baseline hormone levels should still be carried

out for comparison in case chemical castration as a treatment for child sex offenders

is planned.

1.9 Psychophysiological Assessments

In addition to clinical and psychological assessments psychophysiological assess-

ment tools such as Penile Plethysmography (PPG) or Viewing Time

(VT) complement clinical assessment in the diagnosis of pedophilia as self-reported

denial is very high amongst patients presenting with child sex abuse. Of these PPG

is the best validated tool.

Table 1.3 Psychological

co-morbidity associated

with pedophilia [30, 55–57]

OCD

Anxiety disorders

Dysthymia and depressive disorders

Manic or hypomanic episode

Conduct disorder

Antisocial personality disorder

Borderline personality disorder and other impulse control disorders

Narcissistic personality disorder

Mental retardation

Alcohol or other psychoactive substance abuse

Adjustment disorders

Other paraphilias
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1.9.1 PPG

It is assumed that in men sexual arousal is accompanied by an increase of penile

circumference or volume. Harris et al. (1996) reported a relationship between self-

reported sexual arousal in non-offending men exposed to sexually stimulating

visual or auditory cues and their penile circumference or volume [59]. Furthermore,

they reported even more discriminating difference between pedophilic offenders

and non-offenders when the stimuli used are auditory or visual cues using children

[59]. PPG can be used in adolescent offender population as well [60]. PPG sensi-

tivity is variable depending on the centre as well as the group targeted but usually

varies between 60 and 86 % [57]. The specificity similarly varies between 80 % and

over 90 % except in adolescents where sensitivity reported is as low as 40 %

[57]. PPG can not only help in identifying sexual preference towards children but

also other paraphilias including motivation towards coercion and violence

[57]. Lalumiere et al. (2003) reviewed effectiveness of PPG in different areas and

found that its accuracy can be increased by adding a semantic task to make sure that

the participant engages with the cues [61]. PPG is controversial as child porno-

graphic images may be illegal to store in some jurisdiction apart from obvious

ethical issues about its use in subjects accused of sexual offences; it is not useful in

females; its effectiveness is dependent on the absence of erectile dysfunction; it is

also an invasive and expensive procedure [12].

1.9.2 VT

This test depends on the preference patterns of different groups of child molesters

viewing various images, and a recent study by Leuterneu (2002) has highlighted its

merits and demerits in relation to PPG and reported that VT was better able to

identify child sex offenders attracted to girls and equally effective in identifying

offenders attracted to boys [62]. Abel Assessment for Sexual Interest (AASI) is a

self-report questionnaire and also assesses viewing times to computer-based

images [63].

Other physiological or psychological measures such as penile temperature,

blood pressure, scales and card sorts, Implicit Association Test as well as Screening

Scale for Pedophilic Interest (SSPI) have been used for diagnostic purposes [57].

1.9.3 Risk Assessment

Detailed risk assessment of child sexual offence is beyond the scope of this chapter.

However, clinical and psychophysiological assessments contribute greatly towards

risk assessment as pedophilia is a strong risk factor towards child sexual offences.

They are important discriminators in terms of dynamic risk factors. Various stan-

dard risk instruments such as STATIC-99 or SORAG can be used for measuring

static risk factors [24].
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1.10 Fictionalised Case Vignettes

1.10.1 Vignette 1

Mr X is a 62-year-old man with mild learning disability and antisocial personality

traits. When 23 he was arrested and subsequently sent to a low secure hospital

detained under the Mental Health Act. Prior to his arrest he was living with his wife

of 2 years and her three young children—two boys aged 7 and 12 and a girl aged 15.

He was unemployed and had an alcohol problem.

The index offence related to penetrative anal intercourse that he subjected his

7-year-old stepson to when intoxicated with alcohol. He was caught during the act

and reported to the police by his wife. He had also threatened her and the distressed

boy with a knife when she tried to intervene. During his trial two previous

convictions for indecent exposure to school children came to light when he was

in his late teens. He also revealed that he was sexually abused by his maternal uncle

between the ages of 7 and 13. All three stepchildren testified to unwanted sexual

touching and gazing by Mr X in the previous 2 years.

The AASI test revealed his viewing time was highest for both pubescent and

prepubescent children of both sexes. He has been observed flicking through

children’s section of shopping catalogues and trying to secrete pictures by staff

during day leave. He has also been noted to track children in public toilets.

However, he has consistently denied sexual interest in children. He has shown

deficits in empathy, remorse and emotional expression and his engagement with

staff has been very superficial. He has spent the last 39 years incarcerated in the

secure hospital as he is still deemed to be a risk to children’s safety.

1.10.2 Vignette 2

Mr Y is a 21-year-old university student studying computer science. He is single

and has come back to live with his parents after an episode of severe depression

when he had to take time off his course. Over the past year he has increasingly

isolated himself from his peers, found it difficult to concentrate on his studies and

took to excessive cannabis use.

Both his parents are high achievers in the academic world. He is the only child.

Although academically bright he has always felt short of meeting his parent’s

expectations. When he was 12 he was sexually assaulted by an unknown man in

the school library. He never reported this crime but has carried feelings of guilt ever

since. He also developed symptoms suggestive of post-traumatic stress disorder and

refused to go to school. He was home schooled for the next 2 years by his mother

following which he was able to reintegrate into mainstream schooling.

However, soon after returning home he made a significant suicide attempt by

taking an overdose of his antidepressants. He was admitted to a psychiatric ward

and over the next 2 months gradually started revealing to his therapist that he was

sexually attracted to adolescent girls and had for the first time accessed indecent
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images of young girls online just prior to the suicide attempt. He had become

convinced that he had been found out by the police and hence had tried to kill

himself.

Conclusion

Pedophilia is a complex condition of unknown aetiology. It seems to affect a

small proportion of the population who are predominantly men with heteroge-

neous socio-demographic profile. However, pedophilia can have profound neg-

ative impact on the sufferer, the children they come into contact with and society

in general. Good quality research in this area is limited and hence needs to be

pursued to improve our understanding further.

References

1. American Psychiatric Association (2013) Diagnostic and statistical manual of mental disorders

DSM-5. American Psychiatric Press, Washington, DC

2. Hillberg T, Hamilton-Giachritsis C, Dixon L (2011) Review of meta-analyses on the associa-

tion between child sexual abuse and adult mental health difficulties: a systematic approach.

Trauma Violence Abuse 12(1):38–49

3. World Health Organization (2010) International statistical classification of diseases and related

health problems, 10th revision. http://apps.who.int/classifications/icd10/browse/2010/en.

Accessed 29 Jan 2014

4. Quinsey VL (1986) Men who have sex with children. In: Weisstub D (ed) Law and mental

health, vol 2. Pergamon, Oxford, pp 532–534

5. Krafft-Ebing R (1965) Psychopathia sexualis with special reference to the antipathic sexual

instinct: a medico-forensic study. Paperback Library, New York, NY (Original work published

1886)

6. Walkowitz J (1994) City of dreadful delight. Virago, London

7. American Psychiatric Association (2000) Diagnostic and statistical manual of mental

disorders, 4th edn, text rev. American Psychiatric Press, Washington, DC

8. De Block A, Adriaens PR (2013) Pathologizing sexual deviance: a history. J Sex Res 50(3–4):

276–298

9. Ford H (2006) Women who sexually abuse children. Wiley, Chichester

10. Bellis MA, Downing J, Ashton JA (2006) Adults at 12? Trends in puberty and their public

health consequences. J Epidemiol Community Health 60:910–911

11. Blanchard R (2013) A dissenting opinion on DSM-5 pedophilic disorder. Arch Sex Behav 42:

675–678

12. Hall RCW, Hall RCW (2007) A profile of pedophilia: definition, characteristics of offenders,

recidivism, treatment outcomes, and forensic issues. Mayo Clin Proc 82(4):457–471

13. Feelgood S, Hoyer J (2008) Child molester or paedophile? Sociolegal versus psychopatho-

logical classification of sexual offenders against children. Journal of Sexual Aggression 14(1):

33–43

14. Freund K, Kuban M (1993) Toward a testable developmental model of pedophilia: the

development of erotic age preference. Child Abuse Negl 17:315–324

15. Marshall WL, Barbaree HE, Eccles A (1991) Early onset and deviant sexuality in child

molesters. J Interpers Violence 6:323–336

16. Snyder HN (2000) Sexual assault of young children as reported to law enforcement: victim,

incident, and offender characteristics. US Department of Justice, Bureau of Justice Statistics,

Washington, DC

1 Pedophilia 13

http://apps.who.int/classifications/icd10/browse/2010/en


17. Abel GG, Harlow N (2001) The Abel and Harlow child molestation prevention study.

Excerpted from The Stop Child Molestation Book. Xlibris, Philadelphia, PA. http://www.

childmolestationprevention.org/pdfs/study.pdf. Accessed 29 Jan 2014

18. Mayer A (1992) Women sex offenders: treatment and dynamics. Learning Publications,

Holmes Beach

19. Dickey R, Nussbaum D, Chevolleau K et al (2002) Age as a differential characteristic of

rapists, pedophiles, and sexual sadists. J Sex Marital Ther 28:211–218

20. Hanson RK, Steffy RA, Gauthier R (1993) Long-term recidivism of child molesters. J Consult

Clin Psychol 61:646–652

21. Greenberg DM (1998) Sexual recidivism in sex offenders. Can J Psychiatry 43(5):459–465

22. Thibaut F, La Barra F, Gordon H et al (2010) The World Federation of Societies of Biological

Psychiatry (WFSBP) guidelines for the biological treatment of paraphilias. World J Biol

Psychiatry 11:604–655

23. Långström N, Enebrink P, Laurén EM et al (2013) Preventing sexual abusers of children from

reoffending: systematic review of medical and psychological interventions. BMJ. doi:10.1136/

bmj.f4630

24. Seto MC (2008) Pedophilia and sexual offending against children: theory, assessment and

intervention. American Psychological Association, Washington, DC

25. Seto MC (2012) Is pedophilia a sexual orientation? Arch Sex Behav 41:231–236

26. Briere J, Runtz M (1989) University males’ sexual interest in children: predicting potential

indices of “pedophilia” in a nonforensic sample. Child Abuse Negl 13(1):65–75

27. Fromuth ME, Burkhart BR, Jones CW (1991) Hidden child molestation: an investigation of

adolescent perpetrators in a nonclinical sample. J Interpers Violence 6:376–384

28. McConaghy N (1998) Paedophilia: a review of the evidence. Aust N Z J Psychiatry 32(2):

252–265

29. McConaghy N (1993) Sexual behavior: problems and management. Plenum, New York, NY

30. Abel GG, Becker JV, Cunningham-Rathner J et al (1988) Multiple paraphilic diagnoses among

sex offenders. Bull Am Acad Psychiatry Law 16:153–168

31. Cohen LJ, Galynker II (2002) Clinical features of pedophilia and implications for treatment.

J Psychiatr Pract 8(5):276–289

32. Glasser M, Kolvin I, Campbell D et al (2001) Cycle of child sexual abuse: links between being

a victim and becoming a perpetrator. Br J Psychiatry 179:482–494

33. Eke AW, Seto MC, Williams J (2011) Examining the criminal history and future offending of

child pornography offenders: an extended prospective follow-up study. Law Hum Behav

35(6):466–478

34. Seto MC, Cantor JM, Blanchard R (2006) Child pornography offenses are a valid diagnostic

indicator of pedophilia. J Abnorm Psychol 115:610–615

35. Craissati J (1998) Child sexual abusers: a community treatment approach. Psychology Press,

Hove

36. Saradjian J (1996) Women who sexually abuse children. Wiley, Chichester

37. Cohen LJ, Nikiforov K, Gans S et al (2002) Heterosexual male perpetrators of childhood

sexual abuse: a preliminary neuropsychiatric model. Psychiatr Q 73:313–336

38. Doya K (2000) Complementary roles of basal ganglia and cerebellum in learning and motor

control. Curr Opin Neurobiol 10(6):732–739

39. Schiffer B, Peschel T, Paul T et al (2007) Structural brain abnormalities in the frontostriatal

system and cerebellum in pedophilia. J Psychiatr Res 41(9):753–762

40. Cantor JM, Kabani N, Christensen BK et al (2008) Cerebral white matter deficiencies in

pedophilic men. J Psychiatr Res 42:167–183

41. Blanchard R, Christensen BK, Strong SM et al (2002) Retrospective self-reports of childhood

accidents causing unconsciousness in phallometrically diagnosed pedophiles. Arch Sex Behav

31:511–526

42. Cantor JM, Blanchard R, Robichaud LK et al (2005) Quantitative reanalysis of aggregate data

on IQ in sexual offenders. Psychol Bull 131:555–568

14 A. Shetty et al.

http://www.childmolestationprevention.org/pdfs/study.pdf
http://www.childmolestationprevention.org/pdfs/study.pdf
http://dx.doi.org/10.1136/bmj.f4630
http://dx.doi.org/10.1136/bmj.f4630


43. Cantor JM, Blanchard R, Christensen BK et al (2004) Intelligence, memory, and handedness in

pedophilia. Neuropsychology 18(1):3–14

44. Jespersen AF, Lalumiere ML, Seto MC (2009) Sexual abuse history among adult sex offenders

and non-sex offenders: a meta-analysis. Child Abuse Negl 33(3):179–192

45. Greenberg DM, Bradford JM, Curry S (1993) A comparison of sexual victimization in the

childhoods of pedophiles and hebephiles. J Forensic Sci 38:432–436

46. Motz A (2008) The psychology of female violence: crimes against the body. Routledge,

East Sussex

47. Ward T, Beech T (2006) An integrated theory of sexual offending. Aggress Violent Behav 11:

44–63

48. Casciani D (2011) ‘World’s largest paedophile ring’ uncovered. BBC. http://www.bbc.co.uk/

news/uk-12762333. Accessed 31 Jan 2014

49. Boffey D (2014) Revealed: how Jimmy Savile abused up to 1,000 victims on BBC premises.

The Observer. http://www.theguardian.com/media/2014/jan/18/jimmy-savile-abused-1000-

victims-bbc. Accessed 31 Jan 2014

50. Henley J (2013) Paedophilia: bringing dark desires to light. The Guardian. http://www.

theguardian.com/society/2013/jan/03/paedophilia-bringing-dark-desires-light. Accessed 31 Jan

2014

51. BBC (2000) To name and shame. BBC. http://news.bbc.co.uk/1/hi/uk/848759.stm. Accessed

31 Jan 2014

52. Frank DJ, Camp BJ, Boutcher SA (2010) Worldwide trend in criminal regulation of sex,

1945–2005. Am Sociol Rev 75(6):867–893

53. Fass PS (2003) Children and globalization. J Soc Hist 36(4):963–977

54. Crown Prosecution Service (2013) Guidelines on prosecuting cases of child sexual abuse. CPS.

http://www.cps.gov.uk/legal/a_to_c/child_sexual_abuse/. Accessed 31 Jan 2014

55. Raymond NC, Coleman E, Ohlerking F et al (1999) Psychiatric comorbidity in pedophilic sex

offenders. Am J Psychiatry 156:786–788

56. Galli V, McElroy SL, Soutullo CA et al (1999) The psychiatric diagnoses of twenty-two

adolescents who have sexually molested other children. Compr Psychiatry 40:85–88

57. Camilleri JA, Quincey VL (2008) Pedophilia assessment and treatment. In: Laws DR,

O’Donohue WT (eds) Sexual deviance: theory, assessment, and treatment. The Guildford,

New York, NY, pp 183–212

58. Baker M, White T (2002) Sex offenders in high security care in Scotland. J Forensic Psychiatr

13:285–297

59. Harris GT, Rice ME, Quinsey VL et al (1996) Viewing time as a measure of sexual interest

among child molesters and normal heterosexual men. Behav Res Ther 34:389–394

60. Seto MC, Lalumière ML, Blanchard R (2000) The discriminative validity of a phallometric

test for pedophilic interests among adolescent sex offenders against children. Psychol Assess

12(3):319–327

61. Lalumière ML, Quinsey VL, Harris GT et al (2003) Are rapists differentially aroused by

coercive sex in phallometric assessments? Ann NY Acad Sci 989:211–224

62. Letourneau EJ (2002) A comparison of objective measures of sexual arousal and interest:

visual reaction time and penile plethysmography. Sex Abuse 14:207–223

63. Abel GG, Jordan A, Hand CG et al (2001) Classification models of child molesters utilizing the

Abel Assessment for sexual interest. Child Abuse Negl 25:703–718

1 Pedophilia 15

http://www.bbc.co.uk/news/uk-12762333
http://www.bbc.co.uk/news/uk-12762333
http://www.theguardian.com/media/2014/jan/18/jimmy-savile-abused-1000-victims-bbc
http://www.theguardian.com/media/2014/jan/18/jimmy-savile-abused-1000-victims-bbc
http://www.theguardian.com/society/2013/jan/03/paedophilia-bringing-dark-desires-light
http://www.theguardian.com/society/2013/jan/03/paedophilia-bringing-dark-desires-light
http://news.bbc.co.uk/1/hi/uk/848759.stm
http://www.cps.gov.uk/legal/a_to_c/child_sexual_abuse/


Treatment of Paraphilic Sex Offenders 2
Alessandra D. Fisher and Mario Maggi

2.1 Background

2.1.1 Paraphilic Disorder

According to the Diagnostic and Statistical Manual of Mental Disorders (DSM 5)

[1] paraphilia is described as any intense and persistent sexual interest other than

sexual interest in genital stimulation or preparatory fondling with phenotypically

normal, physically mature, consenting human partners. On the other hand, a para-

philic disorder is a paraphilia that is currently causing distress or impairment to the

individual or a paraphilia when satisfaction of which entails personal harm or risk

of harm to others. In fact, to further define the line between an atypical sexual

interest and disorder, the DSM 5 Work Group differentiated between the behavior

itself and the disorder stemming from that behavior [1]. A paraphilia by itself does

not necessarily justify or require clinical intervention. In keeping with the distinc-

tion between paraphilias and paraphilic disorders, the term disorder should be

reserved for individuals who meet both Criteria A (which specifies the qualitative

nature of the paraphilia, e.g., an erotic focus on children or on exposing one’s

genitals to strangers) and B (which specifies the negative consequences of the

paraphilia, i.e., distress, impairment, or harm to others). In addition, Criterion A

delineates a signs and symptoms time span, indicating that they must persist for at

least 6 months, to ensure that the atypical sexual interest is not merely transient [1].

DSM-5 describes eight specific disorders of this type, along with two residual

categories called “paraphilias not otherwise specified” and “unspecific paraphilia

disorder” (all listed in Table 2.1).
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2.1.2 Paraphilic Disorder and Sex Offenses

It is important to remember that not all sex offenders suffer from paraphilias,

but only a part of them, and vice versa that not all patients with paraphilias are

sex offenders [2]. In fact, often paraphilic individuals only suffer from deviant

sexual fantasies or urges, or their deviant sexual behavior does not involve a non-

consenting person or a child [2]. These individuals may present for treatment

because of the associated distress in their personal lives.

In contrast, other paraphilic behaviors may lead to sex offenses, a major public

health concern, defined as any violation of established legal or moral codes of

sexual behavior. In fact, sex offending can cause a significant level of psycho-

pathology, loss of quality of life and productivity, and an increase of mental health

expenses in victims [3]. For example, clinically defined sexual behaviors such as

pedophilia, voyeurism, frotteurism, and exhibitionism are considered sexual

offenses but, for example, fetishism and transvestic fetishism are not.

Table 2.1 Different kinds of paraphilias, according to the Diagnostic and Statistical Manual of

Mental Disorders 5 Edition classification. Identification code numbers from DSM 5 are in

parentheses

Voyeurism disorder (302.82) Spying on an unsuspecting person who is naked/disrobed or

engaged in sexual activity

Exhibitionism disorder

(302.4)

Exposing one’s genitals to unsuspecting persons (NOT the same as

public urination)

Frotteurism disorder

(302.89)

Touching and rubbing against a non-consenting person

Sexual masochism disorder

(302.83)

Undergoing humiliation, bondage, or suffering

Sexual sadism disorder

(302.84)

Inflicting humiliation, bondage, or suffering

Pedophilic disorder (302.2) Sexually targeting children (perpetrator is �16 years old and

�5 years older than the victim)

Fetishistic disorder (302.81) Using nonliving objects as a repeatedly preferred or exclusive

method of achieving sexual excitement (e.g., leather goods,

clothing, undergarments, fabrics, shoes). (If female clothing is used

in cross-dressing or devices are used to directly stimulate the

genitals—e.g., vibrator—this is NOT a fetishism)

Transvestic fetishistic

disorder (302.3)

Wearing clothing of the other sex for sexual arousal

Paraphilias not otherwise

specified (302.9)

This category is included for coding paraphilias that do not meet

the criteria for any of the specific categories. Examples include, but

are not limited to, telephone scatologia (obscene phone calls),

necrophilia (corpses), partialism (exclusive focus on a part of the

body), zoophilia (animals), coprophilia (feces), klismaphilia

(enemas), and urophilia (urine)

Unspecified paraphilic

disorder (302.9)

Symptoms of paraphilic disorder that cause clinically significant

distress or impairment in important areas of functioning but do not

meet the full criteria for any of the disorders in the paraphilic

disorders diagnostic class
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On the other hand, crimes such as rape are not classified as paraphilias.

Simply having a paraphilia is clearly not illegal. Acting in response to paraphilic

impulses, however, can be illegal [2].

2.1.3 Prevalence

Current prevalence figures are unavailable for all of the paraphilias. The prevalence

of paraphilias is mainly derived from the prevalence of sex offenses. However, the

latter is underestimated because many offenders have never been caught or the

offense did not result in a conviction. In addition, many sexual assaults are

undisclosed or unreported by the victim due to shame or feelings of guilt [4].

Recidivism is a major concern in the treatment of sex offenders with a paraphilic

disorder, especially in pedophilia [2]. Published recidivism rates among pedophiles

range from 10 % to 50 %, depending on how subjects are grouped. Incestuous

(compared to non-related), homosexual, and bisexual (compared to heterosexual)

pedophiles, as well as those with psychiatric comorbid disorders, addictive

disorders (particularly alcoholism or drug abuse), or sociopathic or antisocial

personality traits, exhibit higher rates of recidivism [5–7]. However, an instrument

capable of predicting the future activity of a pedophilic individual does not exist.

