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Newcomb and Mustanski (2009) are to be congratulated for

attempting a meta-analysis of internalized homophobia/

homonegativity (IH) and for recognizing the potential impor-

tanceof thisconstruct forHIV-related research inmenwhohave

sex with men (MSM). However, we disagree with their key

conclusion that ‘‘researchers would be well-served to consider

abandoning the investigation of IH as a predictor of risky sexual

behavior in order to focus resources on more promising lines of

research.’’There are seven concerns.

First, their approach to meta-analysis used correlation

coefficients; however, correlation coefficients in meta-analy-

ses are not and cannot be effect sizes. Such standardized effect

sizes‘‘cannot reliably meet the goals of meta-analysis’’(Cum-

mings, 2004, p. 597) and Greenland, Maclure, Schlesselman,

Poole, and Morgenstern (1991) note that the arguments

‘‘against traditionally standardized coefficients apply with

even greater force against the use of correlation coefficients as

measures of effect’’ (p. 392). They are inappropriate to use

because (1) theyare bounded bythe distributionalproperties of

each individual study; (2) following from that, a one SD

change in onesample is, bydefinition,not equivalent toone SD

in another study; (3) even if a correlation is high, the effect size

could be quite modest. In contrast, a lower or no correlation

could indicate a curvilinear relationship or variation around a

stronger fixed effect; and (4) analysis of correlations negates

the ability to interpret the magnitude of any observed associ-

ation, leaving only the direction.

Second, the nine different IH measures used are simply not

comparable, absent a study in which the different measures are

given to the same population and the degree of association

measured. The outcome measures alsovary across studies, and

there are insufficient data to determine how the outcomes were

actually measured and what their distributions were. The fact

that some IH scales factor into several subscales (Ross &

Rosser, 1996), some but not all of which may be related to risk

behaviors, further complicates a comparison of IH measures

(as Newcomb and Mustanski note).

Third, one study used compulsive sexual behavior (CSB) as

the outcome measure. That is inappropriate since it superim-

poses a deterministic relationship between CSB and risky sex,

not the appropriate probabilistic one. Unfortunately, the strong

correlation there probably contributed to the observed effect.

Fourth, the recommendation not to study IH further is based

upon theirobservingnodirect relationshipbetweenIHandHIV

risk. However, Newcomb and Mustanski readily acknowl-

edge and reference studies showing clear indirect relationships

that, in turn, may be helpful to the design of innovative inter-

ventions. The existence of several moot correlations could

indicate conflicting pathways that haven’t been explored.

Should we determine some causal association of IH with other

proximal determinants of risk behavior, then we will have a

good idea of how to appropriately intervene on those factors.

Ignoring IH in further risk behavior studies would prevent

development of culturally specific and relevant interventions

for MSM.

Fifth, the rather narrow choice of outcomes assumes that IH

has a direct effect only on sexual behavior. Some data already

indicate that IH or at least one component of it is associated

with drug and alcohol abuse in MSM, and we know that drug

and alcohol abuse are related to risky sexual behavior. It would
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make clinical as well as research sense to include other risk

outcomes, such as drug and alcohol abuse, and measures of

mood and affect as effects of IH which may themselves

translate into sexual risk behavior. Further, the impact of IH on

drug and alcohol abuse and other negative mental health out-

comes (Rosser, Bockting, Ross, Miner, & Coleman, 2008) are

in themselves clinically important for MSM, whether or not

they translate into risky sexual behavior, and we concur with

Newcomb and Mustanski on this.

Sixth, we already have data that suggest that IH operates

through intervening variables. We demonstrated (Ross, Ros-

ser, Neumaier, & the Positive Connections Team, 2008) that

IH is significantly associated with HIV/STI risk through at

least two intervening pathways (but has no direct effect).

Serodiscordant unprotected anal intercourse is a function of

men being less disclosing of their HIV serostatus, itself sig-

nificantly associated with IH; and lower condom use through

lower condom self-efficacy is itself also significantly associ-

ated with IH. There are almost certainly other important

indirect pathways through which IH operates on risk behaviors

waiting to be elucidated.

Finally, the most troubling aspect of their recommenda-

tion to abandon IH and HIV risk research is that the studies

reviewed were overwhelmingly North American. Studies not

in English were excluded. Worldwide, homonegativity and IH

remain huge threats to the well-being of MSM. As we write,

there is a wave of homonegativity sweeping Africa. Uganda

has introduced legislation whichprovides for the death penalty

for male homosexual acts. In Senegal, it is reported that the

bodies of gay men have been dug up and desecrated. Outside

North America and selected West European and Australasian

countries, homonegativityappears anoverwhelmingand ever-

present physical and psychological threat to MSM. To rec-

ommend not studying IH and its still poorly understood

associations with risk behavior, simply because studies in the

U.S. failed to observe direct relationships between IH and

sexual risk behavior, makes no sense. Our study on IH in

Ugandan MSM (Ross et al., 2010) will, we hope, stimulate

other researchers to explore the construct and its direct and

indirect health impacts in non-Western contexts and in non-

Western MSM subcultures.

In summary, while Newcomb and Mustanski have pro-

duced a most thought-provoking article summarizing some

studies on direct effects of IH on HIV risk behaviors, we

encourage researchers to explore IH further, particularly

through indirect effects and in contexts where homonegativity

appears a major barrier to HIV prevention for MSM.We donot

believe, as they suggest, that the ‘‘current utility of this con-

struct for understanding sexual risk taking of MSM is called

into question’’for use by HIV/STI, sexuality and mental health

researchers.Outside of the West,homophobiaand internalized

homophobia do still matter.
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Ross, Rosser, and Smolenski (2010a) provide a commentary

regarding our recently published meta-analysis of the relation-

ship between internalized homophobia (IH) and risky sexual

behavior in men who have sex with men (MSM) (Newcomb &

Mustanski,2009).Rosset al. raisedanumber ofmethodological

and conceptual concerns about the meta-analysis, and therefore

disagree with our conclusion that researchers would be well-

servedtofocus their resourcesonotherpredictorsof riskysexual

behavior that are more promising in terms of their predictive

ability. We would like to address a number of these concerns in

ordertofurthersupportourconclusionthat theliteraturedoesnot

support a current significant bivariate association between IH

and risky sexual behavior. We further believe that few viable

models have been proposed to examine the potential indirect

effects of IH on risk.

First, Ross et al. raise concerns about the use of correlation

coefficients (ESr) in meta-analysis and state that ‘‘correlation

coefficients in meta-analysis are not and cannot be effect sizes.’’

In fact, correlation coefficients are commonly used as effect size

in meta-analysis and are adequate measures of effect size for

meta-analysis given that extra steps are taken in order to over-

come certain problematic properties of this statistic. In their

widely-used book on meta-analysis, Lipsey and Wilson (2001)

stated:

…when theresearchfindings tobemeta-analyzed involve

bivariate relationships in which both the variables are

continuous, the product-moment correlation coefficient is

thestraightforwardlyappropriateeffect sizestatistic. Indeed,

virtually all such research findings will be reported in

terms of the correlation coefficient in original studies,

so it will rarely be sensible to consider any other effect

size statistic to represent them’’(p. 63).

LipseyandWilsonfurtherdiscuss theneedtostandardizeESr

using Fisher’s r to z transformation in order to overcome a prob-

lematic standard error formulation which is used in weighting

effect sizes based on sample size. By using standardized and

weighted ESr statistics, the analyst is able to meaningfully com-

bine results across studies and make conclusions about com-

bined overall effect size.

Ross et al. also noted that the IH measures used in the meta-

analysis were not comparable. While it is true that there has been

somedisagreement in the literatureabouthowbest tomeasureIH,

one of the purposes of meta-analysis is to combine results from

multiple studies on the same relationship in order to account for

methodological and measurement differences between these

studies. Combining studies using multiple measures of IH that

may assess slightly different components of the construct allow

theanalysttomakemoregeneralconclusionsaboutIHthanwould

bepossiblebyexaminingeachstudyindividually.Assuch,weare

better able to make general conclusions about the current state of

the literature on the association between IH and risky sexual

behaviorbecausewedidnotrelyonasinglemeasureofIH.Infact,

it iscommonpracticeinmeta-analysistousedifferentmeasuresof

the same construct. For example, a widely-cited meta-analysis of

the effects of school-based intervention programs on aggressive

behavior included multiple different measures of aggressive

behavior, such as physical aggression, externalizing problems,

fighting, bullying, acting out, disruptiveness, and/or conduct and

discipline problems (Wilson, Lipsey, & Derzon, 2003).
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Whenmultiplemeasuresareused, it isalsopossible to test for

differences in effects between measures. To consider this, we

included themostcommonlyusedmeasureof IH, theNungesser

Homosexual Attitudes Instrument (NHAI), as a moderator of

the relationship in a follow-up analysis. This variable was not a

significant moderator, indicating that the NHAI was not dif-

ferentially associated with risky sexual behavior as compared to

other measures.

Ross et al. also expressed concern about varying measures

of risky sexual behavior, specifically the inclusion of a study

assessing compulsive sexual behavior as the outcome variable.

Themajorityof thestudies included in themeta-analysisassessed

unprotected anal sex as the risk variable, but several studies

included measures of unprotected vaginal and oral sex and num-

ber of sexual partners as components of sexual risk. Again, meta-

analysis should help to account for measurement differences

across multiple measures of the same or similar constructs. While

it is true thatcompulsivesexualbehavior is less frequentlyusedas

asexual risk variable, removing this study fromthemeta-analysis

did not alter the pattern or significance of any of the findings,

including the moderating effect of year of data collection on the

relationship between IH and risky sexual behavior.

Ross et al. suggested that, even if there is no direct rela-

tionship between IH and risky sexual behavior, the indirect

relationships reported in some studies repudiate our conclu-

sions about the value of further research on this association.

In our article, we cited studies that have found evidence for

indirect effects of IH on risky sexual behavior in MSM. How-

ever, relatively few studies have provided evidence for and

replicated these indirect effects, and none have provided a

strong rationale for why an indirect effect may exist in the

absence of a direct bivariate relationship. Such ‘‘inconsistent

mediation’’ occurs when the indirect and direct effect are in

opposite directions and therefore cancel each other out in the

estimation of the direct relationship (i.e., a ‘‘suppression’’

effect) (MacKinnon, Krull, & Lockwood, 2000). In thesemore

rarelyreportedcases ofsuppression, it isparticularly important

for researchers to explicate a reasonable model for under-

standing the reason andimplications forsuppression. Wefound

no such explanations or even patterns of correlations consis-

tent with suppression in the published papers we reviewed

reporting indirect effects. In reading the article cited by Ross

et al. as evidence for indirect effects, we found no report,

description, or explanation of an indirect effect between IH

and sexual risk taking (Ross et al., 2010b). We believe much

stronger empirical evidence and theoretical justification for the

existence of an important indirect relationship between IH and

risky sexual behavior is needed before public health deci-

sions should be made based on the existence of an indirect

relationship.

Furthermore, if an indirect relationshipwasfirmlyestablished,

this makes the case for focusing research and interventions

on those more proximal processes that mediate the relationship

betweenIHandriskysexualbehavior.Rossetal.state,‘‘Shouldwe

determine some causal association of IH with other proximal

determinants of risk behavior, then we will have a good idea of

how to appropriately intervene on those factors.’’Here, we seem

to agree that such proximal factors should become the focus of

scarcepublichealthresourcesovermoredistalfactorsasIHwould

thenbe.WherewedodisagreewithRossetal. is in their statement

that‘‘Ignoring IH in further risk behavior studies would pre-

vent development of culturally specific and relevant interven-

tions for MSM.’’First, we believe there is a danger in developing

intervention content based on the assumption that the internali-

zation of anti-gay and heterosexist stigma is central to the under-

standingofMSMriskbehaviors,whentheevidencedoesnotbear

this out. This may lead to a misdirection of scarce intervention

resources. For example, it is possible that the external manifes-

tationsofthisstigma, such as legislation that prevents two men

from being married, may represent critical structural factors that

increase risk forHIVamongMSM.However, thispolicymaynot

need to be psychologically internalized by the individual in order

for it to affect risk taking. In our opinion, this deserves further

investigation. Second, we do not believe that a cultural factor

needstobecorrelatedwithariskoutcomeinordertobeconsidered

for inclusion in making an intervention culturally specific and

relevant. For example, in the CDC’s ADAPT framework for

adaptinganexistingHIVinterventiontoatargetgroup(McKleroy

etal.,2006), changes were deemed necessary in order to make

the intervention culturally appropriate and to address unique risk

factors and behavioral determinants. If IH is a core part of the

culture, then it may very well need to be addressed in an HIV

preventionprogramevenif it isnotariskdeterminant. Individuals

may disagree about the extent to which IH is currently a core part

of gay culture.

Ross et al. also noted that our meta-analysis only examined

one potential outcome associated with IH, and that an indirect

relationship between IH and risky sexual behavior may exist via

the association between IH and other outcomes, such as mental

health and substance use. As is noted in our discussion in the

meta-analysis of the relationship between IH and risky sexual

behavior, we also conducted a meta-analysis of the relationship

between IH and internalizing mental health problems, which

found a moderate effect size for this relationship (Newcomb &

Mustanski, 2010). We agree with Ross et al. that the effects of IH

on mental health are important to consider in both research and

clinical work. We also considered conducting meta-analyses of

the relationships between IH and alcohol and drug use, but there

were not enough studies on these relationships to warrant meta-

analysis.Whileweagree that theremaybearelationshipbetween

IH and substance use, we caution readers from drawing the con-

clusion that this is evidence for an indirect link between IH and

risky sexual behavior. The direct association between substance

use and sexual risk has not been consistent in the literature, par-

ticularly for alcohol use (Cooper, 2006), and conflicting findings

havebeenreported.Similarly, theassociationbetweensexual risk
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and mental health or affective states has been inconsistent (Cre-

paz & Marks, 2001; Mustanski, 2007).

Finally, we agree with Ross et al. that IH may be differently

experienced in non-Western cultures and that it plausibly may

predict risky sexual behavior in other cultures. We only included

studies in our meta-analysis from Western cultures that were

conducted in English as both language and culture may affect the

experience of IH and thus render it impossible to make mean-

ingful comparisons across studies. Our conclusion that‘‘research-

erswouldbewell-servedtoconsiderabandoningtheinvestigation

of IH as a predictor of risky sexual behavior’’ applies to the

countries or cultures in which the studies included in the meta-

analysis were conducted. However, we encourage researchers to

continue to be mindful of the difference between IH, which is an

internal psychological process, and external anti-gay behaviors

and policies. Victimization resulting from homophobia does not

always lead to IH, and determining which individuals under

which conditions internalize heterosexism would be helpful for

clinicians working with this community. We do very much agree

with Ross et al. about the importance of studying the health and

development of LGBT individuals and MSM in non-Western

contexts. It is not our intent to argue that IH is not worth studying

outside the West in research on risky sexual behavior or that IH

doesn’t matter as a construct that is relevant to mental health and

social justice.However, it isour intent toencourageresearchers to

bemindfulof thescienceandrationale influencing theirdecisions

to do so.

In conclusion, we stand by the conclusions of our meta-

analysis about an overall lack of direct association between IH

and risky sexual behavior in MSM in studies published in Eng-

lish with Western samples. We also believe there is not well

developed evidence or explanations for indirect effects in the

absence of direct effects. While the experience of IH may have

important implications for other health-related outcomes (e.g.,

mentalhealth),wemaintainthat is itcriticalforfutureresearchto

focus on investigating predictors of sexual risk that are more

promising in terms of empirical or theoretical support given

scarce public resources available to study these processes.
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A recent meta-analysis indicated strong support for the com-

monly observed finding that, in contrast to heterosexual men,

same-sexorientedmenareatgreater risk formentalhealth prob-

lems,especiallyaffectivedisorders (Kinget al., 2008).Themost

common explanations for these findings are the increased prev-

alence of societal prejudice, stigma, and violence that allegedly

generate ‘‘minority-stress’’ effects (King et al., 2008; Meyer,

2003; Saewyc, 2007). Hatzenbuehler (2009, p. 707) noted that

stigma-related stress ‘‘gets under the skin’’ by inducing eleva-

tions in emotional dysregulation, which, in turn, confers risk

for increased psychopathology among nonheterosexual popu-

lations. Although this explanation is reasonable, few other

hypotheses have been proposed for the apparent elevation of

depressive symptoms among same-sex attracted individuals.

The alternative considered here is that mental health discrep-

anciesamongmalesexualorientationgroupsare illusorybecause

they are derived from inappropriate (i.e., same biological sex)

group comparisons. We adopt in a sex-inversion perspective—

that cross-sex comparisons are more suitable for situations in

which nonheterosexual men are assessed on sexually dimorphic

variables.

An extensive literature documenting cross-sex behavior

among numerous domains has consistently reported that, as a

group, nonheterosexual men score significantly more similar

to the opposite sex than heterosexual men on various mea-

sures of gender nonconformity (Bailey & Zucker, 1995;

Cohen, 2002; Lippa, 2005; Rieger & Savin-Williams, 2010;

Udry & Chantala, 2005). Indeed, the effect size for male

sexual orientation difference appears to be among the largest

sex-dimorphic discrepancies in the developmental literature

(Bailey & Zucker, 1995). In a recent review, Bailey (2009)

noted that same-sex oriented men are, on average, more sex

atypical in their self-concepts, motor behavior, body move-

ments, occupational careers, and recreational interests than

heterosexual men. According to a recent Finnish twin study,

substantial genetic effects account for variation in both sex-

atypical behavior and adult sexual orientation, suggesting

that at least part of this co-variation is due to biological

influences (Alanko et al., 2010).

Given the robust finding that in some respects same-sex

oriented men are more similar to heterosexual women than

heterosexual men, we speculate that the basic principle of a

correctly chosen reference group is critical in ascertaining the

existence of male sexual orientation differences in mental

health. To our knowledge, sex-atypical endorsement of

sexually dimorphic mental health patterns has not been sys-

tematically addressed. We hypothesize that same-sex ori-

ented men more closely resemble mental health patterns

observed among heterosexual women than men. This would

particularly be the case for mental health disorders that are

especially sex dimorphic, such as depression. Indeed, a meta-

analysis of sex differences in depression revealed that, begin-

ning in early adolescence and continuing through adulthood, the

prevalence of depression is more than twice as high among

women as men (Twenge & Nolen-Hoeksema, 2002). This sex

difference was replicated in King et al.’s (2008) meta-analysis

for depression, anxiety, and suicidality.

To address this possibility, we analyzed data drawn from

Wave 3 of Add Health, a comprehensive, representative school-

based study of U.S. youth (Harris et al., 2003; Udry & Bearman,

1998). For Wave 3 (2001–2002), the project re-interviewed

15,197 of the original Wave 1 in-home participants, now aged
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18–28 years. The response rates for Waves 1 and 3 were 79%

and 77%, respectively. All included participants had to report

the same sex at both waves to qualify for the sample. After

excluding participants with missing data on main variables

(sexual orientation and depression) and no longitudinal grand

sample weight, the final sample was 13,992, of which 6,615

were heterosexual and nonheterosexual men and 6,351 were

heterosexual women (the remainder were nonheterosexual

women, not included in this study).

Interviews were conducted by professional staff who

entered subjects’ answers on a laptop computer. For sensitive

questions, such as sexual orientation, interviewers handed

participants the laptop on which they completed a computer-

assisted self-interview; this enabled the young adults to enter

responses to questions that appeared on screen and were

heard on tape with earphones. Participants were asked to

choose the description that best fits how they think about

themselves. Options were 100% heterosexual (straight);

mostly heterosexual (straight), but somewhat attracted to

people of your own sex; bisexual—that is, attracted to men

and women equally; mostly homosexual (gay), but somewhat

attracted to people of the opposite sex; 100% homosexual

(gay); or not sexually attracted to either males or females. The

small number of participants who failed to report attrac-

tions were dropped (n = 49). Due to the small sample size of

mostly homosexuals, they were combined with 100%

homosexuals. Depressive symptoms were assessed with a 10-

item derivative CES-D scale (Meadows, Brown, & Elder,

2006). Scale alpha was 0.81. Included were questions about

the frequency of events during the past week such as‘‘You felt

depressed.’’Items were rated on a 4-point scale, ranging from

0 (never/rarely) to 3 (most of the time/all of the time).

Analyses incorporated survey design procedures to take

into account Add Health’s weighting (using the grand sample

longitudinal weight for participants in Waves 1 and 3) and

cluster design. Means and their 95% confidence intervals

(CIs) were calculated to examine how depressive symptoms

differed by sex and sexual orientation. Considered as a group

and then as three sexual orientation subgroups (mostly het-

erosexual, bisexual, and homosexual), nonheterosexual men

were compared to heterosexual men. These comparisons

were then repeated with heterosexual women as the reference

group.

As expected, when compared to heterosexual men, non-

heterosexual men and heterosexual women reported signifi-

cantly higher values for depressive symptoms (Table 1). By

nonheterosexual subgroup, mostly heterosexual and homo-

sexual men endorsed higher values of depressive symptoms

than heterosexual men. Despite reporting the highest depres-

sive value, bisexual men did not differ significantly from

heterosexual males because of their small sample size. Non-

heterosexual men as a group and all nonheterosexual sub-

groups did not differ significantly fromheterosexual women in

depressive symptoms.

Given the widely documented sex atypicality of same-sex

attracted men across multiple domains, it may not be sur-

prising that the elevation of affective symptoms among

nonheterosexual men closely resembled that of heterosexual

women. Although this finding has not been previously

reported, it can be detected by re-analyzing King et al.’s

Table 1 Sexual orientation and

depressive symptoms by male

and female reference group

** p\.01; *** p\.001

(two-tailed significance test

of difference in depressive

symptoms
a Absolute range, 0–30.

Symptoms between this group

and 100% heterosexual males

or females

Males (n = 6615)

Percentage/M SD 95% CI t

Sexual orientation (males)

100% heterosexual (n = 6238) 0.944 (.936–.952) –

All nonheterosexuals (n = 377) 0.056 (.048–.064) –

Mostly heterosexual (n = 204) 0.032 (.026–.038) –

Bisexual (n = 41) 0.006 (.003–.008) –

Homosexual (n = 132) 0.018 (.013–.023) –

Depressive symptomsa

100% heterosexual males 4.61 0.07 (4.47–4.77) –

All nonheterosexual males 6.05 0.31 (5.42–6.68) 4.65***

Mostly heterosexual males 6.11 0.48 (5.16–7.08) 3.22**

Bisexual males 6.32 0.97 (4.34–8.31) 1.81

Homosexual males 5.84 0.45 (4.94–6.75) 2.69**

100% heterosexual females (n = 6351) 5.90 0.09 (5.71–6.10) –

All nonheterosexual males 6.05 0.31 (5.42–6.68) 0.45

100% heterosexual males 4.61 0.07 (4.47–4.77) -12.15***

Mostly heterosexual males 6.11 0.48 (5.16–7.08) 0.44

Bisexual males 6.32 0.97 (4.34–8.31) 0.44

Homosexual males 5.84 0.45 (4.94–6.75) -0.15
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(2008) meta-analysis: the percent of depression among non-

heterosexual men (13.7%) was considerably closer to het-

erosexual women (10%) than to heterosexual men (5.9%).

Thus, heterosexual women, rather than heterosexual men,

may constitute a more appropriate reference group when

exploring female-typical mental health concerns.

Whereas a minority-stress model would explain these

findings by highlighting a shared pattern of devaluation, pre-

judice, and discrimination among nonheterosexual men and

heterosexual women, we believe that a sex-inversion per-

spective is a more parsimonious interpretation. The underly-

ing mechanisms, as well as reasons cross-sex shifts do not

extend to all sex-dimorphic behaviors (e.g., desire for novel

sex partners), remain uncertain. Wilson and Rahman (2005)

suggested that neuropsychological differences between the

sexes—which involve the hypothalamus, limbic system, and

neurotransmitters, as well as higher neurological centers—

may explain similarities between homosexual men and het-

erosexual women. We additionally suspect elevated female-

typical sex-dimorphic traits that lead to increased endorse-

ment of affective symptoms, such as interpersonal sensitivity,

emotion-focused ruminative coping modality, and reporting

style.

Once re-contextualized, the depressive symptoms repor-

ted by nonheterosexual men are not remarkable or even

unexpected. By questioning the appropriate reference group

for contrasting levels of mental health, our findings contrib-

ute to a growing call for depathologizing individuals who are

not heterosexual (Savin-Williams, 2005; Savin-Williams &

Joyner, 2010).
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Savin-Williams, Cohen, Joyner, and Rieger (2010) suggest

that purported ‘‘mental health discrepancies among male

sexual orientation groups are illusory.’’ They suggest that

their findings regarding gay men’s depressive symptoms

rebut minority stress explanation of sexual orientation mental

health disparities. But as it pertains to minority stress theory,

their rationale is flawed.

Minority stress is a frequently used framework for under-

standing observed health disparities between sexual minor-

ity and heterosexual populations (Herek & Garnets, 2007).

Minority stress suggests that (1) lesbians, gay men, and

bisexuals (LGB) comprise a disadvantaged social group that is

subject to stigma and prejudice; (2) stigma and prejudice

related to sexual orientation predispose LGB to excess stress;

and (3) in turn, this excess stress may lead to adverse health

outcomes and, thus,observedhealthdisparities (Meyer, 2003).

Studies using the minority stress perspective have consistently

documented mental health disparities between LGB and het-

erosexual populations. This is evidenced, for example, in

studies that used meta-analysis to summarize this literature

(King et al., 2008; Meyer, 2003).

Savin-Williams et al. argued that the observed disparity is

faulty because researchers have used an inappropriate refer-

ence group in studying mental health outcomes in gay and

bisexual men. Typically, researchers compare gay and bisex-

ual men with heterosexual men when they document mental

health disparities; Savin-Williams et al. suggest that gay and

bisexual men should be compared with heterosexual women,

not men. The reason for this is that‘‘cross-sex comparisons are

more suitable for situations in which nonheterosexual men are

assessed on sexually dimorphic variables.’’This claim is based

on vast research that showed that gay and bisexual men are

more like heterosexual women than heterosexual men on

various measures (e.g., Bailey, 2009; Bailey & Zucker, 1995).

Forexample,Savin-Williams et al. cite Bailey (2009),who has

showed that‘‘same-sex oriented men are, on average, more sex

atypical in their self-concepts, motor behavior, body move-

ments, occupational careers, and recreational interests than

heterosexual men.’’ Following this rationale, Savin-Williams

et al. goon toshowthatgay and bisexual men’s level ofdepres-

sivesymptomsisnotdifferent fromthatofheterosexualwomen.

Thus, they conclude ‘‘once recontextualized, the depressive

symptoms reported by nonheterosexual men are not remark-

able or even unexpected.’’

Even if one would concede the premise of the argument—

that‘‘same-sex oriented men are more similar to heterosexual

women than heterosexual men’’—there is no merit to the claim

that these findings undermine the minority stress perspective.

The main reason for this is that Savin-Williams et al. make

their argument based on one sexual minority subgroup—gay

and bisexual men, excluding lesbians and bisexual women—

and one outcome—depressive symptoms, excluding anxiety

and substance use disorders. This cherry-picked comparison is

not sufficient to test minority stress theory. Minority stress

rests on sociological theory that links social structure with

health outcomes (through the impact of stress). Therefore, it

makes predictions about differentially situated groups (dis-

advantaged versus advantaged groups) and predicts similar

patterns across various mental disorders (Schwartz & Meyer,

2010). Savin-Williams et al. err on both counts.

First, minority stress suggests that sexual minorities are

socially disadvantaged in our society due to homophobia and

heterosexism as a group—that is, across all subgroups, such

as those defined by gender, race/ethnicity, etc. For the study

I. H. Meyer (&)

Mailman School of Public Health, Columbia University,

Allan Rosenfield Building, 722 West 168th Street,

Room 533, New York, NY 10032, USA

e-mail: im15@columbia.edu

123

Arch Sex Behav (2010) 39:1217–1219

DOI 10.1007/s10508-010-9670-8



of minority stress, therefore, the groups compared ought to be

all sexual minorities—men and women—versus all hetero-

sexuals. Similarly, if gender inequality was studied, the ref-

erence group for women would be men; if race/ethnic

inequality was studied, the reference group for race/ethnic

minorities would be whites. This is because in each com-

parison we are interested in the average effect on the disad-

vantaged versus advantaged, that is, across diverse subgroups

within (Schwartz & Meyer, 2010). Savin-Williams et al.’s

hypothesis is refuted when one examines LGB as a group

versus heterosexuals as a group. Consistent with the minority

stress hypothesis, in such comparisons, LGB populations

have higher rates of mental disorders than heterosexuals

(King et al., 2008; Meyer, 2003).

Second, minority stress (and social stress theory more gen-

erally) is a sociological theory that predicts that disadvantaged

social status affects the aggregate of mental disorders, rather

than any particular disorder—we are interested in whether a

disadvantaged group member has any disorder that is caused by

minority stress. This is because social disadvantage and resul-

tant stress are thought to be generic pathogens. Minority stress

does not predict a specific impact on, say, depression versus

anxiety and substance use disorders. Although this is not an

infallible rule, researchers should provide a good reason to

exclude one disorder or another. A reason to exclude a disorder

would be, for example, that stress has no part in causing the

disorder. In such ahypothetical situation, if stressdoesnotplaya

causal role, the researchercould not reasonably hypothesize that

minority stress would lead to excess disorder in the disadvan-

taged group.

This problem in Savin-Williams et al.’s proposed reference

group hypothesis is reminiscent of a 1970s debate in the soci-

ology of mental health about gender role stress and disorder.

GoveandTudor (1976)claimed thatahigher levelofdepression

in women compared with men is evidence of women’s gender

role stress. Critics argued, as we argue here, that selecting

depression alone of all mental disorders is wrong because it

provides opportunistic support for a favorite theory. When all

mental disorders were compared, it became evident that women

and men have similar levels of disorders, refuting the proposed

gender role hypothesis (Dohrenwend & Dohrenwend, 1976).

An alternative hypothesis was offered for the differing patterns

of disorders, suggesting that men and women’s stress response

differed: Women internalize stress, resulting in higher levels of

mood disorders, and men externalize stress, resulting in higher

levels of substance use disorders and antisocial behaviors (Ro-

senfield, 1999).

If we relied on these gendered patterns of difference

between internalizing and externalizing disorders that are

characteristic of men and women in the general population, we

would expect, based on Savin-Williams et al.’s proposed

hypothesis, that gay and bisexual men would be similar to

heterosexualwomen inpatternsof substance useddisorders. In

fact, this is not the case: gay and bisexual men have a much

higher prevalence of substance use problems, including sub-

stance use disorders, than heterosexual women (King et al.,

2008; Meyer, 2003). As a result, when all mental disorders are

considered, gay and bisexual men have higher levels of dis-

order than heterosexual women. This finding is consistent with

the minority stress hypothesis but not with Savin-Williams

et al.’s reference group hypothesis.

In summary, examining the evidence on sexual orienta-

tion, stress, and disorder, we find that sexual minorities have

greater exposure to stress (Meyer, Schwartz, & Frost, 2008)

and they have the expected resultant higher rates of disorder

when compared with heterosexuals (King et al., 2008; Meyer,

2003). When we examine Savin-Williams et al.’s reference

group hypothesis carefully in light of this evidence, we must

refute it.

Finally, Savin-Williams et al. contend that their arguments

‘‘contribute to a growing call for depathologizing individ-

uals who are not heterosexual.’’ I reject the implication that

minority stress theory pathologizes LGB individuals. Minor-

ity stress theory positions the source of stress, and therefore

mental health problems, as stemming from prevailing socie-

tal-level sexual stigma, prejudice, and discrimination and not

a reflection of individual traits. Although some politically-

motivated persons may use evidence that LGB individuals

have a higher prevalence of disorder than heterosexuals to

pathologize, stigmatize, and discriminate against LGB per-

sons, such arguments are misguided as they defy logic. During

the debates that led to the removal of homosexuality as a

mental disorder from DSM-II in 1973, Marmor (1980) noted

how illogical it is to associate findings about prevalence of

pathology in the group with pathologizing the group itself:

…the basic issue…is not whether some or many homo-

sexuals can be found to be neurotically disturbed. In a

society like ours where homosexuals are uniformly

treated with disparagement or contempt—to say noth-

ing about outright hostility—it would be surprising

indeed if substantial numbers of them did not suffer from

an impaired self- image and some degree of unhappi-

ness with their stigmatized status….It is manifestly

unwarranted and inaccurate, however, to attribute such

neuroticism, when it exists, to intrinsic aspects of homo-

sexuality itself. (p. 400)

Minority stress theory points to pathogenic social condi-

tions that stigmatize LGB people and treat them as inferior to

heterosexuals. Even at the risk that research findings can be

misused by some, studies on the psychiatric epidemiology of

LGB individuals are important to help guide funding by

governmental and other agencies and to direct research and

prevention efforts.
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The case report by T’Sjoen et al. (2010) constitutes the third

published case of an originally female-assigned individual with

46,XY complete androgen insensitivity syndrome (CAIS) who

appeared to have developed a male gender identity. Of the three

individuals, this third one underwent the most sophisticated

genetic work-up, and the social history makes a contribution of

social coercion to the identity development least likely. There-

fore, this report raises challenging diagnostic, phenomenologic,

and etiologic questions.