2.2 Therapeutic Approaches

As incarceration alone has been reported by several authors as not solving sexual

violence, treating the sexual offenders with a diagnosis of paraphilia is critical in an

approach to preventing sexual violence and reducing victimization [2].

The heterogeneous characteristics of paraphilias request a comprehensive

approach, in which different treatment options have to be integrative. In addition,

treatment has to be individualized and adaptable to different client needs [6, 8–

10]. The treatment modalities currently used in paraphiliac behaviors fall essen-

tially into three categories:

1. Psychotherapy

2. Surgical castration

3. Pharmacotherapy

Whereas the goal of psychological interventions is to change the sexual behavior

of the offender leaving the libido intact (and maintaining and enhancing

normophilic sexual interests), pharmacological interventions seek to greatly reduce

or completely eradicate sexual desire and capacity.

The aims of the treatment are to control paraphilic fantasies and behavior in

order to decrease the risk of recidivism; to control sexual urges; and to decrease the

level of distress of the paraphiliac subject.
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2.2.1 Psychotherapy

Most commonly, psychotherapy is a combination of both individual and group-

family therapy approaches [11]. Cognitive behavioral therapy (CBT) has been

considered the non-pharmacologic “gold standard” approach which could be

offered to pedophiles and its principles support most of the prison-based sex

offender treatment programs [10, 12]. This type of approach consists in changing

internal processes, together with changing overt behavior, such as social skills or

coping behaviors. The goal of treatment is to decrease inappropriate sexual arousal

and increase appropriate arousal [13].

In order to eliminate the pattern of sexual arousal to deviant stimuli, a variety of

techniques can be used [14, 15]. Behavioral techniques to decrease sexual deviancy

involve covert sensitization (imagining deviant sexual experience until arousal and

then imagining an aversive experience), olfactory aversion conditioning (using an

unpleasant smell, such as ammonia), aversion therapy (exposing client to deviant

material followed by aversive stimulus), systemic desensitization (by paring relax-

ation with imagined scenes representing anxiety producing situations), and mastur-

batory satiation (making the deviant fantasy boring) [12].

The second component of CBT is to support the paraphilic individual in

cultivating appropriate sexual response patterns. This could be obtained through

several techniques, such as fading (fantasizing about atypical sexual stimuli and

then gradually fading the fantasy into one concerning more acceptable sexual

activity) or orgasmic reconditioning (in which the patient masturbates to orgasm

while fantasizing about or watching normative sexual behavior) [12].

Moreover, treatments are designed to improve a sex offender’s social compe-

tence, interpersonal and functional social skills, and self-esteem and to address

intimacy deficits. The psychosocial treatment should include training in anger

management, relaxation, and interventions to promote empathy with the victim

and awareness. Irrational beliefs, such as beliefs that sex with children is a way to

teach them about sexuality or that most women enjoy being raped, can contribute to

an individual’s justifying and engaging in deviant and criminal sexual behavior.

Treatment to alter distorted beliefs involves the identification of and challenges to

these kinds of cognitive distortions through cognitive restructuring techniques [12].

The evidence base for the efficacy of CBT for sex offenders is extremely limited,

indicating only a modest reduction in recidivism and empirical research focusing on

effective treatment for this population is needed critically [13–15]. Moreover, it

should be considered that these kinds of approaches are costly. The other

approaches (psychosocial programs, therapeutic communities, insight-orientated

treatment) do not seem to reduce recidivism. In conclusion, currently there is still

much debate regarding the overall effectiveness of psychotherapy approaches for

the long-term prevention of new offenses and several studies have reported that

the best outcomes in preventing repeat offenses against children occur when

pharmacological agents and psychotherapy are combined together.

20 A.D. Fisher and M. Maggi



2.2.2 Surgical Castration

Orchidectomy apparently leads to definitive results, even in repeat pedophilic

offenders, by reducing recidivism rates down to 2–5 % [16]. However, it is not

always effective in producing impotence, as up to one-third of castrated males can

still engage in sexual intercourse. From the introduction of surgical castration in

1892 in Switzerland (as a treatment for hypersexuality) until the 1970s, this

procedure was used in many European countries and the United States. The

substantial advantage of this procedure is linked to the difference in terms of cost

between one-time surgical castration and ongoing “chemical castration” with

pharmacological therapy, considering also limited prison healthcare budgets. This

led to the state of Texas mandating the use of only surgical castration, the lone state

among nine in the United States allowing surgical and/or “chemical castration.”

On the other hand, since medication is available that produces similar results, the

Belgian Advisory Committee on Bioethics [17] have recently advised that surgical

castration no longer be an option for treatment of sex offenders.

2.2.3 Pharmacologic Treatments

Pharmacological therapies are used in order to reduce the general level of sexual

arousal [18, 19].

2.2.3.1 Psychotropic Drugs
Lithium carbonate, tricyclic antidepressants (clomipramine, desimipramine),

mirtazapine, antipsychotics (benperidol, thioridazine, haloperidol, risperidone),

and anticovulsivants (carbamazepine, topiramate, divalproate) have been occasion-

ally used over the years [8]. However, no randomized controlled trials have

documented the efficacy of these psychotropic drugs in paraphilic sex offenders

and the level of evidence is very poor.

Conversely, research evidence has demonstrated the efficacy of selective sero-

tonin reuptake inhibitors (SSRIs) for treatment of paraphilic sexual offenders [20–

22]. The rationale for the use of SSRIs in sexual offenders is based on various

evidence [23, 24]:

– Increased levels of serotonin in the hypothalamus are able to inhibit sexual

motivation and the testosterone signal.

– Higher levels of serotonin in the prefrontal cortex enhance emotional resilience

and impulse control.

– SSRIs have been shown to decrease impulsiveness in antisocial impulsivity,

anxiety, depression, and hypersexuality.

– Their use in treating Axis 1 and Axis 2 disorders, which are often comorbid with

paraphilic disorders

The most studied SSRIs for the treatment of sex offenders with paraphilias are

fluoxetine and sertraline. The preferred strategy is dose titration until a significant

reduction or absence of symptoms is obtained [25].
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2.2.3.2 Androgen Deprivation
Androgens play a crucial role in sexual interest and associated sexual arousability,

which is defined as a state that motivates the individual toward the experience of

sexual pleasure and possibly orgasm [26]. Therefore, a reduction in circulating

testosterone levels results in decreasing sexual interest, arousability, fantasies, and

behavior and may be consequently helpful in reducing or abolishing the paraphilic

manifestations [26].

In addition, it has been reported that testosterone levels predict sexual recidivism

and higher levels are associated with more invasive sexual crimes in sexual

offenders. In fact, diminishing the intensity of the eroticized urges through andro-

gen deprivation therapy may facilitate the resisting of those urges [8].

However, normal levels of testosterone play a crucial role in bone health,

cardiovascular and metabolic systems, mood, erythropoiesis, sebaceous gland

activities, and several other functions. Consequently, androgen deprivation leads

to several pathological effects on these biological systems [21]. In particular,

regarding bone health, androgen deprivation therapy induces bone mineral density

decrease (typically in the spine, hip, and forearm, but also at appendicular skeletal

sites such as the femoral neck). Bone loss usually occurs within 1 year after the start

of androgen deprivation therapy, with a continuing reduction thereafter (approxi-

mately 3–7 % per year in lumbar spine). The resulting increased risk of osteoporotic

fracture is also exacerbated by changes in body composition induced by hormonal

castration, such as increases in weight and body mass index and reductions in lean

body mass and muscle mass/strength. Hence, it is recommended that bone mineral

density be measured by dual energy x-ray absorptiometry (DEXA) before starting

androgen deprivation therapy (particularly in individuals at high risk), in order to

detect preexisting osteoporosis and to monitor bone loss over time [21]. Effective

prophylactic and therapeutic strategies for this musculoskeletal effect can include

calcium (1,200–1,500 mg/day) and vitamin D supplementation (400–800 IU daily).

Patients should be advised to abstain from smoking and excessive alcohol use.

Moreover, bisphosphonate (e.g., oral alendronate or risedronate, and parental

pamidronate or zoledronic) is recommended in men with preexisting osteopenia,

osteoporosis, or fractures due to minimal trauma and has been successfully used in

reducing bone loss in hormonally castrated patients. Moreover, parathyroid hor-

mone (or a congener such as teriparatide) therapy and selective estrogen receptor

modulators, such as raloxifene, are also being investigated. Finally, a low-dose

androgen supplementation (e.g., testosterone enanthate 25–50 mg/month) has been

considered. The latter may also improve erectile failure, enhancing an appropriate

sexual relationship with partners, although all paraphilic manifestations usually

remain totally suppressed [21].

Moreover, men treated with hormonal castration develop an increase in fat mass,

hyperinsulinemia, hyperglycemia, insulin resistance, and impaired lipid profile,

which lead to a higher risk of metabolic syndrome, diabetes mellitus (by 40–

50 %), and cardiovascular diseases (by 10–20 %). To limit these side effects, it is

important that patients adopt a healthy lifestyle and dietary behaviors, including

smoking cessation and regular exercise. Statin therapy can be added if target levels
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are not reached (low-density lipoprotein cholesterol levels,<2.6 mmol/l or 100 mg/

dl; fasting triglycerides levels, <1.7 mmol/l or 150 mg/dl; high-density lipoprotein

cholesterol levels, >1.1 mmol/l or 40 mg/dl) by such non pharmacological

interventions [21].

Concerning mood, low testosterone levels have been associated with an

increased risk of depression, emotional disturbances, anxiety, fatigue, malaise,

memory difficulties, asthenia, and apathy. In this regard, it should be further

taken into account that paraphilic individuals suffer frequently from comorbid

affective disorders or other mental illness. Moreover, conviction, imprisonment,

and the stigma and shame of being a sexual offender may also increase the risk of

depression after the start of hormonal deprivation therapy [8]. Therefore, sex

offenders should be carefully evaluated before starting and during androgen depri-

vation therapy for the presence of mental illness, to provide appropriate psychiatric

treatment.

Other side effects of hormonal therapy include hot flushes and night sweating,

which may affect quality of life. Hot flushes can be effectively treated with SSRIs

and selective serotonin–norepinephrine reuptake inhibitors, which also may be

beneficial in treating comorbid depressive symptoms.

In addition, other side effects that have been described are breast tenderness and

gynecomastia. Radiation (at a single dose of 1,500 cGy per breast) has been used to

prevent or treat painful gynecomastia in these patients.

Furthermore, besides impotence and hypoactive sexual desire, androgen depri-

vation therapy also induces partial azospermia and infertility, although it does not

provide birth control assurance.

Beyond the aforementioned side effects common to androgen deprivation

agents, the single compound-specific side effects (e.g., hepatotoxicity for cyproter-

one acetate) listed in each dedicated paragraph should also be taken into account.

For all these reasons, effective and wise management of sex offenders treated

with androgen deprivation therapy should include careful monitoring of side effects

and their prevention with treatment. In addition, sex offenders who start treatment

should be aware that this intervention is not without its risks.

2.2.3.2.1 Steroidal Antiandrogens
These compounds interfere with the binding of dihydrotestosterone (DHT, the

androgen which plays the dominant role in androgenic response) to androgen

receptors and they have been shown to block the cellular uptake of androgens.

In addition, due to their powerful progestational activity, they cause inhibition of

gonadotropin secretion and block their expected compensatory rise following a

decrease in serum testosterone levels. Consequently, the inhibition of LH secretion

results in a decrease of both testosterone and DHT levels. This latter effect is in

contrast with that of the pure antiandrogens (e.g., flutamide). In fact, when pure

antiandrogens compete with testosterone in binding to androgen receptors, a com-

pensatory rise in gonadotropin secretion occurs; this increase, in turn, stimulates

testosterone production and eventually overcomes receptor blockade.
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Cyproterone Acetate

Cyproterone acetate (CPA) is a synthetic steroid, with three potential mechanisms

underlying its antiandrogenic effects: (a) It inhibits the intracellular uptake and

metabolism of androgens, blocking their binding to receptors (including brain

ones), through competitive inhibitions; (b) it blocks testosterone (and estrogen)

synthesis in the gonads; and (c) it has the progestational effect mentioned above

[27, 28]. The antiandrogenic effect of CPA is believed to outweigh the progesta-

tional effect in terms of clinical efficacy in paraphilia treatment; however, it is the

progestational effect that allows safe and effective long-term therapy. Equilibrium

between these two influences requires many months of treatment (8–15 months on

100 mg/day and 15–20 months on 200 mg/day).

CPA has been approved for the treatment of the sex drive in sexual deviants in

many countries and it is the most widely studied agent for the treatment of sex

offenders with paraphilic disorders [8]. It can be prescribed in oral (usual regimen,

50–200 mg/day; maximum, 600 mg/day) or intramuscular (IM) depot formulations

(200–400 mg once weekly or every 2 weeks) [8].

Apart from the aforementioned adverse effects related to hypogonadism,

CPA-specific side effects include venous thromboembolism (VTE), adrenal insuffi-

ciency or hyperplasia, increased body weight, and local pain in the injection site

(when IM formulations are used). Although large doses of CPA can produce

hepatomas in rats, no evidence exists that the same happens in humans. Conse-

quently, serious hepatotoxicity is not a common finding with CPA (less than 1 %).

A history of VTE or recent surgery or trauma increases the risk of thromboembolic

phenomena (by 4- and 13-fold, respectively).

Compared with the oral formulation, injectable CPA (via IM depot injection)

shows a lower tolerability, in terms of local pain (at the injection site), joint/muscle

pain, headache, sleep disturbances, and nausea.

Before treatment with CPA, evaluating and addressing conditions that can be

exacerbated by this treatment are recommended, as is checking testosterone, FSH,

LH, and prolactin plasma levels, liver function, blood cell count, electrocardio-

gram, fasting glucose blood level, blood pressure, weight, calcium and phosphate

blood levels, kidney function, and bone mineral density.

During CPA treatment, biochemical monitoring of liver function must be

evaluated every month for 3 months and then every 3–6 months; prolactin, glucose

blood levels, blood cell count, calcium and phosphate blood levels, blood pressure,

and weight every 6 months; and bone mineral density once a year (particularly, in

the case of increased osteoporosis risk).

In addition, patients have to be evaluated every 1–2 months for emotional

disturbances and depression by a mental health professional.

Regarding the efficacy of CPA in paraphilic sex offenders, studies reported a

decrease of referred sexual fantasies and activities in 80–90 % of subjects, with a

rate of re-offending of 6 % (vs 85 % in those without treatment). The majority of

re-offenders were those who did not properly adhere to treatment prescription [29].
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Medroxyprogesterone Acetate

Compared to CPA, medroxyprogesterone acetate (MPA) is less potent as an

antiandrogen and progestogen and relatively more progestogenic than anti-

androgenic (as opposed to the “balanced” effects with cyproterone acetate). A

complete ablation of the testosterone levels is reached usually within 1–2 weeks

after starting therapy. Moreover, MPA also induces the testosterone-α-reductase,
which accelerates testosterone metabolism, and reduces plasma testosterone by

enhancing its clearance.

MPA is available as oral tablets (usual regimen 100–400 mg/day) and parenteral

suspensions for IM injections (usual regimen starts with 300 mg given weekly and

then is titrated to achieve prepubertal testosterone levels) [30]. Erratic oral bioavail-

ability (within and between products and within and between subjects) has made the

IM formulation preferable and the majority of clinical trial data regarding MPA’s

use in abnormal sexual behaviors has been generated using the IM formulation.

Usually, reduction of sexual behavior and complete disappearance of deviant

sexual behavior and fantasies is observed after 1–2 months of treatment.

Adverse events related specifically to MPA treatment included VTE, pulmonary

embolism, excessive weight gain, headache, malaise, dyspepsia, muscle cramps,

gallstones, diabetes mellitus, adrenal suppression, and Cushing syndrome [19,

31]. A recent study has reported the balanced effects on D-dimer levels and

activated partial thromboplastin time values (which have opposing effects on

VTE risk) in a sample of women using MPA. This latter result suggests that the

potential risk of VTE with MPA may be lower than once thought.

MPA was the first drug studied in the treatment of paraphilias. Unfortunately,

most studies were not controlled and some biases were observed. Moreover,

considering the severe side effects observed with MPA, the benefit/risk ratio

seems not to be favorable and, therefore, its use has been limited [2].

In any case, if clinicians decide to initiate MPA therapy for a paraphilia, they

have to take its toxicity potential into consideration and, in an attempt to prevent or

ameliorate adverse events, the dose may be lowered, at the cost of reduced

therapeutic efficacy. The use of MPA has to be carefully managed medically, via

physical examination, especially for the effects of feminization.

The schedule for clinical assessment of individuals treated with MPA is the same

as has been suggested for CPA treatment.

2.2.3.2.2 Long-Acting Analogues of Gonadotropin-Releasing Hormone
Long-Acting Analogues of Gonadotropin-Releasing Hormone Agonists (GnRHa)

are approved in many countries for a variety of pediatric, obstetric and gyneco-

logical, and oncological disorders, such as central precocious puberty, endo-

metriosis, uterine fibromyomas, breast cancer (in premenopausal women), and

advanced prostate cancer. Recently, they have also been used in adolescents with

Gender Dysphoria [32].

GnRHa produce a complete chemical castration with hypoandrogenism as the

only clinical effect. Although during the first weeks of treatment the release of LH

and FSH is stimulated, leading to elevations in sex hormone blood concentrations
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(“flare-up”), continued use results in a suppression on account of the depletion and

desensitizing of the gonadotrope hypophyse cells. The result is reduced LH and

FSH secretion and thus reduced sex hormone production until castrated levels are

reached, within 2–4 weeks. Because the initial rise of testosterone is theoretically

associated with increased deviant sexual arousal or behavior, concurrent use of a

pure antiandrogen (CPA or flutamide) is recommended during the initial weeks of

GnRHa use.

In addition, GnRH containing neurons project into pituitary and extrapituitary

sites, such as the olfactory bulb or the amygdala. At these latter sites, GnRH is

believed to act as a neuromodulator and, through this action, may also be involved

in sexual behavior. Thus, GnRHa, by inducing castrate testosterone levels, progres-

sively lead to and maintain the inhibition of the fundamental elements of male

sexuality: sexual fantasies, desire, and interest in sexual activities, resulting in

either a dramatic decrease or an abolishment of the sexually deviant behavior [24].

Three analogues of the gonadotropin-releasing hormone are available.

Triptorelin is a synthetic decapetptide agonist, recently approved in Europe for

the reversible decrease in plasma testosterone to castration levels in order to

reduce drive in sexual deviations of adult men. It was developed as a monthly or

depot formulation (3 mg, 1-month formulation or 11.25 mg, 3-month formulation)

[33–36].

Leuprolide is a synthetic GnRHa, developed as daily IM or depot injections

(3.75 or 7 mg, 1-month or 22.5 mg, 3-month formulation) [37, 38].

Gasorelin is also a synthetic GnRHa, developed as daily IM or depot injections

(3.6 mg or 10.8 mg, subcutaneously) [39, 40].

No studies have compared the efficacy of these three medications [8].

Apart from the general adverse effects linked to androgen deprivation reported

above and possible injection-site reactions (induration, burning, redness, itching,

bruising, and pain), GnRHa appear to be a safe treatment.

Despite there not being any randomized controlled studies and some biases

having been observed in open trials conducted with GnRHa, in the majority of

cases these drugs have shown a better efficacy when compared to psychotherapy,

SSRIs, or other antiandrogens [8, 33–37, 39, 40]. In addition, GnRHa are associated

with lower rates of side effects, if compared with CPA and MPA [39]. Finally, poor

compliance is often associated with oral CPA treatment, whereas long-acting CPA

may increase treatment adherence. On this basis, the World Federation of Societies

of Biological Psychiatry (WFSBP) guidelines underline that GnRHa treatment

probably constitutes the most promising treatment for sex offenders at high risk

for sexual violence, such as pedophiles or serial rapists.

The schedule for clinical assessment of individuals treated with GnRHa is the

same as has been suggested for CPA and MPA treatment.

In summary, the different medical options available for hormonal castrations are

characterized by and differ in terms of:

• efficacy

– MPA, CPA, or GnRHa significantly reduce the intensity and the frequency of

sexual arousal, but do not change the content of paraphilias;

26 A.D. Fisher and M. Maggi



– GnRHa are more potent than CPA or MPA in reducing testosterone levels

more dramatically and more consistently;

• side effects

– MPA and CPA are associated with a high percentage of side effects which

have considerably limited their use;

– GnRHa induce fewer side effects (except for those related to

hypoandrogenism);

• patient’s compliance

– uncontrolled breaks in the therapy are often observed with CPA or MPA

treatments;

– GnRHa may be administrated parenterally once every 1–3 months, producing

less variable results in the treatment of paraphiliac behavior than CPA

and MPA.

Algorithm of Treatment of Paraphilias

A treatment program should start with supportive psychotherapy and, in most cases,

CBT. In all cases, treatment of comorbidities is necessary if any are present (Level

1). In the presence of psychiatric comorbidities, pharmacological treatment such as

benzodiazepines, antipsychotics, SSRIs, or specific types of psychotherapies must

be used.

In mild cases with strong deviant fantasies or impulses and any risk of sexual

offenses, psychotherapy in combination with SSRI treatment should be considered,

especially if the paraphilic patient shows additional symptoms such as anxiety,

social phobia, depression, severe feelings of guilt, obsession, or personality dis-

orders and if paraphilia is less severe (Level 2).

If there is insufficient improvement and a moderate-to-high risk of “hands-on”

offenses, low doses of antiandrogens, preferentially in combination with SSRIs,

should be given. Side effects are dose related, so a careful titration could minimize

them and may allow patients to maintain appropriate sexual behavior while

eliminating deviant behavior (Level 3).