T’Sjoen et al. ‘‘believe this patient qualifies as female-to-

male transsexual.’’ Their diagnosis was predated by the psy-

chotherapist’s diagnosis of ‘‘childhood-onset gender identity

disorder’’ made in the course of 5 years of psychotherapy that

had started at age 23 years, i.e., 2 years before the initiation of

androgen treatment and 4 years before mastectomy. The psy-

chiatric nomenclature used in this case from Belgium was

presumably that of the International Classification of Diseases,

10th revision (ICD-10; World Health Organization, 1992). In

this context, the use of the diagnosis of F64.0 Transsexualism

for a case of CAIS is puzzling, because the respective guidelines

text clearly states that the ‘‘transsexual identity…must not

be…associated with any intersex, genetic, or sex chromosome

abnormality’’ (World Health Organization, 1992, p. 215; web-

site p. 168). Perhaps the choice of diagnosis was influenced by

the fact that this exclusion criterium has not been listed specif-

ically for F64.2 Gender identity disorder of [prepubertal]

childhood (World Health Organization, 1992, pp. 215–217;

website pp. 168–170). In the Diagnostic and Statistical Manual

ofMentalDisorders (DSM-IV-TR) of the American Psychiatric

Association (2000), a ‘‘concurrent…physical intersex condi-

tion’’ is an exclusion criterium for Gender Identity Disorder

regardless of pubertal stage. I have presented detailed argu-

ments why the DSM-IV-TR diagnostic category of Gender

Identity Disorder, as defined for persons without physical inter-

sexuality (recently re-named ‘‘disorders of sex development’’

[DSD; Hughes et al., 2006]), should not be applied to persons

with gender-identity problems in the context of a DSD (Meyer-

Bahlburg, 1994, 2009). As T’Sjoen et al. did not discuss this

issue in their report, it is unclear whether the transsexualism

diagnosis was just an oversight on their part, or whether they

assumed that, in this particular case, the patient-initiated gender

change was distinctly different from that found in other cases of

intersexuality and really more comparable to that of non-DSD

transsexualism.

The case history, as presented retrospectively, is much in

line with what one sees clinically in many cases of DSD with

patient-initiated gender change. Although assigned female at

birth and undiagnosed until age 17 years, this child showed

substantial cross-gender behavior since the age of 3 years,

with verbal expressions of the wish to be of the other gender.

However, this patient must have agreed to a short course of

estrogen treatment at age 18, which was soon stopped again

because of the patient’s aversive reaction to body feminiza-

tion. Yet, subsequently, it took another 5 years and a revisit of

her medical records for the patient to realize the potential

implications of her 46,XY karyotype, which ‘‘supported the

desire to make her body congruent with a long-standing male

gender identity,’’ but even then there was substantial ‘‘hesi-

tation’’ about her presentation, and another 2 years of psy-

chotherapy before beginning androgen treatment, etc. Tran-

sient periods of gender uncertainty are experienced by many

patients with DSD (Meyer-Bahlburg et al., 2004b), and the

slow gradual procession to gender change in later adoles-

cence and adulthood also appears more common among
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patients with DSD than among persons with non-DSD GID,

although we are lacking systematic comparison studies of

this issue (Meyer-Bahlburg, 1994, 2009).

Prior to the report of a case of 46,XY CAIS with male gender

identity by Kulshreshtha et al. (2009), the absence of docu-

mented similar cases in the world literature (see the review

by Mazur, 2005) had led to a virtual textbook dogma that CAIS

was associated with female psychological development. If this

dogma were valid, one would expect that psychological studies

of gender-related behavior in girls and women with 46,XY

CAIS show means and variances comparable to those of non-

DSD girls or women, if not even lower, given the normal vari-

ability in androgen exposure of girls and women and the effects

of such exposure on gender-behavior variability (Auyeung

et al., 2009; Udry, 2000). However, a careful examination of the

limited psychological studies of CAIS that provide details on

gender-related behavior and identity reveals a more variable

gender outcome.

Early case reports (see citations in Negulici, Christodo-

rescu, & Alexandru, 1968) described masculine traits in some

patients with what was then called‘‘testicular feminization,’’

but it is not always clear whether they would be diagnosed

as CAIS by today’s standards. Already the first systematic

psychological study of a group of patients with CAIS (n = 10)

listed the ‘‘sex role preference’’ as ‘‘ambivalent’’ for one of

these patients, while the other nine were coded as ‘‘content

or prefers to be female’’; two patients had‘‘little or no interest’’

in clothing, make-up, and jewelry, and one preferred for

clothing ‘‘slacks and shirts with dresses excluded’’; sexual

orientation was heterosexual in those nine with any infor-

mation on this domain (Masica, Money, & Ehrhardt, 1971). A

preceding publication on the same sample showed more

variability in aspects of maternalism, with some patients

acknowledging an influence of the awareness of their medical

condition (Money, Ehrhardt, & Masica, 1968). Neither report

provided comparison data from a non-DSD control group.

Wisniewski et al. (2000) published data on 14 adult women

with CAIS from the same medical institution (which, there-

fore, may have included some of the participants in the earlier

study). All reported satisfaction with being a woman; one was

homosexual in adulthood. There was variability in self-rated

femininity and masculinity with at least one scoring in the

masculine range for childhood (retrospectively), but the data

cannot be evaluated for lack of a non-DSD control group.

A British study (Hines, Ahmed, & Hughes, 2003) compared

22 women over the age of 15 years to 22 non-DSD control

women pairwise matched on sex-of-rearing, age, and race.

Although there were no significant group differences in the

means of the 13 self-report measures of gender behavior and

identity, the CAIS women had larger variances on 12 of these

measures, particularly strongly so for current gender identity

(p\.01) and lifetime gender identity (p\.05, F-tested by

myself). Unfortunately, 12 of the CAIS women were recruited

through support groups and their CAIS classification was based

on self-report. Moreover, the other 10 participating women with

CAISwhowererecruitedfromaclinicaldatabase includedonly

one-third of those eligible, and Hineset al. reported somedegree

of selection bias against those with ‘‘poor adjustment to the

diagnosis.’’Thus, their inclusion might have further contributed

to the variability in gender-related behavior.

A study of adults with DSD in Germany (Richter-Appelt,

Discher, & Gedrose, 2005) included five women with CAIS.

Their means on a female and a male gender identity/behavior

composite scale were shifted in the masculine direction, with

markedly enlarged variance, compared to non-DSD controls.

Similarly, the women with CAIS retrospectively reported

somewhat increased masculine and decreased feminine play

activities during childhood. Brinkmann, Schweizer, and

Richter-Appelt (2007) added that two of the women with

CAIS reported ‘‘extremely low’’ femininity scores and three

very low scores on a 4-item scale measuring certainty about

belonging to their assigned gender. All five women were

heterosexual (Schützmann, Brinkmann, Schacht, & Richter-

Appelt, 2009).

The only study with results in the opposite direction was the

one of children with XY karyotype and DSD, also from Ger-

many, by Jürgensen, Hiort, Holterhus, and Thyen (2007), who

found that their subgroup of six children with complete hypo-

androgenization ranging in age from 3 to 12 years (five with

CAIS and one with a complete steroid biosynthesis defect) had

scores on several scales of gender behavior that were very

similar in means and somewhat lower in variability compared to

non-DSD control girls.

Although these diverse studies suffered from small sample

sizes and possible selection biases, in combination they suggest

more heterogeneity in the development of gender-related

behavior and identity than one would expect on the basis of the

stereotypic notion of CAIS femininity. From that perspective,

the occasional development of a male gender identity and

behavior in 46,XY CAIS appears less surprising. The causes of

such heterogeneity in gender development of individuals with

46,XYCAISarenotyetunderstood.Regarding identity,clinical

experience, pertinent case reports, and material from support

group websites (e.g., Garrett & Kirkman, 2009) lets one expect

that the combination of the awareness of the presence of a

46,XY karyotype, normal testes (prior to gonadectomy), and

only a rudimentary vagina, and of the absence of ovaries and a

uterus, and thereby the lack of child-bearing capacity, would

easily raise self-doubts about their female identity for many

women. The development of gender identity ought to be

reconceptualized in any case as a more complex process than is

commonly done (Egan & Perry,2001), and recent findings from

neuroscience (Keenan, Wheeler, & Ewers, 2003) need to be

integrated with the psychosocial perspective. On the other hand,

gender-related behavior tends to be more closely correlated

with prenatal hormone history than gender identity is (Meyer-
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Bahlburg et al., 2004a), andgender-atypicalbehavior inCAIS is

harder to explain, especially during childhood, when most girls

with CAIS (and in many cases their parents) do not yet know

their medical status.

I agree with T’Sjoen et al. that their findings challenge

the role of a functioning androgen-receptor pathway in the

development of male gender identity and especially behav-

ior. This challenge is even more acute, if one does not rely on

rodent models alone as T’Sjoen et al. do, but takes also into

consideration that in non-human primates androgens have an

even more prominent role; in rhesus monkeys, androgens

appear to be solely responsible for both masculinizaton and

defeminization of sex-related behavior (Thornton, Zehr, &

Loose, 2009; Wallen, 2009; Wallen & Hassett, 2009). On the

other hand, our knowledge of the sexual differentiation of the

brain has increased considerably: regarding the many genes

involved in brain differentiation (Arnold, 2009), as well as

the potential diverse mechanisms of steroid action, including

genomic and non-genomic mechanisms (McEwen, 2009),

tissue-specific steroid-hormone co-regulators (Thakur &

Paramanik, 2009), neurotransmitters, and cell-to-cell sig-

naling (McCarthy, Wright, & Schwarz, 2009). In addition, in

the case of CAIS, one has to consider the possibility of genetic

mosaicism due to post-zygotic mutation of the androgen

receptor gene as suggested by T’Sjoen et al. Thus, there is

much room for speculation and a clear need for additional

empirical research to explain variability in gender outcome

of individuals with CAIS.
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The Paraphilias subworkgroup (PSWG; see Zucker, 2010) has

proposed a number of revisions for the fifth edition of the Diag-

nostic and Statistical Manual of Mental Disorders (DSM), to be

published by the American Psychiatric Association (APA). One

supposedly new proposal is the recognition that the paraphilias are

not ipso facto psychiatric disorders, but the existence of non-

pathological unusual sexual interests was explicit and identical in

both DSM-IV and DSM-IV-TR:

A Paraphilia must be distinguished from the nonpatho-

logical use of sexual fantasies, behaviors, or objects as a

stimulus for sexual excitement in individuals without a

Paraphilia. Fantasies, behaviors, or objects are paraphilic

only when they lead to clinically significant distress or

impairment (e.g., are obligatory, result in sexual dysfunc-

tion, require participation of nonconsenting individuals,

lead to legal complications, interfere with social relation-

ships). (APA,1994,p.525;APA,2000,p.568;boldfacing

in both originals removed)

In practice, the distinction between pathological and non-

pathological unusual sexual interests has been ignored.1 The

‘‘pathological’’ criteria often describe individuals with normo-

philic sexual interests and do not distinguish normophilic indi-

viduals from individuals with a paraphilia (Moser & Kleinplatz,

2005a, 2005b).

The above differential diagnosis language was adopted after

a similar attempt to distinguish a nonstandard sexual interest

from a mental disorder characterized by distress related to that

interest was abandoned. The diagnosis of ‘‘Ego-dystonic

Homosexuality’’(APA, 1980) referred to individuals who were

distressed by their homosexual arousal pattern, but a homo-

sexual arousal pattern was not (and is not) considered a mental

disorder. This diagnosis, which did not meet‘‘the definition of a

disorder’’ (Drescher, 2010, p. 435) was removed from the next

edition of the DSM (see APA, 1987, p. 426), and thus‘‘the APA

implicitly accepted a normal variant view of homosexuality’’

(Drescher, 2010, p. 435).

One of the arguments supporting the removal of Ego-

dystonic Homosexuality from the DSM was that its existence

implied that other types of ego-dystonic characteristics were

also mental disorders. Distress or impairment related to one’s

race, height, or normophilic sexual interests (e.g., ego-dys-

tonic masturbation) could lead inappropriately to the creation

of new psychiatric disorders (see Drescher, 2010). It is not

clear why the DSM editors have not recognized that this argu-

ment also applies to the Paraphilias.

Despite these problems, the PSWG seems intent on trying to

perpetuate the distinction between the interest versus the disorder

which results from the interest yet again. According to this pro-

posal, individuals are to be ascertained with a paraphilia, which is

not a mental disorder. If the ascertained paraphilia‘‘causes’’dis-

tress or impairment, then the individual would be diagnosed with

a paraphilic disorder (see Blanchard, 2010), which would be

classified as a mental disorder.

The specific types of distress and impairment associated with

paraphilic disorders have not been delineated (Moser, 2009).

Apparently, the PSWG believes the distress must result from

the sexual interest itself. Classifying a disorder according to the

precipitant of the distress, rather than the characteristics of the

C. Moser (&)

Department of Sexual Medicine,

Institute for Advanced Study of Human Sexuality,

45 Castro Street, #125, San Francisco, CA 94114, USA
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1 This Letter focuses on the non-criminal paraphilias (fetishism, partial-

ism, sexual masochism, consensual sexual sadism, and transvestism). The

reader should not construe the present Letter to support the decriminaliza-

tion of any sex crime.
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distress produced, confuses the meaning of a mental disorder; it

focuses the treatment away from the distress to whatever pre-

cipitated the distress. Becoming unemployed may result in dis-

tress formanyindividuals,but‘‘unemploymentdisorder’’isnota

mental disorder.

Assuming the distress or impairment resolves, would the

individual’s status revert to paraphilic ascertainment, a para-

philic disorder in remission, or continue with the paraphilic

disorder diagnosis? An update on the DSM-5 website suggests

that the PSWG is leaning towards the ‘‘In Remission’’ option

(APA, 2010), which confuses the goals of treatment. Is it the

remission of the ascertained paraphilia or remission of the

distress or impairment associated with the paraphilic disorder?

Usually, the‘‘In Remission’’specifier is applied to mental dis-

orders with characteristic relapsing courses, but which aspect

of diagnosis is expected to relapse (the ascertained interest or

the diagnosed distress or impairment)?

The creation of the ascertainment category does not imply

that the ascertained individual is healthy—only that the indi-

vidual does not meet the definition of a mental disorder yet.

Whether the ‘‘patient’’ indicates the sexual interest causes the

distress or impairment is not germane to the diagnosis. It is the

mental health professional who‘‘ascertains’’the diagnosis. Most

people seek mental health treatment because they are experi-

encing distress or impairment in some form. It is difficult to

imagine that unusual sexual interests, denigrated by society,

would not add to the distress or impairment resulting from an

unrelated problem. Thus, the distinction between ascertaining a

paraphilic interest and diagnosing a disorder could be mean-

ingless in practice.

Blanchard (2010) suggests that once an individual is ascer-

tained with a paraphilia, then that ascertainment can continue

even if the intense and recurrent sexual arousal is no longer

present. Ifonecanhaveaparaphiliawithout the requisite intense

and recurrent sexual arousal, then a paraphilic disorder without

current distress or impairment also may exist. The duration of

the distress or impairment is not indicated and it is common for

individuals with paraphilic (or homosexual) interests to expe-

rience some distress as part of the ‘‘coming out’’ process. A

moment of angst could label someone as mentally disordered

forever.

Societal discrimination against lesbians, gays, and bisexuals

is known to increase the incidence of non-sexual psychiatric

disorders in these individuals (Hatzenbuehler, McLaughlin,

Keyes, & Hasin, 2010). Assuming societal discrimination has a

similar effect on individuals ascertained with a paraphilia, one

should not diagnose a paraphilic disorder in addition to non-

sexual psychiatric diagnoses. If the revelation of someone’s

homosexual (or heterosexual) interests precipitates the disso-

lution of his or her primary relationship resulting in a clinical

depression, most mental health professionals would diagnose

just the clinical depression. If the dissolution was precipitated

by the revelation of his or her paraphilic interests, it seems

inappropriate to diagnose both clinical depression and a para-

philic disorder.

Those with paraphilic interests could also be disadvantaged

even if theydonot seek mentalhealth treatment.Forexample, in

a child custody proceeding, an estranged spouse could expose

the other spouse’s ascertained paraphilia to those evaluating

parental fitness. The distress from the exposure of one’s sexual

interests, the impending divorce, or the fear of losing custody of

thechildmaynowsatisfy thedistressor impairmentcriterion for

a paraphilic disorder. An individual with a diagnosed paraphilic

disorder, or even an ascertained paraphilia, can be seen as a less

suitable parent and lose custody (Klein & Moser, 2006).

It is reasonable to assume that those individuals whose

distress or impairment is associated with their paraphilic inter-

estshavea mentaldisorderormightbenefit fromtreatment, but

this reintroduces the problems associated with the Ego-dys-

tonic Homosexuality diagnosis. There is no proposal to ascer-

tain homosexual (or heterosexual) interests. Individuals who

have distress or impairment related to normophilic interests

can be diagnosed with the less stigmatizing Adjustment Dis-

order, IdentityProblem,orSexualDisorderNOS,without speci-

fying the problematic interest. No empirical evidence or ratio-

nale is given to support the different treatment of distress or

impairment for normophilic versus paraphilic interests.

It can be argued that the option of ascertainment represents

a political compromise between the status quo and the formal

removal of the paraphilias from DSM-5, analogous to the com-

promise which replaced Homosexuality with Ego-dystonic

Homosexuality (Drescher, 2010). Nevertheless, political com-

promises should not override the current state of the science.

The DSM editors and PSWG should indicate clearly the data on

which they base their decisions. If the data exist, they should be

presented. If the data do not exist, that should be stated unam-

biguously. The lack of empirical data supporting the proposed

changes or the continued pathologizing of the paraphilias in the

DSM is a glaring omission in a supposedly scientific document.

I object strongly to PSWG member Långström’s (2010)

statement,‘‘I am not convinced that psychiatric nosology should

change primarily because of the potential or actual misuse of

diagnoses in the judicial system’’ (p. 323). It clearly is psychi-

atry’s responsibility to minimize the misuse of its diagnoses; a

basic dictum of all medicine is ‘‘First, do no harm.’’ The use-

fulness of the paraphilic disorder diagnoses (or ascertainments)

must be weighed against the damage from their misuse to justify

their continued listing in the DSM-5. Why should psychiatry be

exempt from these risk–benefit analyses?

It is clear that the paraphilic disorder diagnoses have been

misused (Klein & Moser, 2006; Kolmes, Stock, & Moser, 2006;

Wright, 2006). The usefulness of these diagnoses is not apparent

and the arguments defending their usefulness are egregiously

absent. From a historical perspective, it is doubtful that the cre-

ation of the ascertainment category will prevent further misuse

of these diagnoses. It appears the concept of ascertainment will
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confuse rather than clarify the issues with these diagnoses. If

psychiatry cannot create a clear nosology to minimize the misuse

of these diagnoses and appropriately exclude misdiagnoses,

then these diagnoses (and ascertainments) should be removed

until they are able to accomplish that task (Moser & Kleinplatz,

2005a).
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The DSM-V Paraphilias Subworkgroup’s suggested revision to

differentiate between paraphilias and Paraphilic Disorders appears

to be a step forward in depathologizing unusual sexual interests.

Paraphilia diagnoses are regularly misused in criminal and civil

proceedings as an indication that individuals cannot control

their behavior; these individuals turn for assistance to the

National Coalition for Sexual Freedom (NCSF), a national

advocacy organization that advances the rights of, and advo-

cates for, consenting adults in the BDSM-leather-fetish, swing,

and polyamory communities.

One recent child custody case referred to NCSF illustrates the

common misunderstanding that legal and social service profes-

sionals have with the DSM-IV-TR, and is the first documented

reaction to the proposal to differentiate between paraphilias and

Paraphilic Disorders. The children were removed in July 2009

while psychological evaluations were performed on the mother

and the children, which concluded there was no mental illness.1

However, thecaseworkerwith theDepartmentofSocialServices

(DSS) Children’s Division in the midwestern state where this

case occurred sent the following January 21, 2010 letter to the

mother’s court appointed psychologist:

With regards to [mother’s] alternative lifestyle […] can she

separate this fromherparenting? Therehas [sic]been some

questions arise [sic] from other team members regarding

her sexual sadism. These are as follows: We were made

awareat the lastFSTmeeting thatwhileallparties involved

have seen the information provided regarding [mother’s]

blog and website, no action has been taken to determine

how it affects the children or is factored into the stated case

goal of reunification with [mother]. The following infor-

mation is relevant: A. Sexual Sadism is considered a form

of paraphilia in accordance with the DSM-IV-TR. B.

[Mother] admitted in court on March 9, 2009 that she was a

‘‘domme’’—slang for a female sexual sadist. C. Sexual

Sadism involves inflicting pain and suffering on another

individualinordertoachievesexualarousal….Sexualsadism

on the web has the following information: The essential

feature of sexual sadism is a feeling of sexual excitement

resulting from administering pain, suffering or humilia-

tion on another person. In extreme cases, sexual sadism

can lead to serious injury or death for the other person.

According to the DSM[,] these catastrophic results are

more likely when the paraphilia is diagnosed as severe,

and when it is associated with antisocial personality dis-

order.2 They may experience distressed or impaired func-

tioning because of the sadistic behaviors or fantasies. This

distress and impairment may be due to the fact that the

partner is not consenting. The diagnosis of sexual sadism

is complicated by several factors, beginning with the fact

that most persons with the disorder do not voluntarily

enter therapy. [Mother] indicatedshegaveup this lifestyle

in March. However[,] the blog and stories that were found

wereposted toherwebsite inMay.Thereareconcerns that

she is still a moderatorof the [BDSM] yahoo group. I have

attached pages from her website in hopes that you can

explore with [mother] her current involvement with this

alternative lifestyle.
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The DSS letter concludes with the recommendation that:

‘‘Even though [mother] is complying with attendance in

therapy, we feel the above issues need to be explored and

addressed.’’

At thefinalpermanencyhearing inFebruary2010, themother’s

lawyer submitted to the judge the proposed revisions for the DSM-

Vtoseparate theparaphilias fromParaphilicDisorders, resulting in

a court determination to re-evaluate her entire case. The judge

specifically chastised the Department of Social Services for not

being awareof the proposed changes for theDSM-V.Basedon the

proposed revisions, in March the mother was awarded custody of

three of the children, with the father retaining custody of one child

in order to take advantage of his health care coverage.

As this example shows, when individuals who practice BDSM

are brought to the attention of authorities, they are regularly mis-

diagnosed with a mental disorder. In 2009, NCSF was asked for

help by 132 people regarding child custody/divorce issues directly

involvingtheiralternativesexualpractices(NCSF,2009).Theyear

before, a total of 157 individuals contacted NCSF for help with

child custody/divorce issues (NCSF, 2008). In total, almost 500

people each year request help from NCSF because of discrimina-

tion or persecution due to their alternative sexual practices.

Therefore, the implications of‘‘ascertaining a paraphilia’’and

‘‘diagnosing a paraphilic disorder’’ are critical to depathologiz-

ing consensual paraphilias. I am concerned that if sexual sadism

receives its own diagnosis code separate from Sexual Sadism

Disorder, social services and legal professions will continue to

think that anyone who practices consensual sexual sadism (or

sexual masochism, fetishism, and transvestic fetishism) therefore

has a mental disorder.

The consensual paraphilias should be mentioned as the

healthy comparison to a Paraphilic Disorder, much like various

sexual behaviors are referred to in the proposed Hypersexual

Disorder. Cybersex and masturbation don’t have separate diag-

nostic codes in the DSM, and it is equally erroneous to assign

separate codes for the paraphilias when they are not mental

disorders or of clinical concern. For the same reason, the con-

sensual paraphilias shouldn’t be listed among the V-Codes.

Separating sexual behaviors (paraphilias) from the mental

disorders (Paraphilic Disorders) is the first step in depatholo-

gizing consensual alternative sex. The second step is defining

what exactly constitutes clinically significant distress. NCSF

often consults with individuals who suffer distress and impair-

ment in their social and occupational lives (i.e., interpersonal

difficulties) because their desires conflict with current societal

standards. These standards stem in a large part from the DSM

itself:pathologizingunusualsexual interestshas ledto increased

discrimination and discouraged individuals from seeking treat-

ment for physical and mental health problems (Wright, 2008).

A distinction must be made in the DSM-V between distress

imposed by societal stigma, and distress that is generated inter-

nally. As seen in the above referenced child custody case,

mental health professionals are not the only ones who consult

the DSM. When attorneys, judges, and social workers read the

diagnoses in the DSM, they see‘‘distressed or impaired’’as the

determiner of mental illness. Without a comprehensible defi-

nition, they look at the individual who is on trial or in a child

custody battle, and that individual certainly appears distressed.

They even speculate that if the individual gave up their BDSM

practices, then their life wouldn’t be in disarray, so clearly they

must be suffering a mental disorder because their sexual behav-

iors are obligatory or‘‘obsessive.’’

Therefore, the current list by which distress and impairment

are diagnosed must be rejected: (1) are obligatory, (2) result in

sexual dysfunction, (3) require participation of non-consenting

individuals, (4) lead to legal complications, or (5) interfere in

social relationships. Legal complications and interpersonal dif-

ficulties are common consequences of the stigma and discrimi-

nationagainstBDSMpractices. In theSecondNationalSurveyof

Violence & Discrimination Against Sexual Minorities, a total of

1,146 (37.5%) of the participants indicated that they had either

been discriminated against or had experienced some form of

harassment or violence (Wright, 2008). As a result, 60% of the

3,000 respondents are not‘‘out’’about their BDSM interests; the

stress of being closeted and/or coming out promotes distress and

impairment in these individuals, similar to that experienced by

homosexuals.

Inaddition,onceaParaphilicDisorder isdiagnosed,canitever

be in remission? If so, what are the mechanisms for determining

that? If the distress and impairment are resolved, does the indi-

vidual go back to the ascertainment category? As of now, once a

mentaldisorder isdiagnosed, itappears toapplyfor the lifetimeof

the individual.

Finally, it must be made clear that Paraphilic Disorders are

extremely rare. Inparticular, thedescriptive text forSexualSadism

Disorder needs to clearly state that it is limited to forensic popu-

lations,and,asKrueger(2010)stated,‘‘virtuallyallof thepublished

papers using DSM criteria for Sexual Sadism have been done on

studies of forensic populations.’’ This will help prevent the con-

flationofthosewhopracticeconsensualparaphiliaswiththosewho

have a Paraphilic Disorder.
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Several psychiatrists and psychologists have recently made

important criticisms of specific diagnostic innovations pro-

posed by the DSM-5’s Sexual and Gender Identity Disorders

Work Group (DeClue, 2009; Frances, 2010; Green, 2010;

O’Donohue, 2010). As a historian and philosopher of sci-

ence, my goal here is more general: I want to show that what

this Work Group is trying to accomplish undermines the

definitions of ‘‘paraphilia’’ and ‘‘mental disorder’’ that have

been operative since the DSM-III. If the revisions proposed

by the Work Group are implemented, the DSM-5 will be

closer to the DSM-I and DSM-II than to their successors. In

order to understand why this is so, we need first to take a short

historical detour and to look at how ‘‘mental disorder’’ and

‘‘paraphilias’’have traditionally been defined. Only then will

we be in a position to grasp the magnitude of what the DSM-5

is trying to accomplish.

As is well known, the DSM-I (American Psychiatric Associa-

tion, 1952) and DSM-II (American Psychiatric Association, 1968)

did not define ‘‘mental disorder.’’ In the DSM-II, the paraphilias

(called ‘‘sexual deviations’’) were simply described as sexual

interests directed‘‘primarily toward objects other than people of

the opposite sex, toward sexual acts not usually associated with

coitus, or toward coitus performed under bizarre circumstance’’

(American Psychiatric Association, 1968, p. 44). Needless to say,

it is rather bizarre to use‘‘bizarre’’as a nosological criterion, and

probably not the best way to make psychiatry look like a serious

science. In 1973, however, psychiatrists voted to remove

homosexuality from the DSM, and at that point the need arose

to spell out what a mental disorder is.

According to the DSM-III (American Psychiatric Asso-

ciation, 1980), a mental disorder must meet two criteria: (1) it

must cause harm, either to oneself (in the form of distress or

disability) or to others; (2) it must be a dysfunction. The fact

that both criteria have to be met is a guarantee that doctors

cannot transform every problem into a disease. Childbirth,

for instance, is not a disease even when it causes harm,

because it is not dysfunctional. Nor is homosexuality a dis-

ease since, even if it were dysfunctional (as some have

claimed), it is not harmful.

Theweaknessofthisunderstandingofmentaldisorderhinges

mostlyontheideaofdysfunction,which,aslongasit isnotbetter

defined, can easily be interpreted in sociocultural terms. The

following example clearly illustrates how this can have trou-

blesome consequences. In 1851, Dr. Samuel A. Cartwright

described a condition that he called ‘‘drapetomania,’’ a disease

that made slaves try to flee captivity (Cartwright, 1851). Is

‘‘drapetomania’’a real disease? If we apply the DSM-III defini-

tion of mental disorder and use a sociocultural understanding of

function,theanswermustbe‘‘yes’’:slaveswhotrytoescapefrom

theirmastersindeeddonot‘‘function’’inaracistsociety(andthey

harm their masters by depriving them of their property).

‘‘Function’’ must therefore be clearly distinguished from

sociocultural values, lest psychiatry be exactly what anti-

psychiatrists have for decades accused it of being: a mere

instrument of social control. This is why some of the psychia-

trists who in the past have been in charge of the DSM, such as

Robert L. Spitzer and Michael B. First, have recently pushed for

a narrower understanding of ‘‘function’’ (Spitzer, 1999; Wake-

field&First, 2003).Theywant tomakepsychiatry intoascience

whose job would not be to mirror and to fuel social prejudices,

but to cure genuine diseases. They have usually relied on the

influential work of Wakefield (1992).

According to Wakefield, a function should be understood

as an internal mechanism selected by evolution. The theory of
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evolution grounds the concept of ‘‘mental disorder’’ in bio-

logical and psychological science, and thus makes it less

directly dependent on sociocultural values. Now we can say,

for instance, that Cartwright’s ‘‘drapetomania’’ is not only

revolting by modern cultural standards (we hope) but also

scientifically wrong. From an evolutionary point of view, trying

to run away from an oppressor is certainly not dysfunctional.

So how will the DSM-5 be different from its predecessors?

The recent papers published by the Sexual and Gender

Identity Disorders Work Group betray an ambition to weaken

drastically, if not to dismantle altogether, both the ‘‘dys-

function’’and the ‘‘harm’’criteria.

Let’s look at‘‘dysfunction’’first. The Work Group is perfectly

content to turn its back on efforts to make the criterion of ‘‘dys-

function’’independent of cultural values. For instance, Thornton,

an official advisor to the DSM-5, claims that a paraphilia is ‘‘an

abnormal sexual interest,’’adding matter-of-factly that ‘‘what

counts as ‘abnormal’ is culturally relative’’(Thornton, 2010,

p. 411).

Blanchard (2010), the Chair of the Paraphilias Subwork

Group, defines a paraphilia as ‘‘any powerful and persistent

sexual interest other than sexual interest in copulatory or pre-

copulatory behavior with phenotypically normal, consenting

adult human partners’’(p. 367). Although it is difficult to make

sense of this hodgepodge definition, one thing seems clear:

some kind of cultural norm must be the glue that holds together

the odd conjunction of copulation (a behavior), consent (a legal

concept), and phenotypical normality (whatever that means).

The official DSM-5 website (www.dsm5.org) confirms the

reduction of perversions to cultural abnormality. No definition

of‘‘paraphilia’’is actually given in the paraphilia section of the

website, where one would naturally expect to find it. But under

the‘‘Rationale’’heading explaining the addition of the disease of

‘‘hypersexuality,’’ this new (non-paraphilic) disease is con-

trasted with paraphilias, which are said to be‘‘characterized by

persistent, socially anomalous or deviant sexual arousal.’’