Full dosage of CPA (or, if not available, MPA) should be added to SSRI treat-

ment in subjects with moderate and high risk of sexual offense (severe paraphilias

with more intrusive fondling with a limited number of victims), considering the

intramuscular application in not compliant patients (Level 4).

In high risk of sexual offenses and severe paraphilias, sexual sadism fantasies

and/or behavior or physical violence, and no compliance or no satisfactory results at

Level 4, use of GnRH agonist could be justifiable and helpful (Level 5).

Finally, in the most severe paraphilias, a combination of antiandrogens, GnRH

agonist, and SSRI must be considered (Level 6).

In case of serious side effects (VTE or severe liver dysfunction) CPA or MPA

treatment must be replaced with GnRHa.

For a summary of the treatment algorithm, see also Fig. 2.1.
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Treatment Duration

Paraphilia is a chronic disorder and sexual orientation will not change during

treatment.

For severe paraphilia with a high risk of sexual violence a minimal duration of

treatment of 3–5 years is necessary. In these patients in particular, hormonal

treatment must not be abruptly stopped [2].

Ethical Issues

The treatment of paraphilic sex offenders, irrespective of which method of treat-

ment is employed, has always been undertaken with clinical and ethical

dilemmas [9].

The major ethical issues may reflect the dispute between the need for public

safety and, on the other side, the consent of the patient to be treated. Moreover, such

kinds of crimes bring the public and even professional orientation toward punish-

ment rather than treatment, even if appropriate and effective. For example, incarce-

ration may stop pedophiles from committing illegal sexual acts against children, but

it does not change the pedophile’s internal sexual preference [9].

Psychotherapy  (preferentially CBT)

SSRIs
(same dosage as  prescribed in OCD,

e.g. fluoxetine 40-60 mg/day or paroxetine 40 mg/day)

SSRI
+

low dose of antiandrogens (e.g. CPA 50-100 mg/day) 

Full dosage of CPA  
(200-600 mg/day oral or 200-400 mg IM once/week or  once/two weeks) 

or, if not available, MPA 
(100-400 mg/day oral). 

+
SSRIs 

if co-morbid with anxiety, depressive or obsessive compulsive symptoms.

Antiandrogen treatment 
(eg CPA -200 mg/day oral or 200-400 mg once weekly or every two months 

IM, or MPA if CPA not available) 
+

GnRH agonist
+/-

SSRIs may also be added

Long-acting GnRH agonist  
(eg triptorelin or leuprolide acetate 3 mg/month or 11.25 mg IM/ 3 months).

+
CPA 

1 week before and during the 1st month of GnRH analog to prevent a flar-
up 

•in all paraphilic offenders

• In all mild cases (hands-off paraphilias with low risk
of sexual violence, i.e. exhibitionism without any risk 
of rape or pedophilia) 
•With no satisfactory results at level 1

•Hands-on paraphilias with fondling but without 
penetration
•Paraphilic sexual fantasies without sexual sadism
•No satisfactory results at level 2 after 4-6 weeks of 
SSRIs at high dosage

•Moderate to high risk of sexual violence
(severe paraphilias with more intrusive fondling with 
limited number of victims)
•No sexual sadism fantasies and/or behavior (if 
present: go to level 5)
•Compliant patient, if not: use IM or go to level 5
•No satisfactory results with level 3

•High risk of sexual violence and severe 
paraphilias
•Sexual sadism fantasies and/or behavior or 
physical violence
•No compliance or no satisfactory results at level 4

•Most severe paraphilias
•No satisfactory results at level 5

Le
ve

l 6
Le

ve
l 5

Le
ve

l 4
Le
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l 3
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l 2
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l 1

Fig. 2.1 Treatment algorithm of paraphilias, modified from Thibaut F, et al The World Federa-

tion of Societies of Biological Psychiatry (WFSBP) Guidelines for the biological treatment of

paraphilias. The Journal of Biological Psychiatry, 2010;11:604–655. CBT cognitive behavioral

therapy, OCD obsessive–compulsive disorder
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In some countries, paraphilic sex offenders may be ordered by the judge to

undergo treatment as part of the rehabilitative aspect of sentencing, but these

situations should leave treatment options up to professionals. Moreover, this deci-

sion should be made by a mental health professional with the requisite competence,

after examination of the person concerned and after an informed consent has been

obtained. However, doubts about the validity of consent have arisen, because

consent is sometimes given in situations where the person is subject to some

external pressure [9].

According to the European Ethics Board [17] if the paraphilic sex offenders need

hormonal therapy, this should be allowed only if all of the following conditions are

met:

– The person has a paraphiliac disorder diagnosed by a psychiatrist after a careful

psychiatric examination.

– The hormonal treatment addresses specific clinical signs, symptoms, and

behaviors and is adapted to the person’s state of health. The hormonal treatment

cannot be the only measure imposed on sex offenders on the basis of the nature

of the crimes committed, but it must be integrated with a wider treatment

program which also includes psychological and social aspects.

– The person’s condition represents a significant risk of serious harm to his health

or to the physical or moral integrity of other persons.

– The advice of an endocrinologist is mandatory when hormonal castration is

considered.

– The hormonal treatment is a medical treatment for which the psychiatrist in

charge of the patient takes responsibility (a) for the indication, (b) to inform the

person involved and to receive his consent (c) for the follow-up, including

somatic aspects with the help of a consulting endocrinologist, if necessary.

– The therapist will always give preference to the least intrusive intervention to

obtain a particular result. If a less intrusive alternative treatment exists instead of

hormonal treatment, this alternative must be preferred.

– The hormonal treatment is part of a written treatment plan to be reviewed at

appropriate intervals and, if necessary, revised.
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Negative Attitudes to Lesbians and GayMen:
Persecutors and Victims 3
Vittorio Lingiardi and Nicola Nardelli

3.1 Homophobia Has Many Names

Homophobia, heterosexism, homonegativity, and sexual prejudice are all terms that

are used to refer to negative attitudes towards homosexuality, lesbians, and gay

men, but the most widely used is “homophobia.” It was coined by GeorgeWeinberg

in 1972 [1], who focused on the emotional components of the prejudice rather than

cognitive ones. The important role Weinberg played in shifting the focus of

scientific research from homosexuality to antigay hostility must be acknowledged,

but our thinking on this concept [2] should be updated. The Greek suffix “phobia”

means that the term implies unpleasant physiological and psychological reactions in

the presence of gay people and the criteria for a clinical diagnosis of “phobia”

include an excessive, irrational, inappropriate, and persistent fear of an object or

circumstance, and the consequent desire to distance oneself from it. These criteria

are not always and not necessarily satisfied by the concept of homophobia as

commonly recognized, because (a) people with antigay attitudes consider their

negative reactions towards lesbians and gay men to be normal and justifiable;

(b) unlike phobias in the strict sense, homophobia does not necessarily compromise

the social functioning of people with antigay attitudes; (c) homophobic people do

not experience distress nor feel the need to get rid of negative attitudes; (d) phobias

entail avoidance of feared objects or situations, while in homophobia avoidance

behaviors can coexist with behaviors characterized by active aversion or deliberate

aggression (for further reasons for abolishing the term “homophobia,” see [2]).

The term “homophobia” is therefore not wholly appropriate as it focuses primarily

on individual cases, neglecting the cultural component and the social roots of

intolerance and hence the relationship between “homophobia” and other forms of

“hating in the first person plural” (e.g., misogyny, racism, anti-Semitism, etc. [3]).
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Like racists and anti-Semites, antigay people usually refer to a codified system of

beliefs framed in terms of the need to guard against people and values considered to

be dangerous.

Negative attitudes towards homosexuality are rooted in primitive human

anxieties about extinction and gender subversions, the latter first identified by

Freud [4], that evoke the twin bogeys of male “passivity” and female “activity.”

As often happens, fear is transformed into hatred towards that which is perceived as

different, whether it is external or internal to the self. A woman who loves another

woman overturns the patriarchal rule that a woman is “completed” only by a penis

that penetrates and fertilizes her. A man who loves another man gives up his

“patriarchal vocation” and evokes the ghost of the penetration, then the passivity,

then the feminization. The very ‘gaze of a homosexual male is seen as

contaminating,’ writes the philosopher Martha Nussbaum [5, p. 114], ‘because it

says “You can be penetrated”.’

Homophobia could also result from an individual’s own conflicted homosexual

feelings. As Freud [6] pointed out, using reactive formation and projection as defense

mechanisms, conflicts related to unacceptable impulses can be transformed into

hatred of objects representing them and to that extent may generate paranoia.

Adams, Wright, and Lohr [7] provided further empirical evidence supportive of

psychodynamic theories and their connection with cognitive science using a well-

known paradigm also reported on by Westen [8]. A sample consisting of 64 exclu-

sively heterosexual men was divided into two groups using the Index of Homophobia

[9]. Both groups were exposed to sexually explicit erotic stimuli—consisting of

heterosexual, gay male, and lesbian videotapes—while changes in penile circumfer-

ence were monitored as a measure of arousal. Both groups showed increased arousal

in association with heterosexual and lesbian erotic stimuli, whereas only participants

within the “homophobic group” showed a penile erection increment in association

with gay male erotic stimuli (for further reference to antigay hostility as a defense

mechanism see [10]; for other empirical studies see [11]).

Negative attitudes toward homosexuality are pervasive in individuals and societal

systems; it is important to understand each level where they occur: (1) individual

level; (2) interpersonal level; (3) institutional level; and (4) cultural or societal level

[12, 13].

Expressions of homosexuality—and homophobia—change with time and culture,

from generation to generation. Some authors have considered it useful to distinguish

between an old-fashioned form of prejudice and a modern one [14–16]. Morrison

and Morrison [15], for example, argued that students’ antigay prejudice shifted from

moral and religious objections to homosexuality to more abstract concerns such as

believing that lesbians and gay men were making illegitimate or unnecessary

demands for social change (e.g., claims for spousal benefits).

Herek, Gillis, and Cogan [17] set out a social psychological framework that

distinguished between the societal and institutional manifestations of homosexual

stigma (heterosexism) and individual manifestations of internalized sexual stigma

(specifically, sexual prejudice refers to negative attitudes toward homosexuality

and sexual minorities, while self-stigma refers to negative attitudes toward oneself
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as homosexual or bisexual). Having provided a summary of the various forms of

homonegativity and sexual prejudice, from the most explicit and violent

(“gay bashing”) to the most implicit and subtle, even supposedly “tolerant,” we

will turn to the issues of whether and how homonegativity might be measured.

3.2 Evaluating Sexual Prejudice and Self-Stigma

There are many instruments used to measure homonegativity. Most are self-report

questionnaires. However, given that self-report measures detect primarily what the

subject knows and is willing to state about him- or herself and considering the likely

social desirability bias, such questionnaires will not capture antigay prejudice at the

implicit level of awareness or prejudice masked by a desire to appear socially

acceptable.

Implicit antigay attitudes have been studied by the Implicit Association Test
(IAT) [18], which was shown to be a reliable measure in this domain [19]. The IAT

assumes that automatic attitudes influence thoughts, feelings, and behaviors and

therefore uses a computer-assisted categorization task to evaluate implicit attitudes

through priming procedures. The test measures the latency of automatic

associations between symbols representing a group (e.g., pictures of gay couples

and pictures of heterosexual couples) and positive and negative words (e.g., good

and bad). It assumes that antigay people more quickly associate pictures of lesbian

or gay couples with negative words and pictures of heterosexual couples with

positive words (and vice versa). The IAT compares two different categories, but

sometimes it is necessary to test attitudes toward a single category. The Single

Category IAT (SC-IAT) [20] was developed to meet this need. The IAT and

SC-IAT have proved useful for attitude detection in a domain in which explicit

attitudes may be significantly distorted by impression management; it has been

shown that whilst heterosexual people showed positive explicit attitudes toward

gays, implicit attitudes were relatively negative [21].

Nevertheless, self-report questionnaires are more versatile and easier to use,

especially in large sample studies. Just as there are many terms to describe antigay

attitudes, there are different constructions of antigay prejudice, each entailing

differences in etiology, expression, and measurement [22, 23]. Some scales are

one-dimensional and provide a single factor score, but there also multidimensional

scales that provide multifactor scores. Given the association between gender and

antigay prejudice, it may be important to recognize gender in assessment

procedures. For example, theModern Homophobia Scale (MHS) [16] (for an Italian

study with the MHS, see [24]) assesses three dimensions of homophobia directed at

lesbians and gay men: (a) deviance, the degree to which the respondent views

homosexuality as deviant, pathological, and changeable; (b) personal discomfort,
the urge to avoid personal contact with gay men and lesbians due to discomfort felt

in their presence; and (c) institutional homophobia, opposition to recognizing the

civil rights of lesbians and gay men.
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There are also many instruments that assess self-stigma in lesbians and gay men.

Exposed to social and institutional discrimination, gay and lesbian people may

internalize prejudice, developing a distressing inner conflict that often has dramatic

effects on self-esteem, psychological well-being, emotional state, and the quality of

social and romantic relationships (this issue will be examined in depth in Sect. 3.4).

Our Measure of Internalized Sexual Stigma for Lesbians and Gay Men (MISS-LG)

[25] is available in two different forms—MISS-L for lesbians and MISS-G for gay

men—it comprises 6 items dealing with gender-specific aspects and 11 items

common to both forms (giving a total of 17 items in both forms). The scale assesses

sexual stigma in lesbians and gay men in terms of three factors: (a) identity: the
propensity to have a negative attitude to one’s own homosexuality and consider

sexual stigma as a part of a value system and identity; (b) social discomfort: fear of
public identification as a lesbian or gay man in a social context; fear of disclosure in

private and professional life and negative internalized beliefs about the religious,

moral, and political acceptability of homosexuality; and (c) sexuality: a pessimistic

evaluation of the quality or duration of gay or lesbian intimate relationships and a

negative conception of gay or lesbian sexual behaviors.

3.3 Correlates of Antigay Prejudice

Often antigay prejudice works below the level of awareness. Operating the level of

automatic and emotionally driven behavior, it appears to be stronger in people who

are more sensitive to disgust. Disgust is a core emotion that has concrete, nonsocial,

adaptive functions including facilitating the rejection of toxic or contaminated food

and avoidance of disease [26]. However it may also manifest as a social, culturally

adapted, broad-based emotion that motivates out-group avoidance [27] and

mediates, for example, attitudes toward immigrants and foreigners [28]. Low status

minorities often seem to elicit disgust [29] and recent research suggested that

disgust may be implicated in antigay attitudes [30, 31]. Evolutionary psychology

theories provide a clue to the possible role of disgust in the stigmatization of sexual

behaviors [32]. These theories posit that disgust has developed from its origin as a

disease-avoidance mechanism into a putative behavioral immune system consisting

of a set of cognitive, affective, and behavioral tendencies to avoid sources of

diseases. Because the biological costs of an infection are tremendously high, it

makes evolutionary sense that a behavioral immune system would make a species

hypervigilant and react to “false positive” threats. Thus a behavioral immune

system could be triggered by people who appear “strange” to the societal majority

because they do not conform to norms relating to food preparation, hygiene or

sexual practices [30].

At the same time, several studies have emphasized that contact with gay people

reduces sexual prejudice [33–35], suggesting that education is the key to the

eradication of stereotypes and the reduction of prejudice and antigay hostility (for

details on stereotypes and the influence of contact on prejudice, see [36]).
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There are other important correlates of the sexual prejudice that we will examine

briefly. First of all, religious fundamentalism and political conservatism are often

associated with heterosexism, especially regarding civil rights, same-sex marriage,

and parenting by lesbians and gay men [37, 38]. Gender is another important variable

involved in antigay prejudice. In general, women seem less homophobic than men,

and attitudes toward lesbians differ from attitudes toward gay men [10, 39–

42]. In particular, it seems that antigay hostility is related to heightened levels of

masculinity and is stronger in men who feel threatened by individuals perceived as

“too feminine” [43]. Older people often have more negative attitudes toward sexual

minorities than younger people (e.g., [39, 44]). Young people grew up in a social

environment characterized by increasing respect for sexual minorities and are more

likely have contact with publically identifying lesbian and gay men. Personality

factors also show correlations with antigay prejudice, for example, “openness to

experience” seems to be one of the best predictors of low sexual prejudice [33, 45, 46].

3.4 Minority Stress and Internalized Prejudice in Lesbians,
Gay Men and Bisexuals

In 1973 theAmerican PsychiatricAssociation (APA) removed the diagnosis of “ego-

syntonic homosexuality” from the third edition of the Diagnostic and Statistical

Manual of Mental Disorders (DSM-III). In 1987 the diagnosis of “ego-dystonic

homosexuality” (undesired and conflicted homosexuality) was also removed. With

these removals the APA recognized the link between heterosexism and internalized

stigma in homosexual people. Lesbians, gay men, bisexuals, and all people with a

nonheterosexual orientation, as well as transgender people (for convenience they are

collectively conventionally referred to by the acronym LGBT), still risk harassment

and other stressful and traumatic experiences. The incidence of distress and post-

traumatic disorders is therefore significantly higher in sexual minorities than in

heterosexual people [47–50]. At the same time, some studies have reported that

the incidence of psychological distress and alcohol abuse among lesbians and gay

men is significantly higher in countries without same-sex marriage laws, or more in

generally without policies that protect sexual minorities against discrimination and

violence [51–53], and in communities with an unsupportive religious climate [54].

Lesbians, gay men, and bisexuals are subjected to “minority stress.” Unlike

other minorities, they cannot always rely on the recognition and support of their

family; in fact sometimes the converse: family may be an additional source of

discomfort and stress. It is not unusual for homonegative dynamics to occur in a

sociocultural context that is indifferent or even collusive. Episodes of discrimi-

nation and violence can have a very strong emotional impact that transcends their

direct effects; they may affect not only direct victims, but also those who cannot

avoid thinking that it might happen to them too.

Many studies of minority stress have confirmed its causal role in distress in

lesbians and gay men (e.g., [50, 55–57]; for a review see [58]). Ilan Meyer [59]
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developed and tested a minority stress model in a community sample of 741 gay

men. Odds ratios suggested that men who had high levels of minority stress were

twice to three times more likely to suffer from high levels of distress as well. Meyer

[60] suggested a distinction between distal and proximal causes of minority stress.

This distinction relied on a conceptualization of stress that seems most relevant to

minority stress. He described a minority stress continuum ranging from distal

stressors—objective events and conditions—to proximal personal processes based

on individual perceptions and appraisals. We can therefore construct a minority

stress continuum extending from objective to subjective experiences that includes

three dimensions: (a) actual experiences of discrimination and violence;
(b) perceived stigma, i.e., expectations of rejection and discrimination; and

(c) internalized antigay prejudice, direction of societal negative attitudes toward

the self (Fig. 3.1).

The internalized antigay prejudice (also named internalized homophobia,

internalized homonegativity, self-stigma, etc.) dimension is the set of negative

feelings and attitudes (from discomfort to contempt) that a nonheterosexual person

could experience (with various degrees of awareness) regarding her/his own sexual

orientation. This could result in low self-acceptance and low self-esteem to self-

hatred and self-contempt. Negative feelings may manifest in various ways and to

varying degrees, including perhaps feelings of uncertainty, shame, and inferiority;

inability to communicate one’s sexual orientation to others; and the feeling of being

rejected and self-identification with derogatory stereotypes.

Perceived stigma reflects vigilance and the fear of being “labeled” as lesbian or

gay. The greater the perception of social rejection, the higher the degree of

vigilance and sensitivity to the environment. Consequently, high levels of perceived

stigma can lead to chronic stress and give rise to thoughts like “it only happened

because I am homosexual,” “I have to be careful not to say that I am gay or people

will discriminate against me.” Fear of the response to self-disclosure of sexual

orientation to others—in the family as well as in the workplace—falls into this

category.

Fig. 3.1 The three dimensions of minority stress and the interactions among them, from the more

objective to the more subjective
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3.5 The Impact of Minority Stress on Same-Sex Relationships

Minority stress may significantly affect the quality of relationships [61, 62,

99]. First of all, social prejudices and institutional discriminations jeopardize the

well-being of same-sex couples. In addition to these obvious barriers lifelong

discrimination, sexual stigma, and internalized prejudice are all consistently

associated with lower relationship quality and partner abuse (e.g., [63–65]; for

theoretical purposes, see also [66, 67]). The process by which lesbians and gay men

acknowledge their homosexuality and come to feel comfortable being open about

their identity is widely referred to as “coming out” (e.g., [68, 69]). Coming out

plays an important role in relational life; therefore, it is necessary to pay attention to

both the partner’s and his or her own coming out.

Although there is still insufficient empirical research to draw general

conclusions (for a methodological review see [70]), it is possible to identify two

important aspects of domestic violence in same-sex couples.

The first aspect concerns silence about the abuse and the further social isolation

of the victim. Internalized prejudice constitutes a considerable barrier to seeking

help, as there is fear that one’s sexual orientation will be perceived as justification

for the abuse, as well as fear of antigay reactions from police officers, service

providers, and even family members [71–74].

The second aspect concerns the potential negative affect of past stressful or

traumatic experiences related to same-sex attraction. For example, antigay harass-

ment might affect cognitive and psychological development resulting in an indi-

vidual taking “revenge” on and seeking “compensation” from an intimate partner,

thus undermining the intimacy of the relationship, as the following clinical vignette

[62] illustrates:

Antonio and Paolo have lived together for two years, but often they start fighting for

pointless reasons and sometimes Antonio beats Paolo. At other times Antonio engages in

sexually compulsive behaviors in which he penetrates and insults a hustler. He enters a state

of fantasy-related hyperarousal in which he plays the role of a policeman raping a prisoner

of war. It seems that Antonio’s self-contempt, rage, and anxiety are enacted as dissociated

and exciting fantasies that give him the opportunity to attribute these intolerable feelings to

another person, and at the same time create the illusion of actively controlling them.