All these statements point in the same disturbing direction:

the DSM-5 is ready, and perhaps even eager, to crack a moral

whip and to make psychiatrists into the guardians of cultural

values. The pathological would simply be whatever society

deems bizarre and morally unacceptable. In this respect, the

DSM-5 would more closely resemble the DSM-I and DSM-II

than later editions.

But itgetsworse.Asif reducingthe‘‘dysfunction’’criterion to

cultural disapproval were not problematic enough (both scien-

tifically and ethically), the Work Group is also trying to under-

mine the critical importance of the ‘‘harm’’ criterion. If it suc-

ceeds, a ‘‘harmless paraphilia’’ would indeed no longer be an

oxymoron:peoplewhoenjoysex in away thatharmsno one, yet

happens to be outside the cultural norm, would now have a

paraphilia and would find their place in the DSM-5 (Blanchard,

2010, p. 367; Zucker, 2010; www.dsm5.org). By contrast, from

the DSM-III to the current DSM-IV-TR, such people have not

been considered paraphiliacs and have been left alone.

Strictly speaking, the DSM-5 claims that paraphilias, unlike

paraphilic disorders, are not actual disorders, precisely because

they are not harmful. But, obviously, neither are paraphilias

completely unrelated to paraphilic disorders; otherwise, they

would not even be mentioned in the DSM. It is, in fact, easy to

predict that the distinction between paraphilias and paraphilic

disorders will quickly crumble under relentless pressure from

sex therapists and the pharmaceutical industry. Sure, the Work

Group claims that ‘‘a paraphilia by itself would not automati-

cally justify or require psychiatric intervention’’ (www.dsm5.

org). But as a preventive measure, wouldn’t it be safer to deal

with a paraphilia now, when it is still benign, rather than later,

when it will have grown into a full-blown paraphilic disorder?

After all, if your doctor were to discover an unsuspected can-

cerous tumor inyourbody,wouldyouwaituntil it causespainful

symptoms to treat it? There is no reason to think that psychia-

trists would not use the same kind of reasoning with paraphilias.

The DSM is taking a turn for the worse. If the Sexual and

Gender Identity Disorders Work Group gets its way, it won’t

be long before those who don’t copulate the straight and

narrow way are bombarded with advertisements for pills and

encouraged to start therapy before it’s too late, weeping on

talk shows as they share with us their painful struggles with

abnormality. We are heading toward the creation of an epi-

demic of perverts—not because more people will engage in

bizarre sexual behaviors as a result of the publication of the

DSM-5, of course, but because a much wider range of sexual

behaviors will be deemed pathological.

Obviously, sexual minorities should be especially upset

about the direction taken by the DSM-5. What is needed is a

new wave of powerful activism that would finish the job

started in 1973 and force psychiatrists to remove not just one

perversion from the DSM, but all of them. The law is suffi-

cient to deal with those who engage in illegal sexual activi-

ties, and religious and cultural norms do not need the help of

psychiatry to normalize harmless erotic quirks.

But psychiatrists themselves should also be concerned

about the innovations of some of their colleagues. Histori-

cally, the scientific status of psychiatry has always been

fragile. Tainted by accusations of racism, misogyny, and

homophobia, it has been at pains to establish itself as a sci-

ence worthy of the name. If the DSM-5 does not quickly go

through a radical revision, its publication will be yet another

blow to the scientific reputation of psychiatry.
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In Långström’s (2010) methodology section, he says that he

‘‘carefully read prior versions of the DSM diagnostic criteria for

these paraphilias from the DSM-III to DSM-IV-TR’’ (p. 317),

but his review makes some serious errors. Långström writes:

In the DSM-III-R (American Psychiatric Association,

1987), the core criterion (A) for Exhibitionism (Over a

period of at least 6 months, recurrent, intense sexual

urges and sexually arousing fantasies involving intense

sexual arousal from exposing one’s genitals to an

unsuspecting stranger) remained the same as in DSM-

III (American Psychiatric Association, 1980). However,

a qualifying diagnostic B criterion was added, as were

[sic] true for all paraphilia diagnoses. This criterion was

added to emphasize that psychiatric disorders or diag-

noses had to include acting out against others or sub-

stantial distress. (p. 317)

Here is what DSM-III’s (American Psychiatric Association,

1980) diagnostic criteria for Exhibitionism said:‘‘Repetitive

acts of exposing the genitals to an unsuspecting stranger for

the purpose of achieving sexual excitement, with no attempt

at further sexual activity with the stranger’’ (p. 272). Unlike

DSM-III-R, DSM-III made no reference to sexual fantasies

or sexual urges—the focus was on sexual behaviors. His

analysis of Voyeurism in DSM-III is even more problematic.

In the DSM-III-R, the core criterion for Voyeurism (Over a

period of at least 6 months, recurrent, intense sexual urges

and sexually arousing fantasies, involving the observation

of an unsuspecting person who is naked, disrobing, or

engaging in sexual activity) remained the same as in DSM-

III. (Långström, 2010, p. 320)

What DSM-III says:

A.The individual repeatedlyobservesunsuspectingpeople

whoarenaked, in theactofdisrobing,orengaginginsexual

activity and no sexual activity with the observed people is

sought.

B. The observing is the repeatedly preferred or exclu-

sive method of achieving sexual excitement. (p. 273)

The focus is on sexual behaviors, and—unlike DSM-III-R—

DSM-III required these to be preferred to other sexual interests.

Also, DSM-III-R did not require that‘‘no sexual activity with the

observedpersonissought.’’Theseerrorsaremorethaninattention

to detail. They suggest that the entire review process is seriously

flawed and that previous criticisms of the Paraphilias have been

ignored—it is often critics of the Paraphilias who give the closest

analysis of their text.

These factual errors aside, Långström (2010) gives compel-

ling reason for removing exhibitionism, voyeurism, and frot-

teurism from the DSM, but fails to draw this conclusion. In an

article of eight pages, he reviews three diagnoses; given that his

methodology indicates he did a thorough literature search, this

mustmean that there isonlyscantempiricalwork tosupport these

diagnoses—implying that only the thinnest of scientific founda-

tion exists. Regarding frotteurism, Långström acknowledges that

it‘‘has notbeen a subject of much clinicalor scientific interest’’(p.

320). Essentially, he admits that this diagnosis has minimal sci-

entific foundation, minimal clinical value, and has resulted in

minimal research.

Långström cites a number of studies indicating that voyeur-

istic behavior (and interest) is extremely common, but notes that,

overall, there isnotmuchresearchonprevalence.Hesuggests this

is because ‘‘voyeurism is relatively easy to relate to for many
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individualsand, therefore,doesnotelicit thesamestrongnegative

emotions as do some of the other paraphilias’’(p. 319). Here, he

implies that the basis for classifying the paraphilias as disorders is

prejudice–and then acknowledges that there is not even much

prejudice against this paraphilia!

Not only does Långström (2010) tacitly admit that these

three diagnoses have minimal scientific support, he recog-

nizes that they can harm patients: ‘‘Seen from an overall

perspective of DSM psychiatric nosology, [the issue of false-

negatives] may be a particular problem for the potentially

criminal paraphilias since shame, social stigma, and negative

legal consequences prevent people from being open about

their symptoms’’ (p. 232, emphasis added). If diagnosis of a

Paraphilia can harm patients, the imperative to Do No Harm

demands the deletion of these diagnoses unless it can be

shown that their benefit considerably outweighs this harm.

Furthermore, if these diagnoses discourage patients from

being honest with clinicians, their clinical value is seriously

drawn into question.

Långström’s criticism of Sweden’s decision to remove sev-

eral of the Disorders of Sexual Preference from the ICD is

especially telling in this regard: ‘‘[Now] clinicians in Sweden

need to find other ways to diagnose and occasionally treat

individuals with several of the deleted, but arguably still exist-

ing, disorders’’(p. 322, emphasis added). The use of occasion-

ally to modify treat but not diagnose suggests that the primary

purpose of these diagnoses is not therapeutic. Is it punitive?

For frotteurism, Långström (2010) speculates that it was

‘‘its relevance to decision-making in criminal justice rather

than in clinical settings that motivated its emergence as a

specified paraphilia’’ (p. 321). Basically, he acknowledges

that it is in the DSM simply because the associated act is

illegal. With this type of reasoning, perhaps‘‘Embezzlement

Disorder’’and‘‘Insider Trading Disorder’’should be added to

the DSM? First and Frances (2008) emphasize the impor-

tance of not ‘‘blur[ing] the distinction between mental dis-

order and ordinary criminality’’ (p. 1240), which has been

especially problematic in the diagnosis of the paraphilias.

From DSM-III to the present, all versions of the DSM have

explicitly stated in theirdefinitionsof mentaldisorder that social

deviance, whether commendable or not, is not itself a mental

disorder. According to Spitzer and Williams (1982), this state-

ment ‘‘was added to express indignation at the abuse of psy-

chiatry aswhen, in the SovietUnion,political dissidents without

sign of mental illness [were] labeled as having mental disorders

and under that guise incarcerated in mental hospitals’’(p. 21). In

the U.S., 20 states and the Federal Government have Sexually

Violent Predator laws that permit the (often lifelong) civil

commitment of sex offenders after completing their sentences,

including offenders with ‘‘no real mental disorder’’ (Frances,

2009), a situation which has been supported by a misreading of

DSM-IV-TR’s (American Psychiatric Association, 2000)

phrase‘‘sexually arousing fantasies, sexual urges, or behaviors’’

in the definition of Paraphilia. This has been used to diagnosis

people with a Paraphilia on the basis of behavior alone. Lång-

ström rejects First and Frances’ (2008) plea to remove ‘‘or

behaviors’’from the Paraphilias, which they say was a mistake

to begin with. Practically, this means he endorses regarding

deviant sexual behavior alone—without corresponding sexual

fantasies or urges—as mental disorder. (That is what or means.)

Combined with Långström’s tacit acceptance of his speculation

about why frotteurism was added to the DSM, this amounts to a

rejection of the DSM’s claim that social deviance itself is not a

mental disorder.

Långström justifies rejecting First and Frances’ plea saying,

‘‘I am not convinced that psychiatric nosology should change

primarily because of the potential or actual misuse of diagnoses

in the judicial system’’ (p. 323), which raises the controversial

issue of what role legal consequences should play in nosological

debates. Some authors (e.g., Stern, 2010) argue that ideological

and political issues should have no role in what (supposedly)

should be an entirely scientific issue. Besides suggesting a

serious case of what Spitzer, tongue in cheek, called Politics

Science-Dichotomy Syndrome (Spitzer, 1985), this assumes

that whether something is a disorder is entirely an objective,

scientific issue, a position many disagree with (e.g., Sedgwick,

1982; Spitzer, 1981; Wakefield, 1992). Here are many values

involved in psychiatric nosology, some scientific and some not

(Sadler, 2005). Indeed, the primary purpose of the helping

professions is to help people, not to be‘‘scientifically objective’’

in a way that disregards the consequences diagnostic decisions

will have on real people, as though that were somehow a virtue.

The primary purpose of the DSM is to help them do this. As

Pincus and McQueen (2002) state: ‘‘The goals of the DSM-IV

can be divided into four main categories: clinical, research,

educational, and informationmanagement. Theclinicalgoals of

theDSM-IVwereparamountbecause thebookisusedprimarily

by clinicians’’(p. 9).

Brotto’s (2010) literaturereviewforSexualAversionDisorder

(SAD) notes that it is a diagnosis that was added in DSM-III-R

with little empirical justification, likely because of one person’s

historical influence. Given the minimal clinical and research

interest it has produced—and because what treatment has

developed treats it as a specific phobia—Brotto regards main-

taining the status quo for SAD as the least desirable of the options

discusses. Brotto noted that ‘‘With DSM-V and the emphasis

placed on any changes being based on empirical science, SAD

clearly would not have made its way into the DSM’’(p. 276). The

same holds for the three diagnoses that Långström reviews (and

likely a number of the other paraphilias as well). However, rather

than suggest that the scientific and clinical merit of these diag-

noses be subject to critical review, he supports maintaining the

status quo with a single modification to reflect a proposal being

made for all the potentially criminal paraphilias. How long must

these diagnoses remain in the DSM without empirical support

before an accounting of them is demanded?
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Frances (2010), chair of the DSM-IV Task Force, titled an

editorial that bluntly states his assessment of the work of the

Sexual and Gender Identity Disorder Workgroup: ‘‘DSM-5

and Sexual Disorders—Just Say No.’’He writes:

Each of the Work Group’s suggestions is based on the

thinnest of research support—usually a handful of studies

often done by members of the committee making the

suggestion. None has been subjected to, or could possibly

survive, anything resembling a serious risk/benefit or

forensic analysis.

Though he makes comments about the Gender Identity Disorder

Subworkgroup, most of his criticism is reserved for the proposals

of the Paraphilias Subworkgroup.1 I would add that not only

shouldallproposedchanges to theDSMbesubject toseriousrisk/

benefit analysis, so should proposals to maintain the status quo. It

is doubtful that Långström’s proposal to maintain the status quo

could survive a serious risk/benefit analysis. The DSM should be

scientifically rooted, clinically useful, and socially responsible.

Långström’s literature reviews inspire little confidence that the

ParaphiliasSubworkgroupis takinganyof thesevalues seriously.
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During each of the revisions of the American Psychiatric

Association’s Diagnostic and Statistical Manual of Mental

Disorders, Workgroups comprised of experts in their respec-

tive fields are convened with the goal of considering changes to

the diagnostic criteria. Based on my experiences working on

the DSM-III-R and DSM-IV revisions, there is a natural ten-

dency for Workgroups to focus on making changes aimed at

broadening the diagnostic umbrella of their assigned categories

with the goal of increasing diagnostic coverage, i.e., reducing

what they consider to be false negatives, an effort which inev-

itably comes at the cost of increasing false positives (Pincus,

Frances, Davis, First, & Widiger, 1992).

In the overall scheme of the DSM, false positives (i.e., errone-

ously giving a diagnostic label to an individual for whom it is

not justified) are problematic because of the unnecessary stigma

and inappropriate treatment that may result. However, because

of their central role as a proxy for the ‘‘mental abnormality’’

requirement in sexually violent predator commitment statutes

(First & Halon, 2008), a false positive diagnosis of a paraphilia

has a uniquely negative outcome, namely inappropriate and

potentially indefinite civil commitment to a secure forensic

psychiatric facility. For this reason, the potential false positive

implications of changes to the paraphilia criteria demand special

consideration. Most of the proposed changes, as embodied in the

draft DSM-5 proposals in the www.dsm5.org website, have a

significantpotential to lead tofalsepositivediagnosesandshould

consequently be reexamined and reconsidered before the DSM-

5 drafts are finalized in mid-2012. Proposed changes that have

significant potential for false positives include (1) expanding the

‘‘official’’ roster of paraphilias to include sexual arousal to

pubescent children (hebephilia) and sexual arousal to coercive

sex (paraphilic coercive disorder); (2) continuing the inadver-

tent and erroneous DSM-IV-TR inclusion of behavior in the

core definition of paraphilias, and (3) allowing a paraphilia

diagnosis simply by exceeding an arbitrary number of sexual

offenses. Because of space limitations, this Letter will focus

only on considerations of the latter two problems; concerns

about the inclusion of hebephilia and paraphilic coercive dis-

orderhavebeenraisedelsewhere(Franklin,2009; Green, 2010;

Knight, 2010; Plaud, 2009; Quinsey, 2010; Tromovitch, 2009;

Zander, 2009).

The definitions of the various paraphilias in DSM-IV-TR

reflect the same overall diagnostic construct. The first com-

ponent of the definition lays out the core psychopathology of a

paraphilia, namely the fact that the person is intensely aroused

by deviant sexual stimuli. The second part requires that the

deviant pattern carries negative consequences for the individ-

ual or society: for those paraphilias which involve the partici-

pation of an unwilling victim (i.e., exhibitionism, voyeurism,

frotteurism, pedophilia, sexual sadism), the diagnosis is made

if the person has acted on his urges or else if the urges or

fantasies cause marked distress or interpersonal difficulty; for

the remaining paraphilias (e.g., fetishism, sexual masochism,

and transvestic fetishism), the diagnosis is made if the urges,

fantasies, or behaviors cause clinically significant distress or

impairment in functioning.

As described in First and Frances (2008) and First and Halon

(2008), however, a wording change introduced to the diag-

nostic criteria for paraphilias during the last stages of the DSM-

IV production process inadvertently opened the door for false

positive diagnoses of paraphilias, a fact that only came to light

once the diagnostic criteria for paraphilias came under intense

scrutiny in the context of civil commitment litigation of sexu-

ally violent predators. It is first important to understand that this
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decision to adjust the wording was made under the mistaken

belief that the new wording and the old wording were diag-

nostically equivalent, i.e., that it would identify exactly the

same individuals as having a paraphilia as did DSM-III-R. In

reviewing the limited empirical data base on paraphilias, the

DSM-IV Sexual Disorders Workgroup recommended making

no changes in the diagnostic criteria for any of the paraphilias,

retaining the DSM-III-R wording of criterion A (‘‘over a period

of at least 6 months, recurrent intense sexual urges and sexually

arousing fantasies involving…’’). The only proposed change

to the Paraphilias section of DSM-IV was the addition of a

‘‘with gender dysphoria’’specifier to the criteria for Transvestic

Fetishism. However, as part of a system-wide effort in the final

stages of the preparation of DSM-IV to incorporate the clinical

significance criterion (CSC) (Frances, 1998) into the criteria

sets for most DSM-IV disorders, criterion B for all of the pa-

raphilias (i.e.,‘‘theperson has acted onthese sexualurges,or the

sexual urges or fantasies cause marked distress or interpersonal

difficulty’’) was replaced by the standard CSC wording (i.e.,

‘‘the fantasies, sexual urges, or behaviors cause clinically sig-

nificant impairment in social, occupational, or other important

areas of functioning’’). Moreover, to make up for removal from

criterion B of the behavioral indicator ‘‘acted on these urges,’’

thephrase‘‘orbehaviors’’wasamended tocriterionAinacknowl-

edgement of the fact that it is typically behaviors which prompt a

person to receive treatment for his or her paraphilia. Thus, the

final wording of criterion A in DSM-IV and DSM-IV-TR was

as follows:‘‘over a period of at least 6 months, recurrent, intense

sexuallyarousingfantasies, sexualurges,orbehaviors involving

[paraphilic focus].’’This seemingly minor change in criterion A

went virtually unnoticed until enterprising forensic evaluators

in sexually violent predator commitment cases started using this

change in wording to justify making a diagnosis of a paraphilia

in cases in which the only evidence available to support the

diagnosis was the nature of the sexual offenses themselves

because the person either did not cooperate with the forensic

evaluation or else denied having a deviant sexual arousal

pattern.

There are both conceptual and practical problems related to

including behaviors as part of the core definitional component

of a paraphilia. As noted by Blanchard (2010) in his literature

review of pedophilia, paraphilias ‘‘are erotic preferences or

orientations that inhere in the individual and that have some

existence independent of specific observable actions’’(p. 310).

A paraphilia is thus fundamentally a disturbed internal mental

process (i.e., a deviant focus of sexual arousal) which is con-

ceptually distinguishable from its various clinical manifesta-

tions, such as the person having sexual fantasies centered

around the paraphilic focus, seeking and using pornography

thematically linked to the paraphilic focus, having sexual urges

triggered by stimuli related to paraphilic focus, or engaging

in sexual behavior revolving around the paraphilic focus.

Including behaviors as part of the core definition of a paraphilia

conflate the underlying phenomenology of a paraphilia with its

clinical manifestations.

From a practical perspective, offering‘‘behaviors’’as one of

the defining elements of a paraphilia is potentially a significant

source of false positive diagnoses, given that, of all of the

clinical manifestations of a paraphilia, the person’s behavior

is the least specific and most fallible as an indicator of an

underlying paraphilic focus of sexual arousal. Given a partic-

ular behavior, there are many potential mental states that could

be driving that behavior. Take, for example, the behavior of

exposing one’s genitals in public. In addition to being a man-

ifestationofan exhibitionisticparaphilic sexual arousalpattern,

this behavior could be a manifestation of disinhibition or poor

impulse control related to substance intoxication, a manic epi-

sode, or personality change due to a dementing illness. Thus, the

particular mental state underlying this inappropriate behavior

must be elucidated before one can attribute the behavior to a

particular motivation, such as acting on a paraphilic urge. This

‘‘disconnect’’ between sexual behavior and underlying mental

state is further illustrated by studies suggesting that paraphilic

sexual interest may be the underlying explanation in only a

minority of cases of sexual offenses. For example, Marshall and

Fernandez (2003) reviewed 10 studies of exhibitionists using

penile plethysmography and found that 9 out of the 10 studies

suggested that exhibitionists in clinical settings did not have a

preference for exposing themselves. Similarly, a study by Seto

and Lalumiere (2001) of over 1000 child molesters using

phallometric testing as a validator demonstrated that less than

one-third had an underlying pedophilic arousal pattern.

Patient self-report of recurrent sexual urges and sexual fan-

tasies are explicit indicators of a person’s sexual arousal pattern

that require little, if any, inferential suppositions on the part

of the clinician. The relationship between a person’s behavior

and his sexual arousal preferences, on the other hand, requires

making an inference that the behavior is driven by a paraphilic

preference rather than other reasons. Making behaviors defin-

itionally equivalent to sexual urges and sexual fantasies in cri-

terion A leads to false positive diagnoses of paraphilias by virtue

of giving the clinician permission to skip this crucial step in the

diagnostic assessment process, allowing for the diagnosis to

potentially be applied to individuals whose sexual offenses are

motivated by non-paraphilic reasons (e.g., opportunism in a

person with antisocial personality disorder, intoxication-related

disinhibition in a person with substance dependence).

The DSM-5 proposal to define paraphilias in terms of

behaviors alone is motivated by Workgroup members’ con-

cerns regarding potential false negatives that may result from

theDSM-III-Rrequirement that therebe intensesexualurgesor

sexually arousing fantasies involving the paraphilic focus.

Particularly in forensic settings, individuals being evaluated for

the presence of paraphilic interests have little objective moti-

vation to be truthful regarding their sexual urges and fantasies

andare thus often non-cooperativewith evaluators.Asnoted by
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Blanchard (2010) with respect to pedophilia, ‘‘offenders are not

necessarilyrewardedforbeingtruthfulaboutpedophilic impulses

[and]… might experience even more severe consequences of

their actions if they acknowledge being pedophiles’’ (p. 306).

Thus, the DSM-5 proposals for the majority of the paraphilias

involving non-consenting persons (i.e., Exhibitionism, Frotteur-

ism, Sexual Sadism, and Voyeurism) will continue to allow a

paraphilia diagnosis to be made based entirely on behaviors in

order to ‘‘lessen the dependence of diagnosis on patients’ self-

reports regarding urges and fantasies,’’ perpetuating the already

identified false positive problem and its potential legal ramifica-

tions in terms of civil commitment.

Furthermore, in recognition of the fact that allowing a

diagnosis of a paraphilia to be based entirely on sexual acts

alone has the potential to lead to false positives (Blanchard,

2010; Långström, 2010); for those paraphilias involving non-

consenting persons, the Workgroup has proposed setting a

‘‘minimum number of separate victims for diagnosing the

paraphilia in uncooperative patients’’(DSM-5 Paraphilia Sub-

Workgroup, 2010). For Pedohebephilia, at least two different

child victims are required if the children are prepubescent, and

three or more if at least one is pubescent; for Sexual Sadism,

two or more victims on separate occasions are required, and for

Exhibitionism, Frotteurism, Paraphilic Coercive Disorder, and

Voyeurism, three or more non-consenting persons on separate

occasions are necessary. According to the DSM-5 web site, the

use of different cut-offs for different disorders is‘‘an attempt to

obtain similar rates of false positives and false negative diag-

noses for all of the paraphilias’’ (DSM-5 Paraphilia Sub-

Workgroup, 2010).

Basing the diagnosis of a paraphilia entirely on exceeding a

proscribed count of the number of victims is problematic for a

number of reasons. First of all, although providing a precisely

defined cut-off might give the appearance that these cut-off

thresholds have a firm empirical basis, this is not in fact the case.

As was the case with DSM-IV, one of the central requirements

of the DSM-5 revision process is for recommendations to

be grounded in empirical evidence (Kupfer, Regier, & Kuhl,

2008). Although the‘‘rationale’’sections on the DSM-5 web site

explain why the Workgroup proposed using a victim count (‘‘to

lessen the dependence of diagnosis on patients’ self-reports

regarding urges and fantasies’’), no empirical data were cited on

thewebsite toexplainhoworwhy thesespecific thresholdswere

set. An examination of the literature reviews conducted by the

Workgroups to provide the empirical basis for the changes

reveals that only the literature review for pedophilia offered any

justification. In the Exhibitionsim, Frotteurism, and Voyeurism

literature review, Långström (2010) stated that ‘‘to my knowl-

edge, there are no published data that could directly advise on

such behavioral determinants for the paraphilias reviewed here’’

(p. 322). The review justifying proposed changes for Sexual

Sadism (Krueger, 2010) did not even address the cut-off issue.

The DSM-5 paraphilia literature review cites a single study

by Blanchard, Klassen, Dickey, Kuban, and Blak (2001) as the

justificationforadoptingadiagnosticthresholdbasedoncounting

the number of victims, stating that‘‘the results of Blanchard et al.

(2001) show that absolute cut-off scores matter, at least up to

three known offenses’’(Blanchard, 2010, p. 309). Typically, when

empirical data are used to justify a particular diagnostic cut-

off, receiver operator characteristic (ROC) curves are cal-

culated to determine the optimal balance of false positives

and false negatives based on different diagnostic thresholds.

For example, a study examining the optimal diagnostic cut-off of

panic symptoms conducted as part of the MacArthur-funded

DSM-IV secondary data reanalysis used ROC analysis to dem-

onstrate that a diagnostic cut-off of four symptoms performed

best using psychiatric hospitalization, ER visits, and suicide

attempts as diagnostic validators (Leon, Klerman, Weissman,

Fyer, & Johnson, 1992). An analogous ROC analysis to deter-

mine the optimal cut-off for the number of victims would have

demonstrated that three or more victims yielded the best balance

of false negatives vs. false positives based on some gold standard

for a diagnosis of pedophilia, such as the individual admitting to a

preferential sexual attraction to children.

The Blanchard et al. (2001) study, however, was not in any

way designed to determine the diagnostic validity of a three

victim diagnostic threshold. What the study actually showed

was that the diagnostic sensitivity of phallometric testing for

pedophilia (i.e., the percentage of men who are correctly diag-

nosed by the test as pedophilic) varied based on the number of

victims, which were divided a priori into three groups: one

victim, two victims, or three or more victims. For men with a

history of offending children outside the family, diagnostic

sensitivity was 30% for one victim, 42% for two victims, and

61% for three or more victims. For men with a history of

offending entirely within the family, diagnostic sensitivity

was 33% for one victim, 39% for two victims, and 29% for

three or more victims. Blanchard et al. concluded in the

discussion that‘‘our analyses for offenders against unrelated

children confirmed the expected result that men with greater

numbers of victims had a greater likelihood of being diag-

nosed as pedophilic.’’They go on to say that‘‘we were not able

to demonstrate the same relation among incest offenders; how-

ever, that negative result is probably not meaningful because

there were few incest offenders with multiple victims’’ (Blan-

chard et al., 2001, p. 124). The only other conclusion reached by

the study was that‘‘the more adult women with whom a patient

has had sexual contact, the less likely he is to be diagnosed as

pedophilic’’(p. 124). It thus appears that the three victim cut-off

is entirely the product of expert consensus rather than being

basedonanyempirical footing, leaving itsactual impactonrates

of false positive diagnoses unknown.

Moreover, using a fixed cut-off, as is proposed for the pa-

raphilias, introduces a significant false negative problem into
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the picture, most evident in the diagnostic criteria for Pedoh-

ebephilia. Unlike the other non-consenting paraphilias, which

typically involve victims picked opportunistically at random,

pedophilia often involves multiple sexual offenses against one

or two child victims who are known to the perpetrator (e.g.,

family members, children of neighbors). The proposed criteria

for Pedohebephilia, which requires seeking sexual stimulation

from two or more different children if both are prepubescent, or

three or more different children if one or more are pubescent,

would not diagnose such individuals as pedophiles.

This problem here stems from attempting to define a dis-

order in a way that is independent of the proper exercise of

clinical judgment. Although a paraphilia diagnosis made in this

way would most likely have improved reliability over the

current approach, this increase in reliability would come at the

expense of validity in terms of both false positives and false

negatives. As noted in the introduction to the DSM, ‘‘the spe-

cific diagnostic criteria included in the DSM-IV are meant to

serve as guidelines to be informed by clinical judgment and are

not meant to be used in a cookbook fashion’’ (American Psy-

chiatric Association, 2000, p. xxxii). As discussed above, a

paraphilic arousal pattern is a mental phenomenon that may be

manifested in a particular patient in a variety of ways. In those

cases in which the forensic evaluator’s evidentiary base is by

necessity limited to the person’s history of sexual offending

behavior, a diagnosis of paraphilia is legitimate only if a para-

philic arousal pattern can be validly inferred from the overall

pattern of behavior. Such an inference involves both ruling out

other possible causes for the sexual behavior (e.g., other mental

disorders such as bipolar disorder, opportunity coupled with

disinhibition related to substance intoxication), and making the

case that, given the nature of the pattern itself, the overwhelm-

ingly likely motivating factor would be a paraphilic arousal pat-

tern (e.g., involvement of a large number of victims over time

coupled with the absence of sexual behavior involving non-

paraphilic arousal stimuli).

In order to reduce the false positive problem inherent in

allowing a paraphilia diagnosis to be made based entirely on

external behavior, I recommend a return to the DSM-III-R

framework which places the person’s deviant sexual arousal

pattern at the core of the definition and clarifying that this

arousal pattern may be manifested by sexual urges, sexual

fantasies, or sexual behaviors. This approach serves to clearly

differentiate between the core psychopathological construct

of a paraphilia (i.e., a pattern of deviant sexual arousal) and

its clinical manifestations (i.e., sexual urges, fantasies, and

behaviors). The current proposed wording for pedohebephilia,

which separates these two constructs in its criterion A, can be

used as the model for this wording change, which should be

applieduniformly to thedefinitionsofall of theparaphilias.The

following wording is suggested: ‘‘Over a period of at least

6 months, recurrent and intense sexual arousal from [paraphilic

focus of sexual interest], as manifested by fantasies, urges,

or behaviors.’’Although this wording allows for the diagnosis

to be made based on a consideration of the person’s behavioral

pattern, there is an implicit requirement that the diagnostician

make the clinical judgment that the behaviors are a manifes-

tation of the deviant sexual arousal pattern that is at the core

of the paraphilia and to provide adequate explication of this in

the medical record. Furthermore, I recommend rejecting the

imposition of an arbitrary threshold for the number of victims

and instead continue with the DSM-IV-TR requirement that

‘‘the person has acted on these sexual urges, or the sexual urges

or fantasies cause marked distress or interpersonal difficulty.’’

A strategy for reducing diagnostic false positives that is used

in the vast majority of diagnostic criteria sets in the DSM is to

provide exclusionary criteria for the purpose of alerting the

clinician to alternative diagnostic formulations that must be

considered and ruled out (First, Frances, & Pincus, 2004). For

example, the diagnostic criteria for specific phobia instruct the

clinician to consider alternative diagnostic explanations for the

avoidance behavior before making the diagnosis, such as a

diagnosis of Obsessive–Compulsive Disorder in someone with

fear of dirt related to obsessions about contamination, a diag-

nosis of posttraumatic stress disorder in someone who avoids

stimuli associated with a severe stressor, a diagnosis of Sepa-

ration Anxiety Disorder in someone who avoids going to

school, etc. However, with the exception of the diagnostic cri-

teria set for Fetishism that excludes the diagnosis if ‘‘the fetish

objects are limited to articles of female clothing used in cross-

dressing (as in Transvestic Fetishism) or devices designed for

the purpose of tactile genital stimulation (e.g., a vibrator),’’none

of the paraphilia criteria sets include an exclusionary criteria.