Through the nonjudgmental listening, the psychiatrist gave Antonio the space he needed

to focus on some aspects of his thoughts that he found unacceptable. Antonio’s adolescence

had been affected by feelings of shame and inferiority. He remembers having been bullied

at school, something he has hardly ever spoken about, trying to forget it. He never disclosed

his feelings to his parents, nor did he have the courage to tell them the stress he suffered as a

result of being bullied at school. Furthermore, homosexuality has always been mocked and

stigmatized by his family. In order to cope with these ‘microaggressions of everyday life’

[75], Antonio learned a dissociative defense mechanism, putting his identity as a ‘faggot’ in

a sort of ‘mental drawer’, at the edge of his consciousness [66]. Every time he finds himself

in a situation in which his homosexuality is detectable, it is as if episodic memories

implicitly linked to his traumatic experience are reactivated. Even if he is not completely

aware of it, Antonio expects that ‘coming out’ necessarily entails a negative reaction from

somebody. On these occasions, feelings of anxiety, guilt and inferiority emerge, and

Antonio tries to cope with them by identifying with the aggressor. In this way, he is

‘turning the tables’ and externalizing his distress. When problematic painful and
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dissociated mental memories are reactivated (for example, when Paolo wants Antonio to

introduce him to his parents), the burden of anxiety becomes too heavy and cannot be

managed in a functional way anymore.

3.6 Homophobic Bullying

Homonegativity is displayed by young people inside and outside school walls. It is

very pervasive and probably all children are exposed to its effects, which range from

ridicule of gay people to disapproval and even violent attack. From childhood

onwards both genders begin to experience negative stimuli related to homosexuality.

Antigay bullying, often called homophobic bullying, is directed toward the

victim’s—actual or presumed—homosexual orientation or an atypical expression

of gender which is contrary to sociocultural expectations. Students may be victim-

ized because their parents or relatives are openly lesbian, gay, bisexual, or trans-

gender. Like other common types of bullying, homophobic bullying can be divided

into four main types of abuse: emotional, verbal, physical, and cyber-bullying.

It is widely recognized that victims of bullying are at risk of dropping out of

school, developing stress-related, posttraumatic, or depressive disorders, and in

extreme cases, suicide.

Compared to other forms of bullying, antigay bullying has several peculiarities:

(a) the oppression concerns the nuclear identity dimensions of gender and sexuality

and interferes with developmental processes which are already complicated by

membership of a sexual minority; (b) the victim may experience particular

difficulties in seeking help from adults because seeking help entails drawing

attention to one’s sexuality, which may be associated with feelings of anxiety and

shame and a fear of disappointing expectations of heterosexuality and conformity

with the norms of one’s assigned gender; sometimes teachers and parents can act

out homophobic prejudices, denying or underestimating the abuse, or worrying

about the child’s “abnormality” and looking for a “cure,” or otherwise demon-

strating rejection; (c) the victim may have particular trouble finding support and

protection among peers because of the perceived risk of being considered gay;

(d) antigay hostility may be part of a defensive internalized sexual prejudice, and

through antigay behavior the bullies show that they are “normal guys” and affirm

their conformity to gender expectations and give vent to any conflicting same-sex

attraction or affect.

Another characteristic specific to antigay bullying concerns self-disclosure of

sexual orientation. Observing the victimization of similar others may have a

powerful effect, increasing fears and inhibiting young people from expressing

themselves and thus jeopardizing their self-acceptance [76].

Mostly due to antigay bullying, young people who belong to a sexual minority or

who question their own sexuality are less able to find social support than young

people with more clearly defined identities; they report higher rates of victimization

and show higher rates of school dropout, substance abuse, stress-related disorders,
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depressive symptoms, and suicide risk than heterosexual youths (e.g., [77, 78, 100]).

Conversely a positive school climate can reduce differences in developmental

outcomes.

The harmful of antigay bullying is not limited to mental health [79]. Research

conducted by Holt, Matjasko, Espelage, Reid, and Koenig [80] provided confir-

mation of previous findings that bullying and sexual risk-taking behaviors were

associated among adolescents: at the bivariate level, bullies and victims reported

more casual sex and sex under the influence of alcohol and drugs than students who

were not involved in bullying. Espelage, Basile, and Hamburger [81] also showed

that there was a strong association between bullying and subsequent sexual harass-

ment behavior, and between antigay teasing behaviors, co-occurring bullying

behavior, and subsequent sexual harassment behavior. A meta-analysis by Marshal

et al. [82] showed that on average 28 % of sexual minority young people reported a

history of suicidal behavior compared with 12 % of heterosexual young people.

Specific factors such as bisexuality or questioning one’s sexuality and familial

rejection were respectively associated with rates of suicidal behavior almost five

times greater and eight times greater than in heterosexual young people [83]. Fortu-

nately, many lesbian and gay young people have the ability and resources to cope

successfully with traumatic experiences, reorganizing their lives positively and

displaying resilience. The presence of a best friendship appears to be a protective

factor [84].

The phenomenon of antigay bullying is clearly not negligible. United Nations

Secretary-General Ban Ki-moon expressed deep concern about its global increase,

stating that it constitutes a “grave violation of human rights” and that states were

legally obliged to protect their citizens from this kind of violence: ‘Tackling this

problem is a shared challenge. We all have a role, whether as parents, family

members, teachers, neighbours, community leaders, journalists, religious figures

or public officials’ (New York, 8 December 2011 [85]). The position of the

United Nations was formalized in the Rio Statement on Homophobic Bullying
and Education for All issued by UNESCO (Rio de Janeiro, 10 December 2011

[86]). The Education for All statement requires nation states to tackle threat anti-

LGBT prejudice and violence pose to universal access to high-quality education by

ensuring:

1. Safe schools and an educational climate free of anti-LGBTI prejudice and

violence;

2. Access to accurate information on health and sexuality relevant to the needs of

all learners, including LGBTI people;

3. Teachers and other school staff who are prepared and willing to maintain

learning environments truly accessible and productive for all;

4. Mechanisms of periodic review by which educational institutions, systems, and

governments consult with development partners and all education sector

stakeholders in order to hold themselves accountable to the aforementioned

principles.

Preventative policies and practices are indeed the best strategy against antigay

bullying. They include appropriate educational spaces for staff and faculty, aswell as
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appropriate psycho-educational interventions with students. Antigay bullying is

most appropriately considered as a systemic problem, and preventative and care

interventions should be targeted at entire classes rather than focusing solely on the

victim and bully. Promoting an educational climate that is safe andwelcoming for all

students, including sexual minority and sexually questioning young people, is of

fundamental importance. To achieve this inclusive curricula representing sexual

minorities and their concerns and reducing their invisibility and marginalization are

needed; this will also provide heterosexual young people with important learning

opportunities. Resources for educators [87] are also needed. The Gay, Lesbian, and
Straight Education Network website (GLSEN; http://www.glsen.org) includes a lot
of useful resources.

3.7 Helping Victims Avoid Secondary Victimization

When victimization based on antigay prejudice occurs, the victim may conceal the

event to avoid disclosure of his or her sexual orientation. The risk of further,

secondary victimization is concrete: the victim knows this and may even anticipate

it. Previous antigay experiences are associated with a learned anticipation of

rejection and stigmatization by law enforcement agencies [88]. For sexual

minorities secondary victimization carries specific risks: additional humiliation,

loss of employment, eviction from housing, refusal of access to public accommo-

dation, and loss of child custody [89]. Because secondary victimization is inflicted

by those who should provide protection and support, secondary victimization may

be even more distressing than the primary victimization. Victim-blaming is so a

significant factor in determining well the victim copes with stressful and traumatic

episodes [90].

Police officers, social service providers, educators, and legal and health practi-

tioners should be careful not merely to avoid causing secondary victimization, but

to create an environment in which the victim can feel secure and certain that he or

she will not be stigmatized again. First, it is necessary to avoid displaying

heteronormative bias by assuming that the victim is heterosexual (e.g., asking a

girl if she has a boyfriend). Gay stereotypes (e.g., “you’re like all gay men, too

emotional”) should also be avoided. Third, the victim’s sexual orientation should

not be used as a justification, in order to decriminalize the harassment (e.g., a

teacher suggesting to a bullied child: “You should try to be less of a sissy”).

Mental health professionals have to contemplate carefully the possibility that

secondary victimization may have occurred in order to treat it as part of the

traumatic event. It is important to avoid heterosexist and heteronormative bias.

Although homosexuality is no longer considered a mental disorder by the scientific

community [91], not all mental health professionals respect this in their practice;

some continue to treat it as a mental disorder or a psychological impairment,

making particular assumptions about its etiopathogenesis and providing

interventions designed to alter sexual orientation [92, 93]. These interventions are

often called “reparative therapies” because they are based on the biased assumption
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that homosexual orientation results from something that “went wrong” in personal

development and therefore must be “repaired.” The harmful consequences of

efforts to alter sexual orientation are well recognized [94–97] (see Spitzer’s letter

to the editor of the Archives of Sexual Behavior reassessing his study supporting

“reparative therapies” [98]). Sometimes adolescents are subjected to such

interventions at their families’ instigation and against their will. In other cases

mental health professionals collude with clients’ self-stigma. It should never be

forgotten that providing these biased interventions is a violation of the first principle

of medical ethics—first, do no harm—and is therefore a form of abuse.
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Transphobia 4
Elisa Bandini and Mario Maggi

4.1 Background and Definitions

According to DSM-V [1], “transgender refers to the broad spectrum of individuals

who transiently or persistently identify with a gender different from their natal

gender.”

The term transphobia has been defined as “emotional disgust toward individuals

who do not conform to society’s gender expectations,” such as masculine women,

feminine men, cross-dressers, or transgenders [2]; this definition is specular with

Weinberg’s classic definition of homophobia [3].

In addition to transphobia (the attitudinal component), Hill suggested two more

components to conceptualize hate against transgenders: genderism, which reflects

the cognitive component, and genderbashing, referring to the behavioral compo-

nent. In particular, genderism is a social system of beliefs that reinforces the

negative evaluation of individuals not conforming to the society’s gender role

expectations. Genderbashing refers to behaviors of harassment and/or physical

assault of individuals not conforming to society’s gender norms [4]. More recently,

Sugano et al. have proposed that the term transphobia “refers to societal discrimi-

nation and stigma of individuals who do not conform to traditional norms of sex and

gender” (p. 217) [5].

The classic starting point for defining the stigma is the presence of a character-

istic which the individual possesses or is believed to possess “that is deeply

discrediting” [6]. The recognition of this characteristic leads the stigmatized person

to be deeply devalued in a particular social context [7].

Three components of stigma have been described:

1. Perceived stigma, referred to the belief of a potential stigmatized individual

when society holds a negative attitude toward his/her group of persons [8].
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It includes also how the individual thinks society views him/her personally as a

member of the stigmatized group [9].

2. Experienced stigma, referred to as the “experience of actual discrimination

and/or participation restrictions on the part of the person affected” [8].

3. Self-stigma, characterized by feelings of shame, loss of self-esteem, hopeless-

ness, guilt deriving from the adoption of a stigmatized view of oneself [10].

Stigma has been also defined as an overarching term which includes ignorance/

misinformation (problem of knowledge), prejudice (problem of attitude), and

discrimination (problem of behavior) [11].

4.2 The Expressions of Transphobia

While a large amount of literature on homophobia has been produced, transphobia

remains an understudied topic.

Moreover, the majority of the studies available do not distinguish transgenders

from the gay, lesbian, and bisexual (LGB) population and do not address the

differences between gender role, gender identity, and sexual orientation. In fact,

transgenders are outside the male/female gender binary, whereas LGB individuals

are outside the expected heterosexual identity [12]. However, both populations are

challenging the male–female dichotomy and share some prejudice

mechanisms [13].

Recently, a growing body of research has documented the presence of prejudice,
discrimination, harassment, violence, and hate crimes against transgenders, as

reported below [4, 14–19].

4.2.1 Prejudice

The term prejudice refers to preconceived, usually unfavorable, judgments toward

people or a person because of personal characteristics (such as gender, social class,

age, disability, religion, sexuality, race/ethnicity, language, nationality) [20].

Understanding the mechanisms of prejudices is important in order to reduce their

harm through psychoeducational, clinical, and social interventions.

Despite research on this topic being just at the beginning, in recent years some

measures to assess anti-transgender prejudice have been developed [2, 21–23] and

used to compare the extent of this attitude in different samples [24, 25].

Gender differences have been assessed, with women reporting a less negative

attitude than men [2, 18, 21, 26, 27]. Also gay men display higher transphobia than

lesbians [12]. It has been speculated that the higher level of prejudice experienced

by men is linked to the greater threat to their dominant social role [21].

Moreover, prejudice against transgenders is correlated with anti-lesbian and gay

prejudice [2, 13, 21]. This finding is consistent with society’s perception of LGBTQ

(gay, lesbian, bisexual, transgender, queer) as a group that violates traditional

gender role prescriptions [28]. Coherently, also traditional gender role attitudes
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and beliefs constitute an important correlate of both anti-transgender [2, 13, 29, 30]

and anti-LGB prejudice [31, 32]. Therefore, both anti-LGB prejudice and tradi-

tional gender role attitudes seem to be important targets in interventions aiming to

mitigate transphobia [13].

Furthermore, in a recent empirical research aimed at elucidating the constella-

tion of constructs associated with prejudice against transgenders, Tebbe et al. found

a unique association of anti-transgenders prejudice with a “need for closure”

[13]. The latter is defined as a person’s desire for structure, order, and

non-ambiguity [33]; therefore a high need for closure will bring the person to

avoid uncertainty, or anything threatening the ability to attain cognitive closure

[34]. In fact, individuals with a high need for closure display a negative attitude

toward groups who disrupt existing social categories, such as LGB [35, 36] and

transgenders [13]. Moreover, in a multisite and multi-study investigation, assessing

samples from Canada, the United States, and the Philippines, intolerance toward

transgenders was associated also with social conformism, religious fundamental-

ism, moral dogmatism, ego-defensiveness, authoritarian beliefs, and low self-

esteem [37].

When differences in the transgender group are accounted for, transsexuals seem

to evoke a reasonably good attitude in comparison with other groups which do not

display a binary gender role [22, 26]. This finding is not surprising, because

transsexuals tend to reproduce the binary model of gender, rather than subvert

it. In fact, according to DSM-V [1], the term transsexual denotes an individual who
seeks, or has undergone, a social transition from male to female or female to male,

which usually also involves a somatic transition by cross-sex hormone treatment

and genital surgery.

4.2.2 Discrimination and Harassment

Discrimination is the prejudicial treatment of an individual based on his actual or

perceived membership in a certain group or category, often leading him to isolation

[38, 39].

The term harassment covers a wide range of behaviors of an offensive nature,

aimed to disturb or upset.

Transgenders face persistent and intense discrimination across various life

domains. A troubling array of difficulties were reported, such as economical

discrimination, experiences of harassment at home, work, school, and discrimina-

tion by government agencies, medical professionals, and other service providers

[37, 40, 41].

The European Union Agency for Fundamental Rights (FRA) [42] has recently

conducted online the EU (European Union) LGBT survey in the 27 EU Member

States and Croatia, collecting the responses from more than 93,000 LGBT persons.

This survey is the largest of its kind to date and represents the most wide ranging

and comprehensive picture available of the experience of LGBT people residing in

these countries. Transgender respondents reported that they experience an
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environment less tolerant toward them than that which was reported by LGB

respondents. They are, for instance, the most likely of all LGBT subgroups to

report personal discrimination in the past year because of being LGBT, particularly

in the areas of employment and health care. In particular, 29 % of the transgender

respondents who were employed and/or looking for a job in the 12 months before

the survey felt discriminated against in these situations in the past year. This was

more than twice the equivalent percentage of LGB respondents [42].

In addition to the aforementioned observations, a national Dutch survey reported

that 42 % received negative reactions because of their transgender identity, most

commonly in public (38 %) and at work or school (21 %) [43].

Regarding US data, a survey of 6,450 transgender and gender nonconforming

respondents from all 50 American states revealed that 47 % reported an adverse job

outcome, 29 % police disrespect or harassment, and 15 % of students dropped out of

school as a result of severe harassment [44]. More recently, in a national study of

the US transgender population, 70 % of individuals reported experience of verbal

abuse and harassment related to being transgender and 38 % employment

discrimination [45].

4.2.3 Violence

Violence, physical and verbal victimization, and sexual assault motivated by the

gender identity of the victim are widespread, although the exact extent cannot be

known [14, 15, 46].

According to the FRA (2013 EU LGBT survey) [42], LGBT respondents are

subject to high levels of repeated victimization and violence, which is especially

high for transgenders. In particular, in the last 5 years, 35 % of all transgender

respondents had been attacked or threatened with violence at home or elsewhere.

Moreover, 22 % of all transgenders reported to have been, in the year before the

survey, victims of harassment, perceived partly or completely happened because

they are LGBT. Finally, about 3 in 10 (28 %) of all transgenders said they were

victims of violence or threats of violence more than three times in the past year [42].

4.2.4 Hate Crimes

It is well established that sexual minorities experience hate crimes [47]. A hate
crime is defined as an “unlawful, violent, destructive or threatening conduct in

which the perpetrator is motivated by prejudice toward the victim’s putative social

group.” [48]. According to the Federal Bureau of Investigation, 17.4 % of the hate

crimes perpetuated between 1995 and 2008 targeted sexual minorities [49]; this

rate, as highlighted by Duncan [50], is more than eight times what would be

expected considering the relatively low percentage of sexual minorities in the

general population.
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The most shocking expression of transphobia is the murder of hundreds of

transgenders across the world, as documented by the latest records of deaths

provided by the Transgender Europe network (TGEU) on 12 March, 2013, in the

framework of its Trans Murder Monitoring Project [51]. According to such records,

1,123 transgenders were murdered in 57 countries worldwide from January 1st,

2008 to December 31st, 2012. The reports show a constant increase in reported

killings of transgenders over the last 5 years, most of them in Central and South

America. Moreover, it has to be considered that this number may be underestimated

because in most countries data on these murders are not recorded systematically

[51]. According to the TGEU, 20 transgenders have been murdered between 2008

and March 2013 in Italy [51].

4.3 The Impact of Transphobia

A large body of evidence demonstrates the effect of stigma in affecting feelings,

attitudes, and behavior of both the person affected and family members [52]. In

particular, lower self-esteem, poorer self-care, and social isolation have been linked

with experienced stigma [9].

Moreover, stigma has a corrosive influence on health, through its influence on

self-esteem, coping behaviors, social relationships, and material resources [53].

The negative impact of transphobia on the lives of transgenders has also been

documented [14, 15, 27]. As recently reported by Amnesty International [46],

because of prejudice, discrimination, and violence, many transgenders in Europe

continue to hide their gender identity. For instance, according to a survey published

by FRA, almost 70 % of the European LGBT respondents had always or often

disguised their sexual orientation or gender identity at school [42]. Furthermore,

from a study based on transgenders interviews [16], it emerges that the most

common theme for the individuals interviewed was a stated desire for acceptance,

to simply be known as just another person.

What is more, transphobia may be involved in the high rates of psychological

distress and suicidal tendencies observed among transgenders [14, 54].

4.3.1 The Impact of Transphobia on General Health

According to FRA [42], European transgenders who had accessed healthcare or

social services in the last 12 months display a level of discrimination twice as high

as the LGB population; in particular, around one in five said they felt discriminated

against by healthcare (19 %) or social services (17 %) personnel in the year before

the survey.

The health inequities experienced by this population have negative health

impacts that include increased risks for chronic disease and mental health concerns

[53]. In fact, past and/or repeated experiences of discrimination by the healthcare

system may constitute a powerful deterrent to seeking treatment [5, 19, 41].

4 Transphobia 53



Another factor linking stigma with poor health status is social isolation

[55]. High levels of social isolation have been observed in various stigmatized

groups, including sexual minorities [55].

Moreover, stigma is associated with more maladaptive coping behavior and

higher level of stress, which in turn are linked with adverse health outcomes [53].

4.3.2 The Impact of Transphobia on Mental Health

Stigma has a tremendous negative impact on the victims’ lives. For instance, they

may feel unsure regarding how “normal” persons will judge them [6] and always

wondering what impression they are making [56]. Moreover, stigma is associated

with maladaptive emotion regulation strategies which in turn produce greater

psychological distress [53] and with maladaptive coping behaviors (such as smok-

ing and drinking) [57] that increase the risk for adverse health outcomes.

Minority stress model [58] has been proposed and tested to explain the associa-

tion between stigma and mental health. This theory postulates that stigma attached

to one’s minority status adds stress beyond general stress that individuals normally

face. This added stress in turn negatively affects general and mental health. Both

external events, such as victimization and violence, and internal responses, such as

expectations of rejection, constitute minority stress, and both are associated with

health problems [58].

Transgenders display low self-esteem and social isolation, together with high

rates of lifetime depression, and suicidal ideation and attempts [59, 60]. Just

recently several studies have been concentrated on testing the presence of an

association between transphobia and mental health. In particular, it has been

demonstrated that transphobia is significantly associated with current depression

[14, 61] and suicidal risk [62]. In a recent study, Duncan et al. [50] reported that

sexual-minority youths residing in neighborhoods with higher rates of LGBT

assault hate crimes were significantly more likely to report suicidal ideation and

attempts than were those residing in neighborhoods with lower LGBT assault hate

crime rates.

Nuttbrock et al. [63] found, in a sample of transgender women, a strong associa-

tion between gender-related abuse and depression. This seems to be particularly

true in the early stages of life, possibly due to the development of coping

mechanisms later in life [63]. In fact, resiliency factors may improve the detrimen-

tal effect of stigma on mental health. Interestingly, Bockting et al. [45] have tested

three factors of resilience (identity pride, family support, and transgender peer

support) in a large Internet-based sample of the US transgender population. Using

a standardized instrument, they observed that 49 % of transgender women and 37 %

of transgender men reported clinical levels of depression and 33 % of each gender

group reported anxiety. Both experienced and perceived stigma were positively

associated with overall psychological distress. Moreover, identity pride and family

support were both negatively associated with psychological distress, but only

transgender peer support was a protective factor for mental health [45]. In fact, a
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community of peers not only provides a space where one is not stigmatized, but also

offers an alternative reference group to evaluate oneself in comparison to similar

others.