Given the crucial need for the diagnostician to consider and

rule out alternative diagnostic considerations that could account

for sexualbehaviors inorder topreventa falsepositivediagnosis

of paraphilia, I recommend that new exclusionary criteria (i.e., a

new criterion B) be added to the criteria sets of each of the

paraphilias. This exclusionary criterion would indicate the other

DSM diagnoses that could account for the sexual behavior that

need to be considered and ruled out (e.g., mental retardation,

substance abuse, manic episode, schizophrenia), non-psychi-

atric general medical conditions (e.g., severe head trauma,

dementing illnesses), and non-medical non-psychiatric expla-

nations (e.g., public urination as an alternative to a diagnosis of

exhibitionism). Table 1 illustrates the proposed wording as it

applies to all of the non-consent paraphilias.

Given the unique forensic implications of this diagnostic

category, great care should be taken in the definition of the

paraphilias to prevent false positive diagnoses. The current

DSM-IV-TR criteria and the proposed DSM-5 criteria promote

false positive diagnoses by allowing the diagnosis to be made

without a consideration of the underlying motivation for sexual

behavior which may be driven by motivations other than a

paraphilic sexual arousal pattern. The proposals discussed here

(i.e., placing sexual arousal at the core of the definition and
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Table 1 Proposed DSM-5 criteria for paraphilias involving non-consenting victims and suggested modifications

Paraphilias involving non-

consenting victims

Proposed DSM-5 criteria from www.dsm5.org Revisions proposed to reduce potential for false

positives

Exhibitionism A. Over a period of at least 6 months, recurrent and

intense sexual fantasies, sexual urges, or sexual

behaviors involving the exposure of one’s genitals

to an unsuspecting stranger

B. The person is distressed or impaired by these

attractions, or has sought sexual stimulation from

exposing the genitals to three or more unsuspecting

strangers on separate occasions

A. Over a period of at least 6 months, recurrent and

intense sexual arousal from the exposure of one’s

genitals to an unsuspecting stranger, as manifested

by fantasies, urges, or behaviors

B. The behavioral manifestations are not due to the

direct physiological effects of a substance (e.g.,

Alcohol Intoxication), a general medical condition

(e.g., Alzheimer’s disease) and not better

accounted for another mental disorder (e.g., manic

episode, Antisocial Personality Disorder) or by

instances of public urination

C. The person has acted on these sexual urges, or the

sexual urges or fantasies cause marked distress or

interpersonal difficulty

Frotteurism A. Over a period of at least 6 months, recurrent and

intense sexual fantasies, sexual urges, or sexual

behaviors involving touching or rubbing against a

nonconsenting person

B. The person is distressed or impaired by these

attractions, or has sought sexual stimulation from

touching and rubbing against three or more

nonconsenting persons on separate occasions

A. Over a period of at least 6 months, recurrent and

intense sexual arousal from touching or rubbing

against a nonconsenting person, as manifested by

fantasies, urges, or behaviors

B. The behavioral manifestations are not due to the

direct physiological effects of a substance (e.g.,

Alcohol Intoxication), a general medical condition

(e.g., Alzheimer’s disease) and not better

accounted for any another mental disorder (e.g.,

manic episode, Antisocial Personality Disorder)

C. The person has acted on these sexual urges, or the

sexual urges or fantasies cause marked distress or

interpersonal difficulty

Pedohebephiliaa A. Over a period of at least 6 months, one or both of the

following, as manifested by fantasies, urges, or

behaviors:

(1) recurrent and intense sexual arousal from

prepubescent or pubescent children

(2) equal or greater arousal from such children than

from physically mature individuals

B. One or more of the following signs or symptoms:

(1) the person is distressed or impaired by sexual

attraction to children

(2) the person has sought sexual stimulation, on

separate occasions, from either of the following:

(a) two or more different children, if both are

prepubescent

(b) three or more different children, if one or more are

pubescent

(3) use of child pornography in preference to adult

pornography, for a period of 6 months or longer

A. Over a period of at least 6 months, one or both of the

following, as manifested by fantasies, urges, or

behaviors:

(1) recurrent and intense sexual arousal from

prepubescent children

(2) equal or greater arousal from such children than

from physically mature individuals

B. The behavioral manifestations are not due to the

direct physiological effects of a substance (e.g.,

Alcohol Intoxication), a general medical condition

(e.g., Alzheimer’s disease) and not better

accounted for any another mental disorder (e.g.,

manic episode, Antisocial Personality Disorder)

C. The person has acted on these sexual urges, or the

sexual urges or fantasies cause marked distress or

interpersonal difficulty

Sexual Sadism A. Over a period of at least 6 months, recurrent and

intense sexual fantasies, sexual urges, or sexual

behaviors involving the physical or psychological

suffering of another person

B. The person is distressed or impaired by these

attractions or has sought sexual stimulation from

behaviors involving the physical or psychological

suffering of two or more nonconsenting persons on

separate occasions

A. Over a period of at least 6 months, recurrent and

intense sexual arousal from the physical or

psychological suffering of another person, as

manifested by fantasies, urges, or behaviors

B. The behavioral manifestations are not due to the

direct physiological effects of a substance (e.g.,

Alcohol Intoxication), a general medical condition

(e.g., Alzheimer’s disease) and not better

accounted for any another mental disorder (e.g.,

manic episode, Antisocial Personality Disorder)
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adding exclusionary criteria) serve to counterbalance this risk

while still accommodating the clinical reality that individuals,

especially in forensic settings, are likely to falsely deny a his-

tory of deviant sexual urges and fantasies.
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Table 1 continued

Paraphilias involving non-

consenting victims

Proposed DSM-5 criteria from www.dsm5.org Revisions proposed to reduce potential for false

positives

C. The person has acted on these sexual urges, or the

sexual urges or fantasies cause marked distress or

interpersonal difficulty

Voyeurism A. Over a period of at least 6 months, recurrent and

intense sexual fantasies, sexual urges, or sexual

behaviors involving the act of observing an

unsuspecting person who is naked, in the process of

disrobing, or engaging in sexual activity.

B. The person is distressed or impaired by these

attractions, or has sought sexual stimulation from

observing three or more unsuspecting persons who

are naked, disrobing, or engaging in sexual activity

on separate occasions.

A. Over a period of at least 6 months, recurrent and

intense sexual arousal from observing an

unsuspecting person who is naked, in the process of

disrobing, or engaging in sexual activity, as

manifested by fantasies, urges, or behaviors.

B. The behavioral manifestations are not due to the

direct physiological effects of a substance (e.g.,

Alcohol Intoxication), a general medical condition

(e.g., Alzheimer’s disease) and not better

accounted for any another mental disorder (e.g.,

manic episode, Antisocial Personality Disorder)

C. The person has acted on these sexual urges, or the

sexual urges or fantasies cause marked distress or

interpersonal difficulty

a I have removed the reference to ‘‘pubescent children’’ from my proposed revision of the criteria as I believe this proposal exacerbates the false

positive problem
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In First’s (2010) Letter to the Editor of this Journal, entitled

‘‘DSM-5 Proposals for Paraphilias: Suggestions for Reducing

False Positives Related to Use of Behavioral Manifestations,’’

he offers several criticisms and suggestions regarding the pro-

posed diagnostic criteria for the paraphilic disorders in the upcom-

ing fifth edition of the American Psychiatric Association’s

Diagnostic and Statistical Manual of Mental Disorders (DSM-

5; American Psychiatric Association, 2010). I am writing in

response to that letter. Although I am (unavoidably) writing as a

member of the Paraphilias Subworkgroup of the DSM-5 Work

Group forSexualand Gender Identity Disorders, which authored

the proposed criteria, I am writing to express my own conclu-

sions and not the considered consensus of the Subworkgroup.

Any errors or omissions in this reply are mine and mine alone.

The single most important point in First’s letter, as I under-

stand it, is this: An uncooperative patient cannot be diagnosed

with a specific paraphilia on the sole grounds that he has offended

against x or more victims in a way symptomatic of that para-

philia, because such a practice would produce an excessive

number of false positive diagnoses. First’s view is related to the

notion that behavior is a more fallible indicator of paraphilia

than is self-report. First further asserts that a diagnostic criterion

for uncooperative subjects based on a minimum number of indi-

vidual victims would produce excessive false negatives as well

as false positives, because it neglects the frequency of sex-

ual interactions with a given victim and the time period over

which repeated interactions with that victim occurred.

First, as one would expect, freely acknowledges that a

patient’s self-report may be unreliable in the adversarial con-

text of a forensic evaluation. His response to that situation is

as follows: In the absence of reliable self-report information,

a diagnosis of paraphilia is possible only if two conditions are

met. Firstly, there must be a pattern of paraphilic arousal.

The term pattern is not defined, but it is exemplified by a

large victim count plus an absence of normal sexual behav-

ior. Secondly, other possible causes for the criminal sexual

behavior must be ruled out. He includes a specific suggestion

for the paraphilic disorders’ diagnostic criteria to embody his

second point: In order to reduce the rates of false positive

diagnoses of the various paraphilias, an exclusionary criterion

should be added to the criteria set of each of the paraphilias.

This exclusionary criterion would list the other DSM diag-

noses that should be ruled out as alternative explanations of

the patient’s symptoms.

First writes, in places, as if the unacceptable false positive

rate that would result from diagnosing paraphilias by victim

count were self-evident or already known as fact. In other

places, however, he seems to entertain the possibility of treat-

ing this as an empirical question. Thus, he notes that no

published study has established the minimum number of

similar victims that would justify the diagnosis of a specific

paraphilia in a patient who verbally denies having that par-

aphilia. His further statements on this head spell out not only

the research design but also the precise statistical analysis

that might be used to estimate the specificity and sensitivity

of victim count as a diagnostic indicator of pedohebephilia.

His remarks may be summarized as follows: Receiver oper-

ating characteristic (ROC) curves are typically calculated to

estimate the proportions of false positive and false negative

diagnoses that would result from applying a given threshold

(cutting score) to a diagnostic indicator. An ROC analysis

could be conducted to estimate the specificity and sensitivity
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of victim count as a diagnostic indicator of pedohebephilia,

using a total of three or more child victims as the cutting score,

and treating men who verbally admit to an erotic preference for

children as the gold standard for a diagnosis of pedohebephilia.

In what follows, I will address First’s various comments and

criticisms, beginning with an empirical ROC analysis along the

lines he suggests. Before I begin that, however, I must clear one

historical matter out of the way.

First devotes a substantial proportion of his letter to explain-

ing the vicissitudes of behavior in the diagnostic criteria for the

paraphilias in DSM-IV (American Psychiatric Association, 1994)

and DSM-IV-TR (American Psychiatric Association, 2000).

The prominence of this account might leave the reader with the

impression that the current proposal to use repeated sexual

offenses of the same nature as one basis for diagnosing para-

philic disorders in the DSM-5 is somehow an outgrowth or

consequence of the varying uses of behavior in DSM-IV and

DSM-IV-TR. That is, from my standpoint, not the case at all.

I suggested, in my first report to the Paraphilias Subwork-

group (Blanchard, 2010a), that a patient be diagnosed as pedo-

hebephilic if he has offended against three or more children

under the age of 15, in accordance with a long tradition of

clinical research and practice, whereby men who have com-

mitted sexual crimes of a similar nature against multiple vic-

tims are diagnosed with the corresponding paraphilia, whether

they acknowledge that disorder or not. This tradition might not

be evident in DSM-IV or DSM-IV-TR, but its influence can

clearly be seen in DSM-III (American Psychiatric Association,

1980). The DSM-III diagnostic criteria for Exhibitionism

(302.40), for example, read as follows:‘‘Repetitive acts of expos-

ing the genitals to an unsuspecting stranger for the purpose of

achieving sexual excitement, with no attempt at further sexual

activity with the stranger’’ (p. 272). There are various clinical

research studies in which men are classified into paraphilic

groups on the basis of their known sexual offenses (e.g.,

Blanchard et al., 1999; Cantor et al., 2005; Freund, 1965).

Ad Hoc Analysis: The Specificity of Victim Count

Because First’s central concern is false positive diagnoses of

pedohebephilia, the most important methodological aspect of an

empirical investigation is assembling a gold standard group of

teleiophiles (men with an erotic preference for persons between

the ages of physical maturity and physical decline). This can-

not, in reality, be perfectly achieved. A teleiophilic preference

is the desirable preference, in the clinic, in the courts, and in

general society; and many men will falsify their self-report and

manipulate their phallometric test results,1 if they can, to obtain

that diagnosis.

The closest thing to a gold standard group of teleiophiles

would be a group of men whose known sexual offenses, self-

report, and phallometric test results all indicated teleiophilia. In

that case, however, there would be no diagnostic indicator left

to test; one would have used up all one’s degrees of freedom, so

to speak, by employing all possible indicators for the purpose of

group selection. For the following study, therefore, I selected

a ‘‘silver standard’’ group of teleiophiles on the basis of self-

report and phallometric test results. The primary limitation of

such a silver standard group is that some of the men ‘‘falsely’’

diagnosed as pedohebephilic according to their victim count

might, in fact, have been correctly diagnosed. Thus, the obtained

estimate of specificity should be regarded as a minimum esti-

mate.

Method

Subjects

Between November1995 and October 2009, 3,166 male patients

were administered the same phallometric test for erotic object

(gender and age) preferences at the Kurt Freund Laboratory of

the Centre for Addiction and Mental Health (Toronto, Ontario,

Canada). The sources of the clinical referrals included parole

and probation officers, prisons, defense lawyers, various

institutions (ranging from group homes for mentally retarded

persons to regulatory bodies for health or educational pro-

fessionals), and physicians in private practice. As would be

expected from the preponderance of criminal justice sources,

the majority of patients had one or more sexual offenses

against children, adults, or both. Men who had no involvement

with the criminal justice system and who initiated referrals

through their physicians included patients who were unsure

about their sexual orientation, patients concerned about

hypersexuality or ‘‘sex addiction,’’ patients experiencing dif-

ficulties because of their excessive use of telephone sex lines

or massage parlors, clinically obsessional patients with

intrusive thoughts about unacceptable sexual behavior, and

patients with paraphilic behaviors like masochism, fetishism,

and transvestism. Subsets of these patients have been analyzed

in two previous studies (Blanchard, 2010b; Blanchard et al.,

submitted).

There were 2,725 patients who had given informed consent

for their assessment data to be used for research purposes, and

whose sexual history data were complete and cross-checked at

1 Phallometric testing is a psychophysiological technique for assess-

ing erotic interests in males. In phallometric tests for erotic gender- and

Footnote 1 continued

age-orientation, the individual’s penile blood volume is monitored

while he is presented with a standardized set of laboratory stimuli

depicting male and female children, pubescents, and adults. Increases in

the subject’s penile blood volume (i.e., degrees of penile erection) are

taken as an index of his relative attraction to different classes of persons.
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the time these data were retrieved (Blanchard et al., submit-

ted). Self-report data on sexual attractions were available for

2,715 of these. From this pool, I selected 998 subjects for the

present study, using criteria explained later. The selected men

had a mean age of 34.93 years (SD = 11.98) and a median

education of high school graduation.

Materials and Measures

Sexual History

A standardized form, described in detail by Blanchard et al.

(2009), was used to record the patient’s history of sexual

offenses. Most of that information came from objective docu-

ments thataccompanied his referral (e.g., reports fromprobation

and paroleofficers).Theoffense-historydatawere cross-checked

against, and supplemented by, other information provided by

the patient himself, including the number and nature of any

additional sexual offenses that were admitted by the patient but

for which he was never charged. For the present study, the total

number of different children under the age of 15 with whom the

patienthad interacted sexually was called thevictim count. It did

not matter, for the purpose of computing this variable, if the

child was male or female, consenting or coerced, related or

unrelated to the patient, approached physically (e.g., fondled) or

non-physically (e.g., exposed to), approached once or approa-

ched on multiple occasions.

The recorded sexual offenses included those related to the pos-

session or (rarely) manufacture of child pornography. Detailed

information on the number of images involved was often not

available. This variable was therefore recorded dichotomously,

as present or not present. For purposes of this study, child

pornography was scored as present if the patient had charges of

this nature or if he admitted to the use of child pornography (or

both).

The patient was also asked to rate his sexual attraction to per-

sons in 12 gender–age categories (e.g., females aged 17 years or

older, males aged 17 years or older, females aged 15–16 years,

males aged 15–16 years, and so on) using a five-point scale. The

patient’s information was solicited by the laboratory manager

in a structured sexual history interview, which the manager

conducted the same day he administered the phallometric test.