4.3.3 The Impact of Transphobia on Transgender Identity
Development

The impact of stigma in shaping mental health, resilience, and identity depends

greatly on the age when it is experienced. Regarding transgenders, it is well

established that experiencing stigma at an early age increases the risk of isolation,

academic performance problems and school dropout, homelessness, substance

abuse, and suicide in gender nonconforming youth [64, 65]. On the other hand,

this youth can also have the opportunity to develop early resilience, and, as pointed

out by Bockting [66], can easily develop a coherent sense of self, because their

gender identity is noticed and mirrored by the society. In contrast, youth who are

not yet expressing a nonconforming gender can experience more difficulties in the

development of their transgender identity; in fact, they may live hiding their gender

identity according to the external expectations. Therefore, they do not have any

external confirmation of their identity and thus may result in mental health

(for instance, obsessive/compulsive symptoms related to cross-dressing and gender

dysphoria) and identity difficulties [66].

4.4 European Legislation

Despite standards on nondiscrimination and equality for LGBT persons having

been further developed by the European Union (EU), the Council of Europe, and

the United Nations (UN), high rates of discrimination, harassment, and violence are

still experienced by this population [67–69]. Moreover, the EU FRA survey shows

very high non-reporting rates among respondents who had experienced transphobia.

The most frequent reasons for not reporting incidents of discrimination were a

belief that “nothing would change,” and a lack of knowledge about how or where to

report it [42]. Therefore, it is important to develop strategies aimed at improving

rights awareness and reporting discrimination and violence.

Physical violence targeting individuals on the grounds of their gender identity

are hate crimes. The discriminatory nature of the motive sets hate crimes apart from

other criminal acts. These attacks violate several human rights, such as the right to

human dignity (Article 1 of the EU Charter of Fundamental Rights), the right to life

(Article 2 of the EU Charter), and the right to the integrity of the person and

protection from violence (Article 3 of the EU Charter) [70]. Unfortunately,

according to the Organization for Security and Cooperation in Europe (OSCE)

only five EU countries collect data on transphobic hate crimes [71]. Moreover,

several States did not yet explicate in their legislation that a crime perpetrated on

4 Transphobia 55



the grounds of real or perceived sexual orientation or gender identity constitutes a

hate crime. Also the EU lacks an adequate legislation.

According to Amnesty International [46], States should comprehensively

address hate crimes by adopting legislation to prohibit them. Furthermore, crimes

perpetrated on the basis of sexual orientation or gender identity should be consid-

ered hate crimes. States should also ensure that the law is applied in practice and

should collect thorough data on these forms of crimes in order to adopt and

implement robust policies aimed at eliminating discrimination and promoting

equality.
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Sexual Abuse and Sexual Function 5
Alessandra H. Rellini

Awareness of child sexual abuse emerged along with the gaining of civil rights for

children [1, 2]. In 1975, enough clinicians, mental health providers, and policy

makers became aware of the alarmingly high rates of childhood abuse and neglect

for an international conference on this topic to convene. Scholars were particularly

concerned to learn that many mental health patients experienced sexual abuse,

defined as forced and often traumatic sexual experiences, prior to age 16, a devel-

opmental time when the individual is still forming a sense of the sexual self [3]. The

initial clinical observations of the relationship between childhood sexual abuse and

negative psychiatric health have been confirmed by carefully executed epidemio-

logical studies. At the present time, scholars agree that approximately 20 % of

women in the USA have experienced a forced or coerced sexual experience prior to

age 16 and 10 % of men have experienced a forced sexual experience at some point

in their lives [4]. The definition of sexual experiences varies by study, but it usually

involves the touching or penetration of genitals or rectum. The World Health

Organization has adopted a much more broad definition of sexual violence and

has included sexual harassment, but we will not include sexual harassment in our

discussion of sexual abuse because the research on this topic is only in the

beginning of its conception and, at this time, it is unclear about the similarity

between the outcomes of abuse and harassment. Studies in other countries report

more mixed results regarding the prevalence of sexual abuse; however, there is

reason to believe that numbers are comparable. For example, in our work at a

gynecology clinic in a small northern Italian town we found that 18 % of patients

responded positively when asked about sexual abuse as part of confidential

questionnaires (Rellini and Nappi, unpublished data). Similarly, in Sweden scholars

estimated 12 % of women have experienced sexual abuse during childhood [5].

These numbers may seem unreasonable high at first glance, but they make sense

once we take into consideration the larger social picture. A study of college men
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asked how likely they were to rape a woman if they could be 100 % certain they

would never be caught. An alarming 35 % of respondents indicated at least some

likelihood [6], confirming that we live in a culture where sexual abuse is a partially

accepted.

5.1 Historical Overview of Sexual Abuse Research

In order to understand the current picture of sexual function in sexual abuse

survivors, it is important to understand the history of this research. In particular, a

historic overview can help us place current knowledge on sexual function of sexual

abuse survivors within the larger context of mental health since sexual function has

only recently joined the topics studied in the world of trauma research. The first

decade of studies on sexual abuse (1960–1970) was mostly spent documenting the

prevalence of sexual abuse and the high comorbidity between these traumatic

experiences and negative consequences during adulthood [3]. Theoretical models

and research studies initially focused on Traumatic Stress Disorder, but shortly it

became clear that most, if not all, psychiatric conditions overlapped with a history

of childhood sexual abuse. During these first years, very little was known about the

consequences on adult sexual function outside of few clinical observations of

patients that reported feeling as if they were “damaged goods” [7]. After the field

was shocked by findings indicating that a third of the female population was in

danger of experiencing sexual abuse and that these types of experiences were at the

root of many psychiatric conditions, scholars begun to ask questions about

mechanisms. The attention was now directed toward answering the question of

how a sexual trauma leads to negative outcomes during adulthood. Findings from

the first scattered research studies were compiled into theoretical models proposed

to explain this phenomenon.

The most cited theoretical models that withheld the test of time have in common

the inclusion of key developmental ages when the individual forms the skills to

adapt to his or her environment and a focus on biopsychological factors that

interfere with the normal processing and controlling of emotional responses [8–

10]. These models challenged the idea that the sexual nature of the abuse is a key

aspect and redirected our attention toward the effect that any traumatic experience

may have on functioning. Research has confirmed this view; it is now well accepted

that (1) sexual abuse rarely occurs alone since the norm is for multiple forms of

childhood abuse (i.e., physical and emotional abuse) to co-occur [11], and (2) all

forms of childhood abuse can have equally negative outcomes on adult functioning

([12, 39]). Because of these main points, it is important to carefully interpret the

results from studies that list sexual abuse as the sole cause of the sexual problem

and that do not report on the larger picture of the childhood of the individual.

Another point that is worth noting is that the great majority of research has focused

on sexual abuse during childhood. Sexual trauma, including rape, is an experience

that occurs also during adolescence (after age 16) and adulthood. The negative

consequences of rape have been reported in the literature, but there is a dearth of
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research on the sexual consequences on rape [13]. Although it may be tempting to

generalize from the studies on childhood sexual abuse to a population of women

sexually abused as adults (or teenagers), we should be aware that this may lead to a

misunderstanding of the nature of the problems of this population [14].

Studies on sexual function in adult survivors of childhood abuse lag behind.

However, over the past two decades, the coordinated efforts of a spare number of

research laboratories spread throughout the globe have provided initial evidence

that helps us identify a guiding model that explains how adverse childhood experi-

ences (sexual, physical, and emotional abuse) can affect adult sexual functioning.

Initial studies have also begun to tackle the question of how treatment can help

these individuals to improve their sexual function or satisfaction. One area of sex

research that has been neglected is male sexual abuse. It was not until recently that

scholars begun to investigate sexual abuse in males and for this reason we have yet

to gain a good understanding of whether the models and the evidence regarding the

sexual function of adult women exposed to childhood sexual abuse can be applied

to the lives of adult men. For this reason, the literature utilized for the preparation of

this chapter focuses on women.

5.2 Epidemiology of Sexual Function in Survivors
of Childhood Abuse

Overall, studies have identified a larger percentage of sexual dysfunction in women

survivors of childhood abuse compared to women with no history of abuse

[15]. However, the results are mixed, with studies using clinical samples finding

double the prevalence of sexual arousal disorder, hypoactive sexual desire, and

orgasmic disorder in abused women as compared to women with no history of

abuse [16]. However, studies using the college population find much smaller effect

sizes or no significant differences in levels of sexual function between women with

and without a history of childhood sexual abuse [11, 17]. These results are confus-

ing mostly because of the heterogeneity of individuals grouped under the “child-

hood abuse” label and the diverse sexual problems studied. The first discrepancy in

the literature lies in the definition of sexual “problems” (for a review see [18]).

Some scholars focus on problems with sexual function, including low sexual desire,

difficulties with orgasm and sexual arousal, and sexual pains. On the other hand,

other researchers have focused on hyperactive sexuality, including promiscuous

sexual relationships, no use (or inconsistent use) of barriers during sex, and

numerous sequential sexual partners. Rarely studies have focused on both sexual

function and hypersexuality despite the fact that many clinical observations have

reported that individuals with a history of sexual abuse may have problems in both

categories: An individual may experience hypoactive sexual desire within an

intimate sexual relationship but may feel sex is too frequent and out of control

when not romantically involved [13].

To increase confusion on this topic, hypersexuality remains a poorly understood

phenomenon. At times, the literature refers to hypersexuality as compulsive sexual
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behaviors, and other times as addictive sexual behaviors. Yet other research

supports the conceptualization of these sexual problems as impulsive sexual

behaviors [19]. Impulsivity is perhaps the concept that fits best the experience of

individuals with a history of abuse. However, the scarce information available on

the motivation and the precedents of these sexual behaviors prevents making a

decision between compulsive, addictive, or impulsive behaviors.

5.3 Current Understanding of Sexual Dysfunction in Survivors
of Childhood Abuse

The field of sexual medicine is in its infancy for what concerns the proposal and

testing of a model that can explain the sexual difficulties of individuals with a

history of childhood abuse. A series of studies initially conducted by Rellini and

colleagues [20, 21] and confirmed by other laboratories [14] pointed to the impor-

tance of physiological and subjective impairments in the sexual responses of

survivors of sexual abuse. These laboratory studies utilized vaginal photoplethys-

mography, a device to assess vaginal blood flow that is assessed during exposure to

audio/visual erotic stimuli presented in a private room [22]. Results from this body

of work showed that women with a history of childhood sexual abuse have a weaker

vaginal response to sexual stimuli compared to women with no history of abuse and

that this is true specifically for women with a history of childhood sexual abuse who

complain about having sexual problems. Most importantly, among women who

report sexual problems, those who have a history of childhood sexual abuse show a

much weaker sexual response as compared to those with no history of abuse

[23]. These findings corroborate that (1) a history of childhood sexual abuse does

not necessarily impact the sexual function of all the survivors, and (2) those

survivors who experience sexual dysfunction present a sexual response that is

quite atypical even when compared to the sexual response of other women with

sexual dysfunction.

To further investigate these results, scholars directed their attention to potential

physiological and psychological mechanisms that could account for this weaker

sexual response. A body of research specifically focused on sexual self-schemas

[24–26]. Sexual self-schemas are blueprints of how people make sense of the sexual

self and provide them with a map to understand their responses to sexual stimuli.

Schemas are implicit and non-volitional; thus they can be activated and can

function outside of consciousness. However, it is also true that we are aware of

our views of ourselves; thus schemas are accessible to consciousness. Moreover,

schemas can be shaped by explicit memories; thus daily experiences can shape the

way the individual thinks of the self. The impact of experiences on schemas is

particularly interesting to clinical scholars because through the manipulation of

behaviors and memories, an individual can modify a schema. Since schemas affect

physiological responses (a person’s attitude about a situation dictates his/her

emotional response to that situation), then scholars can affect physiological

responses through the manipulation of behavior. For example, the way we think
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about our self affects our emotional responses and emotions are, partially, neuro-

chemical responses that can affect blood flow, heart rate, and other physiological

mechanisms influencing sexual arousal and orgasm. Thus, a modification in sexual

self-schemas could affect physiological sexual responses.

Our current understanding of sexual self-schemas comes from studies on the

development of scales to measure these constructs [27]. Such studies found that,

although there are hundreds of ways to describe the sexual self, all sexual self-

schemas can be divided roughly into three main categories: open/direct, passionate/

romantic, and embarrassed/conservative (Andersen and Cyranowski). Despite this

categorization being far from exhaustive, it is useful for what concerns the under-

standing of women with a history of sexual abuse [18].

Because schemas are both implicit and explicit, studies have utilized

methodologies to tap into both these dimensions using direct and indirect measure

of sexual self-schemas [24, 25]. Direct methods, such as self-reported question-

naires (i.e., Sexual Self-Schema Scale; [27]) and sexual beliefs/attitudes measures),

ask directly what the individual thinks of herself as a sexual being or what are her

attitudes toward different sexual matters. Romantic/passionate individuals see

themselves as prone to feeling moved by situations when they feel emotionally

connected with an individual. Statistical models suggest that when the sexual abuse

leads to a less romantic/passionate view of the self, the individual tends to feel more

negative affect during sexual activities with a partner [25]. Perhaps, in these

individuals, the abuse tainted the romantic view of the self and this has led to a

loss in their ability to enjoy sexual encounters. This finding makes sense in light of

results from another study pointing to sexual abuse from a partner to be more

strongly associated with lower sexual satisfaction than abuse perpetrated from a

family member (nonparent) or acquaintance [11]. Specifically, we would expect

that an abuse that occurs from a romantic partner may have a more detrimental

effect on the trust of the individual in intimate relationships than an abuse coming

from a non-partner.

Interestingly, the effects of schemas on sexual function are independent from

symptoms of depression and anxiety [25], providing evidence that depression and

anxiety are not necessary for the development of sexual problems in women who

experienced sexual abuse. From this, it can be extrapolated that the individual’s

sexual dysfunction is not necessarily secondary to other psychiatric conditions but

can emerge independently. The independence between sexual dysfunctions and

other psychiatric conditions was also documented in other cross-sectional and

clinical studies. For example, a study investigated sexual function, posttraumatic

stress disorder symptoms, and daily stressors in a sample of adult women with a

history of childhood sexual abuse recruited from the community [28]. Common

sense would suggest that more severe symptoms of posttraumatic stress disorders

are associated with greater sexual problems, and this was confirmed by the findings.

However, more counterintuitive was the finding that daily stressors had a stronger

relationship with sexual dysfunction than posttraumatic stress disorder symptoms,

suggesting that clinicians should not assume that severe psychiatric conditions are

the only things affecting the sexual well-being of their patients. In agreement with
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this finding, clinical outcome studies found that the successful treatment of depres-

sion and posttraumatic stress disorder symptoms does not automatically translate

into an improvement in the sexual well-being of the individual [29–31].

A traumatic experience can affect the brain in a number of ways. One of the most

intriguing and least understood mechanisms affected by trauma are perhaps the

implicit processes. Our brain is wired to process a number of stimuli automatically.

At any given time, we scan the world for stimuli and place such stimuli in broad

categories that scholars call appetitive or threatening. Appetitive stimuli are stimuli

that we are predisposed to approach. We scan the world around us and are quickly

able to direct our attention to those stimuli that are appetitive and can fulfill some of

our basic needs. On the other hand, we are also wired to quickly detect potentially

threatening stimuli so that we can be prepared for fight or flight. Sexual stimuli are

recognized as strong appetitive stimuli since they are able to capture our attention

quickly and effectively. The speed with which we are able to detect stimuli has to

do with the automation of our cognitive processes that allows us to scan and label

stimuli. For example, scholars have found that automatic implicit associations use

simple valence categories (positive or negative valence) to quickly identify impor-

tant stimuli [32]. To the extent that some of these automatic associations are formed

through experiences and that there are some developmental key points when these

associations form more strongly, it is feasible that early negative sexual experiences

may have promoted a stronger association between sex stimuli and negative

valence than in other people with no negative sexual experiences. Two studies

have provided initial evidence that a history of childhood sexual abuse may have

rewired the brain to interpret sexual stimuli as threatening or at least as not
appetitive. One study observed that some women with a history of childhood sexual

abuse responded to sexual stimuli with an increase in the stress hormone cortisol, an

indication of the activation of the stress response [21]. A second study, utilizing a

behavioral measure of implicit associations (known as the Implicit Association

Task: IAT, [33]), compared women with a history of sexual abuse to women with

no history of abuse on the strength of the associations between sex/pleasure and

neutral/pleasure [26]. For women with no history of abuse, sexual stimuli were

more closely associated with pleasure than neutral stimuli, but that as not the case

for the abused group for whom sex and neutral stimuli were equally associated with

pleasure. These findings are particularly important in light of the fact that in neither

of these studies women reported a more negative or less positive preference or

liking of sexual stimuli compared to the non-abused group. Thus, clinicians should

keep in mind that some of the aftermath of the sexual abuse may not be observable

through measures that require self-report and that the problem, although still

grounded in cognitive processes, may lay underneath the level of consciousness.

66 A.H. Rellini



5.4 Assessment and Treatment

Clinical research has not clearly identified an efficacious treatment for the sexual

dysfunction of women with a history of sexual abuse. Clinicians often recommend a

complete assessment of the psychiatric difficulties of individuals with a history of

sexual abuse since research shows a large overlap and co-occurrence of multiple

psychiatric conditions in these individuals. Assessment should include questions to

diagnose eating disorders, personality disorders (especially borderline personality

disorder), mood disorders (including bipolar disorder, major depression, and dys-

thymia), substance abuse and dependence, and anxiety disorders (paying particular

attention to posttraumatic stress disorder and phobias). The assessment of sexual

dysfunction should be comprehensive and an attempt should be made to assess

whether the patient feels the history of abuse has affected current functioning in any

of the areas of sexual function. While completing the assessment the clinician

should be careful to not assume that the abuse is the cause of dysfunction. Not all

women with a history of sexual abuse develop sexual difficulties and assuming that

any sexual problem can be traced back to an abusive experience may fail to

understand fully the difficulty of the individual. For this reason, sexual abuse should

be entertained as a causal factor only as part of a working hypothesis to share with

the patient. Indeed, treating a sexual dysfunction as caused by an abuse regardless

of the patient’s interpretation of her problem may be perceived as invalidating of

her experience and may lead to a breach in the clinician/patient relationship.

The field has not come to an agreement on the type of psychotherapy that is most

appropriate for sexual dysfunctions experienced by survivors of sexual abuse. The

lack of controlled clinical outcome studies does not allow for a clear suggestion on

the type of approach to adopt. In general, clinicians suggest to treat any psychiatric

condition (e.g., eating disorder, posttraumatic stress, depression, generalized anxi-

ety) prior to treating the sexual dysfunction since the sexual problem could poten-

tially be secondary to the other psychiatric conditions [34]. This approach makes

sense if the person is experiencing high levels of distress caused by comorbid

psychiatric conditions. However, it does not make clinician sense if the individual

is coming into the clinic seeking treatment for the sexual difficulty per se. Also,

from an evidence-based approach to treatment, there is very little evidence that the

treatment of the comorbid psychiatric conditions alleviates the sexual problems

[29–31]. A recent clinical study that utilized emotive writing and focused the

attention of the patient on her sexual self-schemas showed that symptoms of

depression and posttraumatic stress disorder, as well as symptoms of sexual dys-

function, improved as part of the treatment [35]. Thus, it is possible that addressing

sexual self-schemas can have generalizable effects on other psychiatric symptoms.

However, it is important to note the convenience sample utilized for this study

which does not allow us to extrapolate any suggestions in terms of when it is

appropriate to address sexual dysfunctions before (or concurrently to) other psychi-

atric symptoms. It is encouraging though to see positive effects on sexual function

after individuals are able to demonstrate a shift in their sexual self-schemas,
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especially given the body of literature that supports the effects of sexual abuse on

sexual self-schemas.

Another approach utilized specifically to treat sexual dysfunction that has been

found particularly useful with adult women with a history of childhood sexual

abuse was first tested by Brotto and colleagues [36, 37]. In her Mindfulness Based

approach, Brotto teaches women to be present in the moment and paying attention

to their body during sexual activities. It remains unclear why this approach is

particularly useful for women with a history of childhood sexual abuse, but the

results of two non-controlled trials remain positive and encouraging [36, 37]. The

clinical trials have found that individuals following the treatment have greater

subjective levels of sexual arousal (as measured in the laboratory) and this increases

the concordance between mind and body. From these results, it can be hypothesized

that, for women with a history of childhood sexual abuse who experience

difficulties becoming sexually aroused, their mind is distracted and separated

from their bodies during sexual activities. The treatment helps the individual to

keep their mind closely connected to their bodies and this increases their sensations

of sexual arousal. If this were to be true, it may be easier to understand results from

a study using sildenafil showing that medication-induced increases in physiological

sexual responses (i.e., vaginal blood flow) in women with a history of childhood

sexual abuse resulted in a greater level of distress [38]: perhaps the greater genital

sexual arousal induced by the medication widened the gap between mind and body

and increased the distress experienced by these women.
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Childhood Sexual Abuse
and Psychopathology 6
Giovanni Castellini, Mario Maggi, and Valdo Ricca

6.1 Definition and Methodological Issues

The role of negative, unfortunate events in the causation of mental disorders has

always been deeply rooted in popular beliefs as well as in the history of psychiatry.

Early life events are those occurring during childhood/adolescence and have a role

of predisposing factor for many psychiatric conditions. Research over the last

30 years has established a significant relationship between childhood sexual

abuse (CSA)—defined as a sexual encounter in which touching or penetration of

the genitals happened before age 16 with someone at least 5 years older [1]—and a

range of mental health and behavioral problems in adult life [2]. Meta-analyses,

systematic reviews, and even reviews of reviews attempted to summarize the huge

number of empirical studies on the relationship between history of CSA and

psychopathology, and they generally found a significant association with a lifetime

diagnosis of personality disorders (especially with borderline personality disorder),

anxiety disorders (especially with posttraumatic stress disorder, panic disorder,

agoraphobia, and obsessive–compulsive disorder), mood disorders (especially
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major depression and bipolar illness), disruptive behavior disorders, eating

disorders, dissociative disorders, sleep disorders, and suicide attempts [3–6]. On

the other hand, less clear relationship is reported with schizophrenia or somatoform

disorders. Apart from the nature of the disorder taken into account, what results to

be clear from the meta-analytic approach is the relevant heterogeneity of the

findings considering the relationship between CSA and specific diagnoses. There

are several reasons for this heterogeneity, which we attempted to summarize in this

section.

First of all, methodological issues probably contribute to inconsistent findings

within studies. Most of them used predominately cross-sectional designs based on

case–control approach. Cases are usually taken from clinical settings but with

control samples drawn from settings ranging from psychiatric clinics to primary

care and population-based samples [3, 7, 8]. Stronger associations were generally

reported when the control group was nonclinical as opposed to findings of no

difference when the control group consisted of clinical patients, particularly those

with other psychopathological features [3, 8]. Nevertheless, evidence of greater

reliability and generalizability can be derived from studies utilizing large random

community samples, birth cohorts, and twin cohorts. Moreover, the retrospective

design may bias the assessment of early events in several ways. It is based on the

assumption that there is a close correspondence between the history of abuse given

in adult life and the actual events in childhood. However, retrospective evaluations

of adverse experiences in childhood could be influenced by current adulthood

psychopathology. The poor reliability of the memories relevant to childhood [9,

10] could be the consequence of the “search for meaning,” by which the subjects

tend to search the reasons for the present distress in their past experiences, the

attitude of the interviewer, who may or may not encourage the patient, all possibly

able to affect the accurate retrieval of past events [11]. On the other side,

recollections of past stressful experiences could be influenced by memory

distortions such as dissociative amnesia or denial, which could result in

underreporting [12]. Therefore, the most reliable way to assess childhood trauma

is to externally corroborate it, which is quite difficult in an experimental setting.

It is important to note that the term risk factor is currently defined as an

“influence that predates the onset of the disorder and increases the likelihood that

the disorder will develop” [5]. Therefore, only longitudinal, prospective research

can definitively establish the required temporal relationship, and they allow to

clarify causal priority, control of confounding variables, avoidance of recall, and

sampling bias. However, although methodologically superior, they face the hurdle

of how to obtain follow-up data on the abused children and show ethical (e.g.,

researcher reporting abuse) and practical (e.g., excessive costs, long time, and

associated attrition) issues [13].

An example of reliable representative investigation on CSA is the Cutajar

et al. [13] study, which involved almost 3,000 children whose sexual abuse was

investigated at the time by forensic medical examinations. Child sexual abuse cases

were identified using the records of the Victorian Institute of Forensic Medicine

(VIFM), which since 1957 has provided medical examinations in cases of suspected
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CSA. Subsequent psychopathology was established using a database which

provides comprehensive coverage of all contacts and treatment episodes with the

public mental health services in Victoria (Australia). This study, overcoming many

of the limitations of previous studies, found that victims of CSA suffered three

times the burden of mental health problems (in both childhood and adulthood)

compared to members of the general community. Another investigation which may

be mentioned as a good example of reliable study is that performed by Jonas

et al. [14] which used the detailed information available from the 2007 Adult

Psychiatric Morbidity Survey of England (APMS 2007) in order to quantify links

between CSA and a range of psychiatric conditions. It was based on a large random

sample of the English household population and used standardized methods to

establish the diagnosis of specific psychiatric conditions. Of all the six types of

common mental disorder investigated (depressive episode, mixed anxiety/depres-

sive disorder, generalized anxiety disorder, panic disorder, phobic disorder, and

obsessive–compulsive disorder), as well as alcohol abuse and drug abuse, posttrau-

matic stress disorder and eating disorders were found to be strongly and highly

significantly associated with CSA.

According to an overview of meta-analyses on CSA, it is noteworthy the

apparent lack of specificity of CSA for any diagnostic category. CSA has been

found to be a possible risk factor even for different medical conditions such as

chronic medical conditions [15], and sexual abuse survivors make up a sizable

percentage (estimated at 13–26 %) of primary care practices [5]. The lack of

diagnostic specificity seems to be common in psychiatry. Moreover, having one

single diagnosis is unusual in psychiatry, where comorbidity is the rule [16]. It

would be more logical to reverse the course of the research process: first to clarify

an abnormality among the broad spectrum of psychiatric disorders and then to

explore the clinical aspects (including the diagnosis) that are related to such

abnormality. On the other hand, considering that the various forms of childhood

abuse may have different developmental effects, researchers have emphasized the

need to examine the various forms of abuse separately [17, 18]. However, it should

be noted at the outset that comorbidity among abuse types is common [19], which

makes our effort to find specific effects for individual forms of abuse more difficult.

In conclusion, since CSA is a risk factor for many forms of psychopathology and

hence tells us little about the development of a disorder per se, the specificity of

CSA for different psychiatric diagnosis seems to be poor. The commonly

recognized multifactorial models for mental illness are based on the assumption

that almost all psychiatric conditions are caused by a sequence or combination of

risk factors rather than a single influence. Accordingly, CSA may combine with

certain other risk factors to result in a specific diagnosis, while combining with

others can lead to other psychopathological outcomes. In other words, different

moderators and mediators may affect the extent and nature of the relationship

between CSA and psychopathology. If each form of abuse is related to a variety of

psychopathology, then the research should focus on the moderators, or factors that

may make the development of one disorder versus another more likely. Once that

the relationship has been proved, the research should focus on the mediators which
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explain the generative mechanism through which CSA is able to influence the

development of later psychopathology. Figure 6.1 reports an explicative model of

the role of moderators and mediators variables in the relationship between CSA and

psychopathology.

6.2 Childhood Sexual Abuse and Specific Psychopathological
Outcomes

It is plausible that a traumatic event, such as CSA, occurring in crucial period for

developing social relationship, emotion regulation process, mature self-

representation and therefore personality, may result in severe personality disorders

in adolescent and adulthood. Cutajar et al.’s study [13] provides strong confirma-

tory evidence for CSA being a risk factor for developing severe personality

disorders. According to other studies in this [20, 21], borderline personality

disorder (BPD) was found seven times more often among female victims. On the

contrary, male victims developed antisocial personality disorder significantly more

often, instead of showing an excess of borderline diagnosis. Authors hypothesized

that the difference was due to the males’ tendency to externalize their distress, or

perhaps to the diagnostic prejudices of mental health professionals. Some scholars

supported the model that severe personality disorders such as BPD are related to

sexual, physical, and emotional abuse, and severe neglect by primary caretakers

[22, 23], rather than to other early life events such as separations or loss [24]. On the

contrary, the development of depression would be predisposed by different early

life events, such as those involving loss, death, or separation, especially when the

depression is severe [25]. However, several behaviours and pathological features of

BPD which are commonly associated with a history of CSA are widespread in a

plethora of different psychopathological conditions. Examples are impulsive

behaviours which are frequently associated with eating disorders, or dissociation,

Fig. 6.1 Moderators and Mediators of Psychopathology development in subjects reporting

Childhood Sexual Abuse
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or self-harm. The same BPD is often comorbid with mood, anxiety, and eating

disorders.

Indeed, CSA appears to be an important risk factor also for depressive and

anxiety disorders in adulthood, particularly in cases of comorbid depression and

anxiety [26]. Community-based studies on children, youth, and adult populations

have consistently found a moderate or strong relationship between depressive

symptoms and reported history of CSA [13, 27, 28], with meta-analyses revealing

odds ratios for reported CSA history ranging from 2.1 to 7.0 times greater among

those with depression [29]. Cutajar et al. [13] found that the affective disorders,

mainly major depression, were found twice as often as expected, which falls at the

lower level of reported ratios [29, 30]. Finally, CSA was found to be a strong

predictor of long-term trajectory and outcome of Dysthymic disorder [31]. As a

possible mechanism, it has been postulated that CSA may alter the child’s belief

system and subsequently contribute to the development of cognitive vulnerability,

in particular learned helplessness and an external locus of control [2].

As far as anxiety disorders are concerned, a meta-analysis reported CSA was

1.3–4.3 times greater in subjects suffering from an anxiety disorder [32]. Although

many population and clinical studies on youth and adults support a strong relation-

ship between retrospectively reported CSA and posttraumatic stress disorder

(PTSD), few community studies have examined the relationship with other anxiety

disorders [33]. Cutajar et al. [13] study found that anxiety disorders were twice the

expected level in the general population and that these conditions were comorbid

with drug and alcohol abuse in subjects who reported CSA.

There is a widely held clinical view that persons with histories of sexual abuse in

childhood not only have higher rates of disorders such as depression or anxiety, but

are more prone to have multiple problems [13, 34] including substance abuse and

suicide. In general, childhood traumata were associated with an earlier age of onset

of alcohol and other substance abuse [35]. Other population-based studies found

higher frequencies of history of CSA among adolescents and adults with alcohol-

and/or drug-related disorders compared to non-abused counterparts, with odds

ratios ranging from 1.01 to 8.9 [13, 27, 29, 36].

A family study of childhood maltreatment including 2,559 subjects [37] found

that a history of CSA was associated with increased risk of major depression and

particularly suicidal thoughts and behaviour including suicidal ideation, persistent

suicidal thoughts, suicide plan, and suicide attempt (both lifetime and recurrent).

CSA was found to be associated with increased risk of suicidal ideation [38] and

suicide attempt [39, 40]. As a matter of fact, suicide behaviour is not associated

only with mood disorders, and therefore the association between CSA and suicide

appeared to be trans-nosographic. For example, a strong association of CSA with

suicidal behaviour has been reported in college students [41] and psychosomatic

clinic patients [39] of both genders. In the Christchurch Health and Development

Study [29], a longitudinal study in a population representative adolescent sample,

significant CSA-associated risk of suicidal ideation and suicide attempt was found

for both young men and women.
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A large number of studies have been focused on the relationship between CSA

and eating disorders (EDs). CSA has been suggested as an important but nonspe-

cific risk factor for the development of ED symptoms. Elevated rates of child abuse

have consistently been identified in ED samples [42, 43], and a recent meta-analysis

[3] showed that they are particularly associated with a diagnosis of Bulimia

Nervosa. This field of research is particularly affected by the methodological issues

raised above. Indeed recent reviews showed that CSA is a nonspecific retrospective

correlate of anorexia and bulimia nervosa [42] and a risk factor for bulimia nervosa

with significant comorbidity [7]. As stated in the previous paragraph, to confirm

CSA as a risk factor for ED longitudinal studies are needed. Johnson et al.’s [44]

study was one of the few truly longitudinal investigations on the relationship

between CSA and EDs. Childhood abuse was ascertained by reports to a child

protection registry and by maternal interview. Johnson et al. found that CSA was a

risk factor for EDs in early adulthood in a community sample of 782 mothers and

their offspring. Offspring were interviewed at the ages of 6, 14, 16, and 22 years,

but there was temporal overlap between assessment of CSA and eating disorder in

the adolescent age group, making the directional nature of the association between

CSA and eating disorder unclear. Another reliable survey was the one by Sanci

et al. [8], based on the Victorian Adolescent Health Cohort Study. This study

provides evidence that CSA is a risk factor for bulimic disorders in young females.

It showed also the additive effect of reiterative CSA, as Sanci et al. found that

reporting 2 or more episodes of CSA before the age of 16 years predicted a greater

than fivefold elevated cumulative risk of new bulimic syndrome during adoles-

cence. Their results augment evidence reported by the review of Jacobi et al. [42]

who found that in four of the five eligible studies higher rates of CSA were present

for patients with bulimia and anorexia nervosa, but that the evidence was much

stronger for bulimia nervosa. Several alternative explanations have been posed for

the development of eating disorders among women with a history of childhood

sexual abuse. Sexual abuse may act specifically by inducing feelings of poor self-

esteem, which could trigger self-starvation, as a reflection of the individual’s effort

at regaining control on her life [3]. Alternatively, sexual victimization may lead a

woman to feel revulsion about her body in a way that may manifest with concerns

about body weight, shape, and size. Details of the putative mechanism which

related CSA to specific psychopathology are discussed in the next two sections

more in depth.

The relationship between CSA and EDs has been often considered to be

mediated by dissociation [45], which consists in “a disruption in the usually

integrated functions of consciousness, memory, identity, and perception of the

environment” [46]. Dissociation plays an important role in binge eating severity

for subjects with bulimic symptoms [45] and it is partially involved in the most

well-documented theories about binge eating: the “mood modulation” theory [47]

and the “escape” theory [48]. However, dissociation is not always associated with

EDs, but it is widespread across several different psychiatric conditions, such as

PTSD, somatoform disorders, and the dissociative identity disorder which

constitutes the extreme form of dissociation. Dissociation may begin either
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suddenly or gradually and may be transient or chronic. From a clinical point of

view, five different symptom groups should be considered: amnesia,

de-personalization, de-realization, mixed identity, and identity fragmentation. In

general, dissociative disorder has been found resulting from long-lasting early-

onset childhood trauma [12, 49] even if some authors argued that not all dissocia-

tive experiences are associated with a history of trauma. It is not clear which aspects

of childhood maltreatment influence the development and nature of trauma-related

dissociative symptoms. However, dissociation related to trauma may involve

disruptions or breakdowns of memory, awareness, identity, and/or perception

(“psychoform dissociation”) as well as losses or distortion of sensory, perceptual,

affective, or motor functions (“somatoform dissociation”; [50]). In particular,

epidemiological studies of nonclinical samples [51] and psychiatric populations

[52] found that childhood maltreatment before the age of 13 years represents a risk

factor for development of severe dissociation in adulthood.

Overall, the large number of studies performed in the last 10 years about the

effects of childhood trauma in adulthood confirmed a lack of specific interrela-

tionships between CSA and psychopathology, supporting the hypothesis of general

vulnerability for psychopathology among individuals exposed to early childhood

trauma. Moreover, these findings challenge the approach based on categorical

mental disorder diagnoses and support those studies aimed at the investigation of

CSA as a potential risk factor for the development of psychological dimensions, or

pathological behaviors. For instance, CSA may lead to impulsive traits which

correlates with suicide, self-harm, and binge eating. Moreover, body image distur-

bance, which has been reported as a common outcome of sexual abuse, is a core

feature of EDs, Body Dysmorphic Disorder, as well as Sexual Disorders.

6.3 Moderators of Psychopathological Outcomes of CSA

It is well known that not all traumatized children develop psychiatric symptoms.

Survivors of CSA are at increased risk for developing depressive, anxiety, or eating

disorders, but childhood victimization alone is not sufficient to cause these

conditions. Other factors, such as severity of abuse, numbers of perpetrators, family

environment, gender, age of the victim, and his/her cognitive and affect modulation

capacities, may moderate the relationship between CSA and psychopathology.

Therefore, the issue of specificity of CSA long-lasting effects can be formulated

by means of two research questions:

1. Is a CSA sufficient to determine a specific psychopathological outcome in

adulthood?

2. Which person is more vulnerable to CSA effect?

Moderator analyses allowed to find answers to these questions. In the psycho-

logical literature, moderators represent those factors that may make the develop-

ment of one disorder versus another more likely. Moreover, moderator analyses

allowed to identify specific subpopulation of subjects in which a certain relation-

ship (e.g., between CSA and psychopathology) is stronger than in the general
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population. According to Baron and Kenny’s definition, a moderator is a qualitative

or quantitative variable that affects the direction and strength of the relation

between an independent (predictor variable) and a dependent variable. Further-

more, the moderator partitions a focal independent variable into subgroups that

establish its domains of maximal effectiveness in regard to a given dependent

variable [53]. Research of moderators is particularly important since it provides

information regarding the etiology of specific conditions, even if it is multifactorial.

Age of abuse may represent an example of moderator, as it is possible that the

effect of a sexual abuse differs by age. In other words, childhood developmental

stage at which the maltreatment occurred would have a different association with a

further development of dissociation, posttraumatic stress symptoms, depression, or

eating disorder symptoms in adulthood. Even if the developmental timing of

exposure to CSA is considered an important dimension that may be related to

subsequent psychopathology risk [54, 55], there is little consensus on whether

earlier or later exposure is associated with worse outcomes. CSA in early age is

supposed to be more deleterious than later episodes because it happens during

specific developmental stages, thus compromising a child’s ability to successfully

master stage-salient developmental tasks, including secure attachments, self-

regulation, stress response, executive functioning, and arousal [55, 56]. Moreover,

the damage of an early CSA may also be more severe because it occurs when the

foundation of brain architecture is being wired and it can disrupt the development of

neural circuits that interfere with typical patterns of brain development, heightening

vulnerability to psychopathology. The neurobiological systems involved are related

with regulating arousal, emotion, stress responses, and reward processing [57]. Nev-

ertheless, it has been argued that CSA occurring in later stages might be more

harmful because the person has already developed the ability to conceptualize

experiences of abuse [58]. According to other studies [59, 60], Cutajar et al. [13]

did not confirm that CSA in early developmental stages leads to a more severe

psychiatric disability, hypothesizing that older victims, especially those undergoing

sexual development, would have greater awareness of the gross violations of sexual

boundaries. However, other results seem to suggest that early CSA may result not

just in a more severe disability, rather in specific disorders with a more pervasive

nature than others. For example, Dunn et al. [55] found that among those subjects

who experienced maltreatment, a first exposure during the early childhood period,

particularly during preschool (ages 3–5), would determine more deleterious effects

in terms of depression and suicidal ideation in young adulthood. Furthermore, our

unpublished data seem to suggest that the association between CSA and eating

disorders is less significant for those who experienced the abuse over 13 years

(Faravelli et al. unpublished data). Finally, Mueller-Pfeiffer et al. [12] found that

psychoform dissociation was significantly related to childhood maltreatment before

the age of 13 years.

As far as the moderating role of gender is concerned, the association between

CSA and psychopathology appears to be stronger for women than men [61]. Epide-

miologic data suggest that CSA-associated risks for psychiatric disorders may be

less wide ranging in men. Bedi et al. [37] found evidence that women with a history
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of CSA attempted suicide on average more than 5 years earlier than men with a

similar history. Moreover, a significant association between CSA and alcohol abuse

has been observed primarily in women [62]. Finally, Cutahjar et al. [13] found a

relationship between CSA and affective disorder only for female victims. These

results can be explained by a true gender difference in response to abuse: for

example, it has been suggested that gender differences in depression are partly

explained by females’ higher likelihood of experiencing interpersonal violence

[55]. Alternatively, it is possible that the different pattern of association could be

due to a greater tendency of females to express their distress in terms of recogniz-

able depression by clinicians [13]. However, the literature on gender differences

remains somewhat difficult to interpret, given the lower prevalence of CSA in men.

In the last 10 years the theoretical models of CSA have become more complex

not just for the inclusion of variables associated with the victim (e.g., age, gender),

but also because the role of the perpetrator’s characteristics, as well as the

importance of the social context of the child, has been emphasized. First of all, it

is possible that the perpetrator’s relationship to the victim of CSA influences the

development of adult psychopathology or at least the referral to a psychiatric

service. Cutajar et al. [13] found that the perpetrator and characteristics of the

violence were associated with diagnosis of psychopathological consequences.

Indeed, CSA by multiple offenders was most strongly associated with the victim

having contact with public mental health services and receiving a clinical diagnosis,

while penetrative abuse was associated with a shorter time period between exposure

to CSA and contact with mental health services and receiving a clinical diagnosis.

An important limitation which should be considered is that a closer relationship

with the perpetrator might lead to reluctance to report and a decreased memory of

the sexual abuse [63]. Moreover it has been suggested that intra-familial sexual

abuse may be associated with specific psychopathological conditions, such as

dissociative identity disorder, which is thought to emerge in children who are

faced with unresolvable dilemmas when they desire love and nurturing from

frightening and neglecting attachment figures [64].

Social support has been hypothesized to be one of the protective factors that

buffer children from the impact of these negative early experiences [65, 66]. There-

fore, the psychopathological outcome of CSA may be influenced by characteristics

of the family or social support, which allow the victim to cope with the trauma

[67]. Cohen and Hoberman [68] postulate that high levels of social support protect

individuals from stress-induced pathology. Social support moderates the

consequences of child maltreatment, respective to depression, anxiety, and sub-

stance abuse being the most common. Perspective studies found that social support

moderated the risk of affective disorders, but not substance abuse or anxiety

disorders [69]. Regarding the type of social support, self-esteem and appraisal

support were found to buffer against the development of PTSD in sexually abused

women, while tangible and belonging support had little influence [70]. From an

opposite perspective, it is important to consider the effect of CSA on development

of social relationship and social environment. Accordingly, the “deterioration
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model” [66, 71] is based on the hypothesis that CSA exhausts social support

because it elicits confusion, helplessness, and aversion in others in the long term.

A related issue is whether victims of CSA experience additional stressors,

including separation from their parents, foster care placement, and multiple forms

of revictimization over the course of their lives [72]. The context of abuse should be

taken into account considering the frequent overlap and coexistence of adverse

childhood life events and childhood trauma [73]. In general, models for CSA and

psychopathology should consider the synergistic effects of CSA and different

traumatic experience. For example, CSA is significantly related to later [14, 74]

revictimization, which is defined as repetition of childhood contact abuse in

adulthood. Revictimization is associated with an increased frequency of psychiatric

[14]. Moreover, Favaro et al. [75] took into consideration traumas preceding the

CSA, demonstrating a synergistic effect of neonatal dysmaturity and childhood

abuse in increasing the risk for AN, which might be explained by the hypothesis

that a prenatal programming of stress response systems can result in an impairment

of the individual’s resilience to severe stressful events.

The neuroscience perspective stressed the importance of taking into account a

biological underpinning as a further moderator for the relationship between CSA

and psychopathology. In terms of moderator analyses, this means to consider

factors preceding the traumatic event, and therefore biological mechanisms

accounting for an individual vulnerability to CSA effects on psychopathological

outcomes. According to the gene–environment interaction, CSA may potentiate

the development of psychiatric disorders in genetically vulnerable individuals,

resulting in a reduced ability to respond to stress. Within candidate genes, the

serotonin transporter gene has been the focus of several researches because of its

association with depression. The New Zealand birth cohort study by Caspi

et al. [76] demonstrated that people homozygous for the short form of the serotonin

transporter gene promoter region polymorphism (5HTTLPR) are at higher risk of

depression than people with other genotypes if they experience childhood maltreat-

ment. The study also demonstrated that people homozygous for the long form of

5HTTLPR who have a history of childhood maltreatment are at lower risk of

developing depression than people with other genotypes. This result was replicated

by other studies by Kendler et al. [77] and Kaufman et al. [78] on childhood

maltreatment in general, and more specifically in CSA [79]. Considering a specific

association with eating disorders, it has been demonstrated that bulimic women

with a history of CSA, carrying low-function alleles of the serotonin transporter

promoter polymorphism, 5HTTLPR, also evince more pronounced manifestations

of such traits as sensation seeking, affective instability [80], and dissocial

behaviour [81].

Other scholars focused on gene–environment interaction involving the

hypothalamic–pituitary–adrenal axis (HPA), which has been reported to increase

the likelihood of development of several psychiatric disorders such as depression,

PTSD, or eating disorders. Genetic effect would impact the sensitivity of HPA axis

mechanisms implicated in stress responsiveness. The BcII restriction fragment

length polymorphism is the most widely studied of polymorphisms associated
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with glucocorticoid receptor expression. This polymorphism is considered a mod-

erator of stress-induced effects, since it is believed to modulate inhibitory feedback

within the HPA axis and, in this fashion, to contribute to variability in stress

reactivity [82, 83]. Steiger et al. [84] proposed an example of gene (moderator)–

environment (CSA) interaction for Bcll in eating disorders patients: the risk of

having Bulimia Nervosa was found to be associated with the combined presence of

two factors having a genetic propensity (associated with the low-function allele of

the BcII polymorphism) toward lesser modulation of stress reactivity, and being

exposed, in childhood, to severe physical or sexual abuse. Moreover, genetic

variants in the corticotropin-releasing hormone receptor (CRHR1) gene

polymorphisms were found to both predict and protect for the development of

depression in persons with a history of trauma [85]. Moreover the FK506 binding

protein (FKBP5) polymorphisms have been found to be associated with PTSD

symptoms in adult patients with a history of childhood abuse, even if CRHR1

polymorphisms were not found to be associated with PTSD in the same

population [86].

6.4 Mediators of the Relationship Between CSA
and Psychopathology

Once that a specific relationship between CSA and mental symptoms has been

established, research should take into account the generative mechanism through

which CSA is able to influence development of later psychopathology. According

to Baron and Kenny definition’s [53], a given variable may be said to function as a

mediator to the extent that it accounts for the relation between the predictor (CSA)

and the criterion (psychopathology).

There are several conditions in which the relationship between CSA severity and

specific psychopathology of interest has been found to be mediated by a third factor.

Neuroticism—defined as propensity for negative emotionality, including anxiety,

anger, hostility, and depression—has been found to mediate the relationship

between sexual abuse severity and depression [87]. Neuroticism is a trait developed

in childhood, sensitive to traumatic life experiences [88], which remains stable in

adulthood.

A research question which could find an answer in mediator analyses is: “Why

CSA is associated with suicidal thoughts?” However, the answer could be less

simple than expected. For example, it is possible that the mediator is not one but

more variables able to contribute to the development of different

psychopathological outcomes. Clinicians usually think that relationship with sui-

cide is mediated by depressive symptoms. In other words, victims of CSA have

suicide ideation because they experience a severe form of depression. Martin

et al. [89] found that in girls, depression completely mediated the association

between CSA and suicidality, while Sigfusdottir et al. [90] found that, although

depressed mood associated with CSA is a partial mediator and strong predictor for

suicidal behavior, an association remained between CSA and suicidal behavior in
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adolescents not suffering from feelings of depression. Therefore, it is possible that

the relationship between CSA and suicide is not mediated only by depressive

symptoms but also by the development of impulsive traits, which account for

suicide attempts, conduct disorder, or substance abuse. Impulsivity has been

associated with both suicidal behaviours and borderline personality disorder

[91]. CSA could interact with existing temperament (impulsivity), leading to

persistent psychobiological abnormalities which impair adaptive responses to stress

[92]. Impulsive suicidal patterns—emerging in specific groups of subjects (e.g.,

borderline personality disorder subjects)—would result from a complex interaction

between temperament vulnerability and traumatic experiences.

Among the several suggested mechanisms for the association of CSA and

impulsive behaviours, emotion dysregulation is one of the most investigated.

Self-harm, suicide attempts, and eating disorder behaviours (including binge eating,

purging, or starving) have been proposed as dysfunctional coping strategies to

regulate the continuing emotional distress following the experience of abuse

[7]. The construct of emotion regulation encompasses not just the experience of a

negative mood itself, but also the ability to adaptively identify and cope with

negative mood states [93]. Deficit in emotion regulation may be due not only to

the CSA effects but also to other types of abuse. Indeed, more comprehensive

models for psychopathology development should consider that research has shown

that emotional, physical, and sexual abuse tends to coexist. Emotional maltreatment

includes caregiver criticism of emotional expression, punishment of emotional

expression, or minimization of emotion. All these conditions, related to emotionally

abusive environments, are associated with emotional suppression, avoidant coping,

and failure to seek support in children, all of which may be conceptualized as

maladaptive emotion regulation strategies [93]. In adults, childhood emotional

abuse has been linked to emotional inhibition and avoidant coping [94], emotional

non-acceptance, and experiential avoidance [95]. According to Bowlby theory [96],

emotional maltreatment by a caregiver is responsible for the development of

insecure attachment styles, and insecure attachment in infancy has been linked

with poor emotional regulation and social functioning in humans as well as in

animal models. These effects are carried forward into adulthood, and they increase

the risk of psychopathology throughout the life span. The consequences of a CSA

for a child growing up in an emotionally abusive environment have several poten-

tial links to the emotion regulation model of the development of psychiatric

symptoms. In general, an abusive family environment is characterized by different

types of childhood adversity. It has been demonstrated that the increasing number

of childhood adversities was associated with greater adult clinical complexity in

terms of psychiatric comorbidities and the presence of coexisting internalizing and

externalizing disorders [97]. On the contrary, an emotionally adequate family

environment may act in a protective way toward CSA effects. For example, Sperry

and Widom [66] found that the presence of good family and social support

mediated the relationship between child maltreatment, anxiety, and depression.

Indeed, they found that total social support and belonging support reduced the

direct effect of child abuse/neglect on these symptoms to non-significance.
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As far as specific disorders are concerned, emotion dysregulation hypothesis for

the development of eating disorders symptoms proposes that symptoms such as

binge eating are initiated in an effort to distract oneself from negative emotions or

self-soothe [48]. In this model, disordered eating behaviours are conceptualized as a

maladaptive means of dealing with negative affect, thus implying poor emotion

regulation skills. Binge eating behaviour likely acts as a negative reinforcer via this

pathway because it acts to decrease or block negative affect, at least in the short

term, by relieving the experience of painful emotions [98]. Alternatively, bulimic

symptoms have been linked to CSA by means of the mediation of dissociative

symptoms. Indeed, bulimia has been viewed as a dissociative state in which

awareness of CSA trauma is diminished [7, 8]; the binge/purge cycles might

function as an expression of anger or a symbolic “cleansing” of the self of the

abusive experience, thereby allowing an individual to regain a stronger sense of

self. In line with “escape theory” by Heatherton and Baumeister’s [48] negative

affect induced by CSA memories and images begins the motivation to escape,

which occurs by the patient narrowing his or her awareness from abstract levels

(self-evaluation) to the level of the physical surroundings or stimulus. The tempo-

rary loss of inhibition results in the release of previously suppressed behaviours,

such as binge eating.

A new frontier of CSA research focused on the role of body image and body

dissatisfaction as potential mediators of the relationship between CSA and adult

development of overlapping conditions such as eating and sexual disorders,

obsessive–compulsive symptoms, and self-harm behaviours. Among victims of

sexual abuse, the relationship with one’s own body may be particularly affected,

and CSA has a significant and lasting effect on body image and identity, as well as

with self-regulation mechanisms [99]. Indeed, women with history of sexual abuse

reported more body dissatisfaction [100]. It is well known that body image distor-

tion and body uneasiness are one the core psychopathological features of eating

disorders, and they represent the onset and maintaining factors for pathological

eating behaviours. Preti et al. [99] found that body dissatisfaction acts as an

intervening variable in the link between sexual abuse before 12 years old and

eating disorder symptoms, and therefore it might be considered as a mediator in

the pathways from sexual abuse to pathological eating behaviours. The complex

relationship between CSA, eating disorders, and body dissatisfaction represent also

an explaining model for other psychiatric symptoms, such as self-harm behaviours.

Eating disorder patients with a history of abuse were found to be more likely to

engage in self-destructive behaviour [75]. The recourse to self-harming behaviour

in these patients has been interpreted as a way to regain control on a compromised

interoceptive awareness by cutting and burning the body [99]. Compulsive cleaning

behaviours have also been associated with a history of CSA by the mediation of a

disease related to once own body, and specific compulsive behaviours could be

interpreted as an attempt to symbolically clean out the body of the impurity

associated with the past abuse [100].

Body dissatisfaction is an overlapping area of interest between CSA, eating

disorder, and sexual dysfunction. A profound uneasiness toward once own body
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consequent to CSA might be the explaining mechanism also for the relationship

between CSA and sexual dysfunction. Women who felt more negatively about their

bodies reported lower levels of desire and sexual arousal functioning [101, 102],

engaged in more sexual avoidance [103], and reported less pleasure, orgasm, and

sexual satisfaction [104], as compared with women who had a more positive

perception of their bodies. Sexual functioning in eating disorders patients has

been associated with concerns about body image (e.g., dissatisfaction with body

parts, concerns with body size or weight, discomfort with one’s body in front of a

partner, or others) [105]. Additionally, recent studies suggest a mediating effect of

sexual dysfunction in the relationship between CSA and dangerous sexual

behaviours [106].

HPA axis is the most promising candidate as biological underpinning for the

relationship between CSA and psychopathology. As already stated, the glucocorti-

coid receptor polymorphisms have been considerate as potential moderators of the

interaction. Accordingly, the effect of CSA for psychopathology during adulthood

is believed to be mediated by the HPA axis that, once over-activated during the

developmental processes, would remain permanently unstable, overdriven, vulner-

able, or dysfunctional [11], possibly due to transcriptional/epigenomic mechanisms

[11]. Indeed, early life events influence the HPA axis response during adulthood

psychopathology [107]. Newport et al. [108] found that depressed women with a

history of child abuse showed hyper-suppression (i.e., lower cortisol) at the

response to the Dexamethasone Suppression Test (DST). Similar findings were

reported for men with depressive symptoms [109], and women with Borderline

Personality Disorder [110].

6.5 Clinical Implication

Heightened awareness of the association between CSA and psychopathological

outcomes, as well as of their etiological and maintaining factors, may improve

health outcomes for abuse survivors. Survivors of sexual abuse use more medical

care and incur greater costs than the general patient population [5]. A commonly

shared observation is that CSA survivors represent a subpopulation of patients with

specific maintaining factors of their symptoms, which are not efficaciously

challenged by standard treatment interventions. Therefore these kinds of patients

would show different response to treatment and long-term outcomes.

For example, depressive and anxiety disorders associated with a history of CSA

have been found to respond differently to treatment [111] or are associated with

treatment resistance [112]. In general, a history of child maltreatment is associated

with significantly reduced efficacy for some antidepressant medications in

depressed adults [97, 111]. A possible explanation is that patients with CSA are

often comorbid with several different psychiatric conditions. Therefore, it is likely

that a history of CSA reduces the efficacy of current treatments for other conditions

such as substance abuse and impulse control disorders. Moreover, psychotherapy

alone was found to be superior to antidepressant monotherapy [111].
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Also standard psychotherapies are likely to be ineffective when CSA is part of

the pathogenesis of a disorder. In a recent study, Castellini et al. [113] found that

after a standard Cognitive Behavioral Therapy both Anorexia Nervosa and Bulimia

Nervosa patients showed a significant improvement in terms of eating disorder

psychopathology, as well as sexual functioning. However those patients reporting

CSA did not show any improvement in body image disturbance and sexuality,

showing a profound and different uneasiness in the relationship with one’s own

body as compared to other patients. Sanci et al. [8] proposed to always consider the

possibility of sexual abuse when treatment of eating disorder does not follow the

expected course or improvement. In general when the clinician assesses a history of

CSA, he/she should specifically target the psychological consequences of the abuse

before standard treatment can begin.

Psychotherapy may be an essential element in the treatment of patients with a

history of CSA, and interventions that focus on childhood trauma may contribute to

the development of more effective treatments for subgroups of disorders, preceded

by childhood trauma. For example, in the case of eating disorders with CSA it is

reasonable to hypothesize that a psychotherapy specifically targeted on body image

perception and cognitive/emotional consequences of sexual abuse would improve

the long-term outcome. Both group therapy and individual psychotherapy have

been shown to improve psychological symptoms among sexual abuse survivors

[114], and Habigzang et al. [115] demonstrated the efficacy of cognitive

behavioural therapy in reducing symptoms of depression, anxiety, and PTSD in

sexually abused girls.
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Atypical Sexual Offenders 7
Daniele Mollaioli, Erika Limoncin, Giacomo Ciocca,
and Emmanuele A. Jannini

7.1 Female Paedophilia

7.1.1 Introduction

If talking about paedophilia evokes extremely strong and “disturbing” feelings, as

any other type of male-related paraphilia does, the effect of discussing female

paedophilia is even greater. Female paedophilia is mainly a sore spot, an uncom-

fortable phenomenon disrupting those rational, social, cultural and emotional

certainties that make up the existence of each of us: motherhood and the physical

and mental development of the child.

Imagining a “sexually active” woman in terms of both desires/fantasies and

acted out behaviours has always been a sort of “taboo”. Consequently, foreseeing

female paedophilia complicates everything: it represents a sort of “taboo of

taboos” just because women, in addition to violating the incest taboo, violate an

even more serious taboo—the unfinished and disowned maternity.

Paedophilia in women is therefore such a rare clinical phenomenon that its

existence has even been questioned by some researchers [1, 2], and even when

studied, investigation has been based on discussions of clinical cases rather than on

real large-scale research [3].

Indeed, female paedophilia seems always to have existed and is therefore not an

innovation of modern times. Formerly (2,000 years ago), Petronius described in his
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Satyricon a group of women cheering in front of the rape of a 7-year-old girl. In the

past there was a form of paedophilia or “paederasty” interpreted as entirely

“feminine”.

Furthermore, often the analysis of female paedophilia is extended to topics that

do not fit so explicitly in the context, despite apparently being very connected.

Analysis usually deals with criminal women, women and sex tourism, Munchausen

syndrome, self-harm, anorexia and kleptomania. These clinical conditions share

with female paedophilia the fact that a woman is involved in acts of “aggression”

(Munchausen syndrome and women criminals). Those acts are typically sexually

deviant behaviours associated with men (sex tourism with children and adolescents)

that should not, according to a collective and stereotypical imaginary, belong to

women.

Indeed, female paedophilia is another condition altogether; the risk lies in

putting very different phenomena indiscriminately into a single cauldron.

7.1.2 Prevalence Data

Female paedophilia, as highlighted by the scientific literature, is a phenomenon

apparently much less frequent than male paedophilia. This is certainly due to a

lower frequency of the real phenomenon, but also to a “bio-psycho-social” dis-

course: in the Occident, women have always played a more “passive and soft” role

compared to men, who are considered far more “active and hard”.

This mindset involves the risk of not wanting to look at the contexts in which

female paedophilia may be present. A significant portion of female paedophilia is

therefore “submerged” because it is more difficult to detect, most often masked

and certainly less studied than male paedophilia.

In the 2008 report of the U.S. National Center for Missing and Exploited

Children, in a sample of 731,584 abused children, 65 % had suffered attitudes of

negligence from their parents, 10 % had suffered physical abuse (beatings and

negligence) and 2.3 % had suffered sexual abuse. 58 % of offenders were female,

with two peaks in the 20–29 age range (41.3 %) and the 30–39 age range (36.7 %),

compared with 42.1 % of the offenders being men (age range 20–29: 28.9 %, 30–

39: 36.2 % and 40–49: 21.3 %).

In other researches about female paedophilia, researchers reveal an even higher

percentage. As reported by Welldon [4], in 1994 the National Opinion Research

Center showed that the second most common form of child sexual abuse was

committed by women who molest boys. Specifically, for every three instances of

abuse by men, there is one by a woman. This data was recently confirmed by

Childline [5] (a childcare-based organisation that also runs a friend line for troubled

children) which, on the basis of requests for assistance received by children in 2008

(2,142 requests), asserts that child sexual abuse by women represents 25 % of all

the cases with which it deals.

Online paedophilia is also rising. At the beginning of 2004, there were only five

associations for paedophilic women on the Internet, but by 2007 this number had
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increased to 36, as reported by the Meter, an agency which has been dealing with

the phenomenon of paedophilia for several years [6].

7.1.3 Characteristics of Female Paedophilia

The woman, as a mother, spends most of the day especially in the first phase of the

development of her child [7], focusing particularly on “physical” cares. In this

extremely intimate and ambiguous context of care—at an erotic and sexual level—

female paedophilia can be expressed by many “disguises”. According to Welldon

[4], female perversions realised through motherhood and the pervasive use of

manipulative strategies on the child, rather than through sexuality.

The mother can, in fact, engage in sexual acts with her child through frequent

and prolonged baby baths, for example, in which the mother’s hands hesitate longer

than necessary on the child’s genitals, or while sleeping together in bed or taking a

bath together naked by taking advantage of that “healthy” contextual situation to be

touched in intimate areas usually procuring sexual arousal.

Such activities definitely involve an extreme abuse of power, because a mother

has total control over her son, even more than a father has.

According to Petrone [8–10], female paedophiles can be divided into “types” on

the basis of their personality characteristics:

• Latent: those who have a strong sex drive toward children, but because of social

and legal restrictions do not manifest that drive in any overt behaviour.

• Occasional: for these paedophiles the paedophilic behaviour occurs only when

external conditions can facilitate it: for example, when the paedophile is in

foreign countries that hinder or condemn paedophilia less than her home

country does.

• Immature: among such individuals there is basically a lack of development of an

adult psychosexuality and age-appropriate interpersonal skills.

• Regressive: these individuals have reached a normal adult psychosexual devel-

opment, but in high emotional stress situations can manifest behaviours

associated with paedophiles.

• Aggressive: individuals with low self-esteem and a strong sense of powerless-

ness that can lead to real “sadism” against the victim.

There is also a particular form of paedophilic expression that Petrone [9, 10]

defines as “pre-paedophilia”. This term indicates the shrewd, complex and per-

verse dynamic that arises when the woman/mother does not directly engage in

paedophilic behaviours towards her child, but becomes the “accomplice” of those

who really abuse the child (usually the mother’s partners). This is a phenomenon

that could be called “compulsion to see repeated”: it is like the Freudian mecha-

nism of the repetition compulsion, only filtered by the active presence of another

person who does the dirty work for someone else. Ignoring the abuse is a further act

of violence against young unprotected and abused victims by those who should love

and protect them.
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Betrayal happens on all fronts and the child is left alone. These women, despite

not having committed a direct abuse, are guilty of the same crime as their partners

because, just like those partners, they have not considered the children as human

beings, have frustrated and maimed their physical and mental development and

bent them to their unjustified and irrational demands.

Pre-paedophilia has different manifestations: it can be shrewd, silent and

masked, as in incestuous families, or be more obvious, more ostentatious, as in

the case of mothers who “push” their children towards their fellow abusers, or “sell”

performances of their children or are actively involved in perverse sexual games

with them.

Following the classification of Petrone [9, 10], there are at least three types of

pre-paedophilic women/mothers:

• The collusive mother is the ultimate expression of the pre-paedophilic female.

This kind of mother, unconsciously but also consciously, sacrifices her child to a

full-blown paedophile, thus satisfying her need to attack and humiliate the child

while remaining in a passive position.

• The dependent mother has an extremely fragile personality. She is therefore not

able to perform her biological role of protector of her children and has no power

within the family, but is totally subordinate to her partner.

• The victim mother is stuck in the abuser–abused cycle, so this kind of women, as

demonstrated by many studies in the past, was herself a victim of sexual abuse.

In this case, in addition to the unconscious motivation to harm someone else in

ways similar to what she suffered in childhood, the woman puts in place the

well-known defence mechanisms of denial, repression and displacement, so the

devastating emotions related to incest by another family member are not

recognised and therefore somehow removed.

In this regard, pre-paedophilia is actually the only significant difference between

female and male paedophilia. Pre-paedophilia seems to be a characteristic of

women only.

In addition, according to Welldon [4], the woman has as her primary objective

damaging herself through the other, which is different from the motivation of the

man, who actively retaliates against others in response to a personal experience of

abuse in childhood. The act of abusing children, then, has for a woman the same

meaning as abusing against herself. Especially in cases of abusive women who have

previously been abused, they inevitably internalise their own hated mothers in their

female bodies and identify with their children’s bodies. The female paedophile

tends to see herself as an extension of her own child, much as she has been treated in

the past as an extension of her mother. So we can talk about female paedophilia in

terms of “self-directed” aggression.

7.1.4 Conclusions

In conclusion, the explanation for female paedophilia when there are no severe

psychiatric dysfunctions can be traced back to the “abuser–abused cycle” [11]. In
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this case, the women unleashed their anger, accumulated in the past because of

abuses they suffered, through many kinds of offending behaviours directed towards

their children.

Abusive women, like abusive men, compromise profound aspects of their

existence, but they also specifically compromise their maternal role, allowing

themselves to violate their children by enabling forms of incest, but mostly

behaviour that is detrimental to the emotional, cognitive and psychological devel-

opment of their children [12, 13].

As well as the discussion presented here suggests, the greatest issue recognised

by the scientific community related to the understanding not only of the

characteristics associated with feminine paedophilia, but especially the prevalence

and the escalation of the phenomenon related to the inability to study significant

samples of women paedophiles. This is not just because there is a lower prevalence

of female paedophilia than there is of male paedophilia, but mostly because women

paedophiles belong to a hidden phenomenon and full of disguises.

7.2 Sexual Offenders with Intellectual Disabilities: From
the Role of Victim to the Role of Aggressor

7.2.1 Introduction

The sexuality of people affected by intellectual disabilities has for long been

considered a troublesome argument. The difficulty involved in addressing this

topic is probably due to the perception of a person affected by intellectual

disabilities as an asexual individual, or as an individual with the potential to be

sexually dangerous. Vice versa, it was also discovered the existence of a group of

individuals sexually attracted by physical and/or intellectual disabilities [14]. These

individuals define themselves as “devotees” [14].
Nowadays it is possible to note the historical importance that intellectual

disability has held and the prejudice with which it has been understood in views

on crime and the criminal justice service [15, 16]. Many people with intellectual

disabilities (ID) may express their sexual needs in an inappropriate manner: for

example, they might live their sexuality in a social context, rather than a private

one. The expression of this problematic behaviour is probably caused by the

absence of specific sexual education programmes that take account of intellectually

disabled people’s cognitive difficulties. The opportunity to learn appropriate

modalities to satisfy their own sexual needs might prevent the imprisonment of

people with ID for moral deficiencies. In this manner, the problem of the increasing

prevalence of offenders with ID in prisons or mental hospitals, who moreover are

institutionalised for indefinite periods, could be resolved.
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7.2.2 Prevalence Rates and Characteristics of Sex Offenders
with Intellectual Disabilities

Prevalence rates of legal involvement regarding people affected by ID are uncer-

tain data, because of their variation across the literature [17]. This variability is

probably due to significant methodological differences between studies [16]. In

particular, difficulties might arise with the definition of ID and legal criteria.

Moreover, it should be considered that some intellectually disabled people’s

caregivers could hesitate in reporting criminal offences [18]. However, scientific

evidence generally highlights that 5–15 % of persons with ID come into conflict

with the law [17]. This frequency appears to be less than 5–15 % only in one study

conducted in prisons in Victoria, Australia [19].

Regarding characteristics configuring the average sex offender with ID, evi-

dence shows differences between forensic and non-forensic samples [20]. Sex

offenders with ID belonging to the forensic group seem to be younger and predom-

inantly male. They often report histories of substance abuse and psychiatric

comorbidities, with the exception of mood disorder. With respect to cognitive

level, data show the prevalence of mild intellectual disabilities or borderline

intelligence among forensic sex offenders.

Many studies have shown the presence of some variables concurring in the

expression of sexually deviant behaviour among people affected by ID. What

often emerges is the association of sexually deviant behaviour with high rates of

childhood neglect, physical health problems, adult mental health problems and

perinatal adversities [21]. In addition, other studies found the prevalence of atten-

tion deficit hyperactivity disorder (ADHD) in sexual offenders with ID [22]. Dis-

cordant opinions remain with respect to the theory of the sexual offender who has

also been sexually abused. The first studies investigating the presence of sexual

abuse among adult sex offenders found prevalence rates between 18 and 58 % [23–

25]. However, these preliminary data have not been confirmed by other research

[26, 27]. In particular, it was shown that the number of sex offences committed by

individuals who have been sexually abused in childhood is interchangeable with

that of sex offenders who have never been sexually abused [27]. In addition, no

differences were found between sex offenders and non-sex offenders regarding the

presence of physical abuse in childhood. Hence, the hypothesis that sexual abuse in

childhood is the primary pathway to sexual offending in adulthood is probably a

reductive thought. However, it is possible to suppose that people who have experi-

enced different kinds of abuse in childhood—physical or sexual—may manifest

their negative emotional experiences by utilising the coping strategy of sexual or

non-sexual offences [28].
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7.2.3 The Hypothesised Existence of Two Types of Sex Offenders
with Intellectual Disabilities

An understanding of the significance of sexual offending is necessary to a consid-

eration of the diagnostic criteria of sexual deviance, better known as paraphilia. The

Diagnostic and Statistical Manual of Mental Disorders (DSM-5, pp 685) defines

paraphilia as “any intense and persistent sexual interest other than sexual interest

in genital stimulation or preparatory fondling with phenotypically normal, physi-

cally mature, consenting human partners” [29]. However, the definition of para-

philia is not applicable to all cases of sexual offending on the part of persons

affected by ID. For this reason, some authors have proposed the existence of two

subpopulations of sex offenders with ID: one subpopulation characterised by

offenders who are similar to mainstream offenders and who appear to fit the label

of paraphilia, and the second subpopulation of offenders composed of individuals

who are sexually inappropriate in their behaviour but have the tendency to commit

minor or nuisance offences [30]. In addition, it was hypothesised that the principal

motivation for committing sexual offences among the second subset of individuals

are not the recurring urges or fantasies that typify paraphilia. On the contrary,

sexual offending caused by a “counterfeit deviance” seems prevalent among such

individuals. With this term some authors have proposed the existence of a deviant

sexual behaviour which is not associated with sexual fantasies or urges, or the

intention either to harm or humiliate others [31]. On the contrary, counterfeit

deviance might emerge as a consequence of the life experiences of some persons

with ID, such as socio-environmental or social learning conditions, a lack of

communication skills, or a lack of socio-sexual knowledge regarding privacy/

boundaries [32]. This hypothesis permits the consideration of sexual offending as

a result of a lack of normative learning experiences, and the presence of segrega-

tion, imposed restrictions or social attitudes tending to infantilise individuals with

ID, rather than as a result of deviant sexual urges. At the same time, as shown by

Michie et al. [33] and Talbot and Langdon [34], persons with ID whose sexual

offending fulfils the criteria of paraphilia have in most cases more advanced sexual

knowledge than other individuals with ID. This knowledge is probably attributable

to previous sex education courses in which sex offenders with ID had to participate

due to a penal sanction.

A lack of sexual knowledge or, in a more general view, socio-environmental

conditions may play a role in some kinds of sexual offences. Hence, only a

scrupulous differential diagnosis might reveal if sexual offending is caused by

deviant sexual urges and fantasies, or by other factors.

7.2.4 Assessment

The assessment of variables implicated in the development of sexual offending is an

argument well investigated in many previous studies. The work on risk assessment

for sex offenders with ID is different. In fact, some authors [35] have questioned the
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validity of existing risk assessment scales and methods for the quantification of the

risk of sexual offending in people with ID.

As suggested by Camilleri and Quinsey [36], the central point is not only the

investigation and the identification of risk factors implied in the development of

sexual offending among individuals with ID, but also the establishment of their

effectiveness as predictors of the risk of reoffending.

Regarding the global evaluation of the incidence of sexual offending on the part

of individuals with ID, the evidence found in the literature suggests the adoption of

the Violence Risk Appraisal Guide (VRAG) [37].

However, the assessment of sex offenders with ID cannot exclude the evaluation

of other variables concurring in defining the extent of the sexual deviance. One of

the most important variables considered in the assessment of sex offenders with ID

is personality disorder. Generally, this variable seems to have predictive validity

and structural validity with individuals with ID. The association between VRAG

scores and the presence of Antisocial Personality Disorder was also shown, as was

the association between Antisocial Personality Disorder and other risk assessments

[37]. Another factor bearing on the development of sexual offending is the presence

of externalising emotional problems.

In some cases it was supposed that the absence of adequate sexual knowledge

might lead to the deviant externalisation of sexual needs. The instrument proposed

to explore this variable is the Socio-Sexual Knowledge and Attitudes Assessment

Tool—Revised (SSKAAT-R) [38]. This tool permits a comprehensive assessment

of areas of socio-sexual knowledge and attitudes among people with ID. However,

poor sexual knowledge, as a single factor, might not cause sexual offending on the

part of individuals with ID. Instead, this lack might act only as a contributing factor.

Literature shows that an intellectually disabled forensic population does not

have a secure attachment to primary caregivers and presents a high prevalence of

low self-esteem [39]. For this reason, it may be advantageous to evaluate self-

esteem in this group. The instrument used for detecting self-esteem in a population

of subjects affected by ID is the six-item version of the Rosenberg Self-Esteem

Scale [39]. This tool aims to measure feelings of self-acceptance, self-respect and

positive self-evaluation.

Other hypotheses were developed to explain why some individuals with ID

commit sexual offences. A factor determining the inability to understand the

negative effect produced by their deviant behaviour is a deficit in empathy.

Although the correlation of an empathy deficit with sexual offending remains

contradictory [40], treatments of sex offenders provide empathy training in most

cases.

Finally, the assessment of sex offenders with ID should comprehend the evalua-

tion of the risk of reoffending. In fact, by verifying the presence of some specific

variables, it is possible to predict which sex offenders with ID are at a major risk of

reoffending. These variables are previous drug offences, previous bail offences, the

number of previous offences, a history of alcohol abuse, previous acquisitive

offences, an antisocial attitude, a lack of assertiveness, low self-esteem, a poor

relationship with the mother, allowances made by staff, staff complacency, and a
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poor response to treatment. A suggested tool for the evaluation of the risk of

reoffending is the Offender Group Reconviction Scale [37].

7.2.5 Treatment Essentials

Scientific literature on the treatment of sex offenders with ID is still scarce. The first

treatment methods for these individuals adopted a pharmacological approach. In

fact, there were suggestions about the efficacy of antiandrogen cyproterone (CPA)

or antiandrogen medroxyprogesterone (MPA) in decreasing the intensity and

frequency of sexual fantasies and sexual behaviours [41]. However, neither of

these drugs has been approved by the Food and Drug Administration in the United

States.

Other treatment hypotheses were suggested in the past for the prevention of

reoffending behaviours. Among these are included psycho-social interventions

(skills training and behavioural therapy) as well as less permitted treatments (covert

sensitisation, olfactory aversion and electrical aversion therapy) [42].

Nowadays, the treatment receiving a significant scientific consensus is the

cognitive-behavioural treatment (CBT), the aim of which is to reduce a client’s

sexually abusive behaviour [43]. The procedure comprises: (1) a social therapeutic

framework (establishing group rules, addressing initial denial and developing group

social skills); (2) human relations and sex education (understanding sexuality and

relationships, and understanding consent and legal issues); (3) the cognitive model

(changing the client’s cognitive distortions which cause the sexually abusive

behaviour); (4) victim empathy (development of empathy to regulate and mediate

pro-social behaviour); and (5) relapse prevention (preventing recidivism or failure

of maintenance).

Recently it has been proposed the application of mindfulness procedures to treat

and prevent sexual offending [44]. In particular, mindfulness-based procedures

were utilised to reduce deviant sexual arousal in three case studies, disengaging the

clients from their sexual thoughts. The surprising result of this study evidenced the

significant reduction of self-rated arousal after 60 weeks.

7.2.6 Conclusions

Although little is still known about sexual offending perpetrated by individuals with

ID, some research highlights the utility of better comprehending this phenomenon.

The key points in need of in-depth analysis are the assessment of dynamic risk for

offenders with ID and the evaluation of treatment effects in broader populations. In

this manner, research might contribute to both a reduction in offending/reoffending

and the implementation of a socio-sexual quality of life for sex offenders with ID.

7 Atypical Sexual Offenders 101



7.3 Sexual Abuse in the Context of Religion and Spirituality

7.3.1 Introduction

The vast majority of acts of violence and abuse pertain to a paradoxical dimension:

the abuser is often a person who should play a leading role or even a caregiver.

Sexual abuses are often perpetrated by family members such as fathers, mothers,

grandfathers or uncles who commit an intolerable crime against the designated

victim [45].

Sexual abuse and violence also occur in other situational contexts, where it is not

parenting that is associated with abusive acting out but a spiritual bond.

Myth, religion and spiritual contexts are crowded with scenes, stories, tales and

dramatic reported cases of acts of sexual violence [46].

Western history has never concealed this macabre aspect of myth, as if to prove

that spiritual practices are also strongly dominated by aspects of perversity.

Greek myth, through the cult of Dionysus, transmitted to the Western Culture a

combination of divinity, violence and sexuality in which a sacrificial victim is

always present [47, 48]. Also, Jewish-Christian tradition reports cruel events

characterised by fratricide, brutality and divine sacrifices. The biblical characters

of Cain and Abel and Abraham and Isaac are clear examples. In this chapter, it will

be analysed the phenomenon of abuse in the main religious context: in Judaism, in

Christian churches, in Muslim religion, in Hinduism, and in satanism.

7.3.2 Christian Churches

Two psychologists, Mary Frawley-O’Dea and Virginia Goldner, have carefully

studied the issue of sexual abuse by catholic clergy, collecting prominent

contributions and analysing literature and studies on this topic [49].

The main point of reference of the two researchers was the John Jay Study. This
report determined that over 4 % of American priests have committed sexual abuse

and that from 1950 to about 2004, nearly 11,000 individuals have been sexually

abused by clergy [49]. Actually, many believe that these figures are much lower

than the real ones and that most instances of abuse are being covered up and hushed

up to avoid scandal and protect the reputation of the Catholic Church.

Denial is deemed to be the main defence mechanism adopted by the Church to

protect itself from all abuse charges levied against abusive priests.

Whereas data resulting from the John Jay Study pertain to the American Church,

with the Murphy Report, released in 2009, the scourge of sexual abuse arrived in

Europe, disconcerting the Irish Church. One year later, Germany was involved in a

similar scandal.

Frawley-O’Dea and Goldner clarify that child sexual abuse by priests is

favoured by power relations, by an essential misogyny and by a narcissist’s sense

of omnipotence that may be typical of the priestly personality. The criminal act can

also be induced by a sexually repressive education and the pathological
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psychosexual immaturity of the sex offender. Moreover, sexual orientation does not

influence the criminal behaviour of a paedophile and having been abused during

childhood does not seem to be a predictive factor of sexual offending among

catholic priests.

Nevertheless, Catholicism does not represent the only Christian community

affected from these terrible histories. Also the Orthodox, Protestant and Anglican

churches were been crossed by cases of youth people abused. An Australian Web

site showed the misconducts of 18 Anglican ministers who were been authors of

sexual abuse on child [50]. In this survey, the authors hypothesised a major

prevalence of sexual abuse in women than men, due substantially to the possibility

of marriage for priest. Instead, also in Anglican Church the most of abuses were

perpetrated in youth males. The author of this investigation concludes that is

suitable collaboration among Anglican, other Protestant and Catholic churches to

prevent the abuses on child [50].

7.3.3 Judaism

Judaism is the first monotheistic religion characterised by some obsessions and

several prohibitions related to reproduction, sexuality and marriage. Are these

characteristics directly or indirectly cause of neurotic and perverse symptoms, as

literarily suggested in the Portnoy’s Complaint [51]. It could be even hypothesised

that hardly psychoanalysis would arbour outside the repressive and matriarchal

background of Judaism. The Freud’s Hebraic origins is far to be casual in the

genesis of the psychodynamic theories [52].

In the Hebraic culture, the gender roles are clearly defined. In the Torah, sexual

relations between people of the same sex are forbidden, demonstrating a clear

tendency towards discrimination. The female gender is also discriminated against,

with women being forbidden from frequenting the Synagogue [53]. In this regard,

Judaism could be considered a multi-form religion, composed of many positions

regarding gender roles in society and in the religious life. Are the above-mentioned

forms of discrimination against women and homosexuals to be considered forms of

psychological abuse?

Another more controversial theme in the Jewish religion is the circumcision. The

act of circumcision is largely diffused in the world and is most popular among the

entire Hebraic community. It is a symbol of religious identity among the male

population. However, in 2012, the Cohort of Cologne in Germany declared circum-

cision to be illegal. This declaration was accompanied by a great clamour among

the European sectors of Judaism, but there was substantial accord among the

German population. A recent article discussed this thorny issue from a medical

point of view. The authors of this article highlighted the necessity of better research

into the consequences of circumcision on sexual behaviour and sexual pleasure in

circumcised males [54]. However, although largely accepted, and not only in the

Jewish and Muslim environment, it is difficult not to consider male circumcision a

sexual mutilation.
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7.3.4 Islam

While male circumcision is practised in the Hebraic religions, female genital

mutilations are often associated with the Islamic traditions, although this terrible

form of abuse is not limited to the Muslim religion [55]. The Muslim religion in

Islam was founded based on the writings in the Quran, as well as on the teachings of

the prophet Muhammad, through the A’hadith text.

The terrible cases of abuse towards women that are often reported on by daily

news agencies, particularly in the form of genital mutilation, are not supported by

teachings from the Quran. In fact, gender discrimination is influenced by the

cultural practices over centuries, in addition to the place or nation. The violent

practices towards females and the concept of women have changed from Africa to

Arabia. Regardless, the degeneration of religion and the misinterpretation of the

sacred books continue to be the main causes of abuse against women.

In an interesting study, the factors associated with domestic violence against

women in Saudi Arabia were highlighted [56]. There were 2,301 women who

participated in this study. The researchers investigated many parameters, including

important socio-demographic features. The main results revealed that financial

dependency of the female partner and the use of alcohol by the male partner were

associated with a greater risk of violent acts towards women [56].

Some studies have also described the situation in sub-Saharan Africa regarding

the abuse of child orphans. For example, a review stated that orphans are more

exposed to sexual abuse, often in the forms of prostitution or youth marriage. Also

in this case, alcohol abuse and poverty could be considered predictive factors of

child abuse [57].

Another remarkable aspect of the Muslim religion concerns the controversial

role of the veil worn by Muslim women. The role of the veil among Muslim women

represents an important issue in some of the European legislations. While some

people consider the veil to be a symbol of female submission, others view it as a

symbol of cultural and religious identity. Hence, the veil remains the object of many

debates and reflections.

7.3.5 Hinduism

A recent campaign against violence towards women showed dramatic pictures

representing great female Indian goddesses with facial ecchymosis. It is important

to note that more than 68 % of women in India are victims of domestic violence.

This aspect reveals a paradox concerning the religious ideals and the actual reality.

In the Indian culture, women are simultaneously viewed as both venerable

goddesses and as victims of abuse.

Another phenomenon in the Hindu religion regards child marriage in India. This

practice represents a great violation of child rights. Statistics show that 50 % of

women in the Hindu tradition are married prior to 18 years of age. Child marriage

often results in many consequences, including child mortality and domestic
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violence. Data collected by UNICEF report the main characteristics of child

marriage in the rural area of India [58]. Approximately 52.5 % of child marriages

occur in the rural areas of India, while 28.2 % of child marriages occur in the urban

areas of the country. However, gender disparity is present in both of the areas.

An interesting factor in child marriages concerns the religious affiliation among

the Indian people involved in this form of marriage. The median age of marriage in

the Jain, Sikh and Christian communities is significantly higher as compared to the

average age of marriage in the Hindu and Muslim communities. In these latter

communities, the median age is 17.3, demonstrating the strong impact of a specific

religious affiliation on the practice of child marriage [58]. This phenomenon is also

explained by other characteristics, such as social status and level of education.

Child marriage represents a risk for the health of the child due to the possibility

of pregnancy occurring in the female at a very young age. Moreover, the child

brides are exposed to domestic violence, isolation and psychological diseases at a

greater level than are adult brides.

An interesting article states that the female role in India contrasts with the role of

women in sacred scriptures, such as the Vedas. According to the Vedic cultural

practices of the past, we can clearly see that the women enjoyed great respect

[53]. Hence, in this case, religion is not always directly responsible for various

forms of abuse, such as the phenomenon of child brides.

7.3.6 The Cult of Satan

Certainly the media resonance of an abusive priest spreads more quickly and raises

greater interest, but sexual violence is also present in minor spiritual contexts such

as satanism and demonism.

Satanic cults originate in ancient times and are handed down to Christianity as an

evil figure and evil practices. The psychologist James Hillman in the book An
Essay on Pan asserts that iconography and the symbolic features of evil are directly

derived from Pan, the Greek god of nature and instinct [59]. Pan was described as

half-man and half-goat and he was the god of masturbation, rape and unlimited

transgression.

In about 1970, Anton LaVey founded the Church of Satan and later published

the Satanic Bible, a text in which any kind of egoism was praised [60]. The Church

of Satan underwent multiple divisions giving rise to other groups devoted to the

devil cult; they were characterised by rituals involving sexual perverted practices

and drug use. In the 1980s, in the United States and Europe the first trials of child

sexual abuse crimes in sects took place.

Also in these cases, the satanic phenomenon was examined from both the legal

and the psychiatric point of view. Many of the satanic cult members perpetuating

the most violent sexual perversions ranging from incestuous rape to cannibalism

were reported to be affected by multiple personality disorder [61]. Others, after

forensic and psychiatric assessment, showed a fragile, immature personality, a very

low level of education and social disadvantages [62]. It is evident that satanism
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attains much more to brutal criminology and to the dramatic psychopathology of a

paraphilic sick sexuality than to the religious field.

Conclusions

The consequences of abuse in religious and spiritual contexts are dramatic and

involve and affect the whole life of the victim. In particular, in the continued

abused–abusive relationship, victims unconsciously activate the defence mech-

anism of identification with the aggressor. The abused subject introjects the

aggressor figure who disappears from external reality but continues to act

unconsciously, consolidating the abusive experience as traumatic recollection.

Another psychic mechanism that allows the mental integrity of the abused is

dissociation. Dissociative phenomena allow the victim to maintain self-

functioning and to survive repeated traumas through an evolutionary process

in which sorrow, suffering and shame are not verbalised.

Some research also highlights psychobiological deregulations in abused

children that alter brain development. Changes pertain to hyperactivation of

the Hypothalamus–Pituitary–Adrenal axis, volume reductions in the amygdala

and hippocampus, reduced metabolism of the orbitofrontal cortex and reduced

structural connectivity of the right hemisphere functions [63–65].

On the other hand, religion and spirituality, from a psychological point of

view, also constitute the main coping strategies to face stressful life events

[66]. Religious coping can help people to react to individual and collective

negative situations such as chronic illness, grief or exposure to a collective

trauma such as a war or a natural catastrophe [67]. Religion and faith are

significant and useful psychological resources that can literally save the mind

and the soul of a subject who is going through a deep crisis.

Therefore, the use of religion and spirituality could be considered a

pharmakos: it is a remedy for health and safety, but, at the same time, as

suggested by the Greek etymology, a dangerous poison when it includes a

combination of fanaticism and psychopathology.
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