Phallometric Measurement

The Kurt Freund Laboratory is equipped for volumetric phall-

ometry, that is, the apparatus measures penile blood volume

change rather than penile circumference change. The volumet-

ric method measures penile tumescence more accurately at low

levels of response (Kuban, Barbaree, & Blanchard, 1999). A

photograph and schematic drawing of the volumetric apparatus

are given in Freund, Sedlacek, and Knob (1965). The major

components include a glass cylinder that fits over the penis and

an inflatable cuff that surrounds the base of the penis and iso-

lates the air inside the cylinder from the outside atmosphere. A

rubber tube attached to the cylinder leads to a pressure trans-

ducer, which converts air pressure changes into voltage output

changes. Increases in penile volume compress the air inside the

cylinder and thus produce an output signal from the transducer.

The apparatus is calibrated so that known quantities of volume

displacement in the cylinder correspond to known changes in

transducer voltage output.

The specific test used in this study has been described in

detail by Blanchard, Klassen, Dickey, Kuban, and Blak (2001).

The test stimuli were audiotaped narratives presented through

headphones and accompanied by slides. There were seven cat-

egories of narratives, which described sexual interactions with

prepubescent girls, pubescent girls, adult women, prepubescent

boys, pubescent boys, and adult men, and also solitary, non-

sexual activities (‘‘neutral’’stimuli). All narratives were written

in the second person and present tense and were approximately

100 words long. The narratives depicted fantasy situations in

which sexual interaction with children would be relatively plau-

sible or sexual interaction with adults would be relatively

plausible as well as somatic and social attributes indicating the

physical maturity of the imaginary target. Sample narratives

are given in Blanchard et al. (2007). The narratives describing

heterosexual interactions were recorded with a woman’s voice,

and those describing homosexual interactions, with a man’s.

Neutral stimuli were recorded with both.

Each test trial consisted of one narrative, accompanied by

photographic slides on the three adjacent projection screens,

which simultaneously showed the full-length front view, full-

length rear view, and close-up genital region of a nude model

who corresponded in age and gender to the topic of the narra-

tive. Figure 1 in Blanchard et al. (2007) illustrates the standard

pose used for the full-length front views. Each trial included

three nude models, each presented for 18 s. Therefore, the total

duration of a trial was 54 s, during which the examinee viewed a

total of nine slides, three at a time. Neutral narratives were

similarly accompanied by slides of landscapes.

The full test consisted of four blocks of seven trials, with

each block including one trial of each type in fixed, pseudo-

random order. Although the trial length was fixed, the intertrial

interval was variable, lasting as long as necessary for penile

blood volume to return to baseline. The time required to com-

plete the test was usually about 1 h.

Two kinds of scores, representing the amount of responding

and the direction of responding, were calculated from the raw

phallometric data. The amount of responding was quantified

with a standard measure in the Kurt Freund Laboratory, the

Output Index or OI (Freund, 1967). This is the average of the

three greatest responses to any stimulus category except ‘‘neu-

tral,’’ where penile response is expressed in cubic centimeters

(cc) of blood volume increase from the start of a trial.
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The assessment of response direction in the Kurt Freund Lab-

oratory involves several steps. This process, whose calculations

and rationale have been presented at length by Blanchard,

Klassen, Dickey, Kuban, and Blak (2001), may be briefly explained

as follows. During the stimulus trials, penile blood volume

change is sampled four times per second and recorded as a

curve of blood volume change over time. The examinee’s

response during a given trial is measured in two ways: (1) as

the maximum deflection of the curve (i.e., the greatest depar-

ture from initial value occurring during the 54 s of the trial),

and (2) as the area under the curve. Each examinee’s 28

deflection scores are converted into standard scores, based on

his own deflection data (in other words, they are converted

into ipsative z scores), and the same operation is carried out

on his area scores. Next, for each examinee, the standardized

deflection and standardized area scores are averaged to yield

a separate composite score for each of the 28 trials. Finally,

the data are reduced to seven scores for each examinee by

averaging his four composite scores in each of the seven

stimulus categories. These seven category scores are taken

as measures of the examinee’s relative erotic interest in adult

women, pubescent girls, prepubescent girls, and so on.

Final Gating Criteria and Assignment to Groups

Subjects were considered eligible for this study if their OI’s

were greater than or equal to 2.50 cc. This is slightly higher than

my laboratory’s customary threshold of 1.00 cc for considering

a phallometric test result clinically interpretable (e.g., Blan-

chard et al., 2001), but it is consistent with the higher response

criteria used in most other phallometric laboratories (see review

in Lykins et al., 2010). An increase in penile blood volume of

2.50 cc in the Kurt Freund Laboratory corresponds roughly to

10% of a full erection for the average adult male. I chose the

higher value because recent research has suggested that the

reliability of phallometric diagnosis is significantly related to

the magnitude of the subject’s OI (Lykins et al., 2010).

A subject was selected for the Teleiophilic Group if he met

both of the following criteria: (1) phallometric test results showed

that the higher of his two category scores for adults (adult

women and adult men) was over .25 z score units greater than

the highest of his four category scores for children (prepubescent

girls, pubescent girls, prepubescent boys, and pubescent

boys), and (2) he verbally reported, in his structured sexual his-

tory interview, that his strongest sexual attractions were to

women or men age 17 or older, and that he felt zero sexual

attraction to girls or boys under the age of 15.

Asubjectwas selected for the PedohebephilicGroup if he met

essentially the obverse criteria: (1) the highest of his four cat-

egory scores for children (prepubescent girls, pubescent girls,

prepubescent boys, and pubescent boys) was over .25 z score

units greater than the higher of his two category scores for

adults (adult women and adult men),2 and (2) he verbally

reported that his strongest sexual attractions were not to women

or men age 17 or older, and that he felt more than zero sexual

attraction to girls or boys under the age of 15.

Using these criteria, 817 men were selected for the Telei-

ophilic Group, and 181 men were selected for the Pedohebe-

philic Group.

Results

Table 1 shows, for each group, the number of subjects who

sexually offended against 0, 1, 2, 3, 4, 5, and 6 or more children

under the age of 15 years. This table can be used to estimate the

sensitivity and specificity of victim count as a diagnostic indi-

cator of pedohebephilia, using different numbers of victims as

the cutting score. I will use, as an illustrative example, a cutting

score of three victims: Every man with fewer than three victims

is classified as a teleiophile, and every man with three or more

victims is classified as a pedohebephile. With that cutting score,

the specificity of victim count is (335 ? 289 ? 121)/817 =

91%, and the sensitivity is (25 ? 10 ? 9 ? 53)/181 = 54%.

The trade-off between sensitivity and specificity may be

graphically represented in a receiver operating characteristic

(ROC) curve. Figure 1 shows the ROC curve for the data pre-

sented in Table 1.

One measure of the adequacy of a diagnostic test is the area

under the ROC curve (AUC). There is no universal agreement

on what AUC values indicate a poor, fair, good, or excellent

clinical test—indeed, such labeling depends partly on con-

text—but a value around .70 might be considered‘‘fair,’’and a

value around .80,‘‘good.’’In the present case, the AUC was .72,

95% CI [.67, .77].

There is a problem with the foregoing analysis (apart from

the obvious problem that one or more of the men in the Telei-

ophilic Group who had offenses against children might truly

have been pedohebephiles rather than ‘‘false positives,’’ even

though they claimed an erotic preference for adults and pro-

duced phallometric results consistent with that claim). The

more subtle problem is that the expectation that none of the men

in the Teleiophilic Group should have offenses against children

is not matched by an equal and opposite expectation that all of

the men in the Pedohebephilic Group should have offenses

against children. A man with no criminal charges of any kind

could have ended up in the Pedohebephilic Group because he

came forward and requested clinical help (or because con-

cerned caregivers requested help on his behalf), and a man with

no real-life child victims could have ended up in that group via

criminal charges for child pornography. Such cases would have

2 This rule has been used for the clinical diagnosis of pedohebephilia in

the Kurt Freund Laboratory for over 20 years (see Blanchard et al., 2001).
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the effect of lowering the computed sensitivity and the AUC of

victim count as a diagnostic indicator.

I conducted two further analyses to demonstrate the problem

in regarding the Pedohebephilic Group as a gold standard. Both

analyses used the easily manipulated variable of child por-

nography. In the first analysis, I simply excluded from the

whole sample any man who had been charged with, or admitted

to, the use of child pornography. This reduced the Teleiophilic

Group to 772 subjects, and the Pedohebephilic Group to 106

subjects.

Table 2 shows, for each group, the number of subjects who

sexually offended against different numbers of children under

the age of 15 years. For the same cutting score of three victims,

the sensitivity increased to 66%. The specificity remained vir-

tually unchanged, at 91%.

The manipulation also produced the expected effect on the

ROCcurve (Fig. 2). TheAUCincreased to .79, 95%CI[.73, .85].

My second method for demonstrating the effect of non-

molesting routes into the Pedohebephilic Group was to treat

child pornography (for diagnostic purposes) as the equivalent

of child molestation. Seto, Cantor, and Blanchard (2006) found

that child pornography, treated as a dichotomous variable, had a

diagnostic value equal to real-life offenses against multiple

victims. I therefore created a new variable, the victim equiva-

lency count, by adding two‘‘victims’’ to the total score for any

man who had been charged with, or admitted to, the use of child

pornography. In this analysis, I returned to the use of the full

sample.

Table 3 shows, for each group, the number of subjects with

different scores on the victim equivalency count. I used a cut-

ting score of three victims/victim-equivalents. Remarkably, the

estimates for sensitivity and specificity were almost the same as

those in the previous analysis: 66 and 89%, respectively.

Fig. 1 ROC curve for victim count, computed on all subjects

Table 2 Frequency distribution of victim count, computed on subjects

lacking charges or self-admissions regarding child pornography use

Victim count Group

Teleiophiles Pedohebephiles

n % n %

0 306 39.6 18 17.0

1 280 36.3 13 12.3

2 116 15.0 5 4.7

3 40 5.2 20 18.9

4 14 1.8 7 6.6

5 9 1.2 4 3.8

C6 7 .9 39 36.8

Total 772 100.0 106 100.0

Table 1 Frequency distribution of victim count, computed on all

subjects

Victim count Group

Teleiophiles Pedohebephiles

n % n %

0 335 41.0 43 23.8

1 289 35.4 32 17.7

2 121 14.8 9 5.0

3 42 5.1 25 13.8

4 14 1.7 10 5.5

5 9 1.1 9 5.0

C6 7 .9 53 29.3

Total 817 100.0 181 100.0

Fig. 2 ROC curve for victim count, computed on subjects lacking

charges or self-admissions regarding child pornography use
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The ROC curve was affected somewhat more (Fig.3). The

AUC increased to .83, 95% CI [.80, .87].

Discussion

First’s helpful suggestion that the specificity of victim count—

more specifically, the threshold score of three individual vic-

tims—should be demonstrated rather than assumed is addres-

sed by the foregoing study. The specificity appears to be around

90%. For reasons already explained, this should be regarded as

a minimum estimate of specificity. Although this study was

limited to the diagnosis of pedohebephilia—the disorder for

which I had the greatest quantity and highest quality of data—

there is no obvious reason to assume that a cutting score in the

neighborhood of three victims would produce markedly dif-

ferent false positive rates for other paraphilic disorders.

Responses to First’s Other Major Points

Patterns versus Counts

First lays great emphasis on the notion that the diagnosis of

paraphilia in uncooperative subjects must be based on a pattern

of behaviors rather than a count of behaviors. In fact, he uses the

word pattern 16 times in his letter. One would expect, given the

importance of this concept to him, that he would supply two or

three examples of diagnosable patterns. In fact, he supplies one:

‘‘involvement of a large number of victims over time coupled

with the absence of sexual behavior involving non-paraphilic

arousal stimuli.’’

One would also expect that if First is going to advance only

one example, he would put forward his best one. That makes the

limitations of this example all the more striking. Half of this

‘‘pattern’’ is simply victim count, with the vague term large

substituted for a suggested minimum number of individual

victims. The other half of the‘‘pattern’’ is based on self-report,

whose veracity is precisely the problem with uncooperative

subjects in the first place. This requires some translation to be

seen clearly.

In plain language, the phrase‘‘involvement of a large number

of victims over time coupled with the absence of sexual behav-

ior involving non-paraphilic arousal stimuli’’ means that the

patient has been performing a lot of deviant sexual activities and

no normal sexual activities. If the patient has been performing

some normal sexual activities then he should not, according to

First, be diagnosed as paraphilic.

Now, a man’s total number of normal sexual experiences

(e.g., his total number of consenting adult sexual partners) is not

a matter of public record in the way that his number of known

sexual-offense victims is. The only way a clinician can know

how many normal sexual experiences a man has had is by

asking him. Thus, all an uncooperative patient has to do to avoid

a diagnosis of paraphilia is to claim that he had, during the time

frame in question, a number of normal sexual experiences with

one or more consenting adult sexual partners, and that during all

of them his mind was filled with thoughts of the situation at

hand and not of fantasies that his partners were 11 years old or

that he was strangling them rather than making love to them.

First’s preference for patterns over counts may be based on a

feeling that patterns are in the spirit of the DSM whereas counts

are not. Yet, it is difficult to see how victim counts and symptom

counts are completely different in form or function. Both

approaches recommend a quantitative threshold for making a

categorical decision. The DSM-IV-TR includes various exam-

ples of diagnoses based on a patient’s showing x or more symp-

Table 3 Frequency distribution of victim equivalency count, computed

on all subjects

Victim

equivalency count

Group

Teleiophiles Pedohebephiles

n % n %

0 306 37.5 18 9.9

1 280 34.3 13 7.2

2 145 17.7 30 16.6

3 49 6.0 39 21.5

4 19 2.3 11 6.1

5 11 1.3 9 5.0

6 2 .2 13 7.2

7 1 .1 7 3.9

C8 4 .5 41 22.7

Total 817 100.0 181 100.0

Fig. 3 ROC curve for victim equivalency count (child pornography use

counted as the equivalent of two victims and added to number of real-life

victims), computed on all subjects
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toms. This is especially true of the personality disorders. The

core diagnostic criterion for Antisocial Personality Disorder

(301.7), for example, requires the patient to have manifested

three or more symptoms (p. 706). The sole diagnostic crite-

rion for Borderline Personality Disorder (301.83) requires the

patient to have shown five or more symptoms (p. 710).

Multiple Sexual Offenses Involving the Same Victim

First asserts, as established fact, that diagnosing pedohebephilia

in uncooperative subjects from a minimum number of three vic-

tims would result in‘‘a significant false negative problem.’’This

follows from his premise that ‘‘pedophilia often involves mul-

tiple sexual offenses against one or two child victims who are

known to the perpetrator.’’He cites no research to support this

statement, nor does he attempt to define‘‘often’’as a proportion,

computedon the totalpopulation ofmenassessed forpedohebe-

philia, of those men who offended against only one or two chil-

dren, but on multiple occasions. In my experience, the men who

get the opportunity to molest the same child on multiple occa-

sions tend to be incest offenders, that is, men who have offended

against theirdaughtersor stepdaughters.Theavailableevidence

suggests that father–daughter incest offenders are less likely to

be pedohebephilic than extrafamilial offenders (see original

research and review by Blanchard et al., 2006).

There is a bigger problem, quite apart from the extra uncer-

tainty indiagnosingfather–daughter incestoffenders,withattempt-

ing to diagnose pedohebephilia from the number of sexual inter-

actions rather than the number of sexual victims: There is, to my

knowledge, no published evidence that a man who has offended

against a child on multiple occasions is more likely to be pe-

dohebephilic than a man who has offended against a child on one

occasion. There is therefore no justification for modifying the

proposed criteria in order to diagnose pedohebephilia in unco-

operative subjects on the grounds that they have interacted with a

child on x or more occasions, or for y or more months. There is

certainly no reason to drop the minimum victim criterion in

order to accommodate such plausible but untested potential

diagnostic signs. First himself reminds the reader that‘‘one of the

central requirements of the DSM-5 revision process is for rec-

ommendations to be grounded in empirical evidence.’’

Need for Formal Exclusionary Criteria

Clinicianswhospecialize in theassessmentof sexualoffendersare

quite likely toseepatientswho, inaddition to thesexualcrimes that

prompted the referral, present with mental retardation, anti-

social personality disorder, alcohol or substance abuse, schizo-

phrenia, (occasional) neurological disorders, and a miscellany

of other conditions. The diagnostic question is essentially the same

as in patients who present without obvious psychiatric disor-

ders: Is the patient’s sexual behavior probably the result of a

paraphilia or of something else? The main difference between

this group of patients and others is that the candidates for‘‘some-

thing else’’are more obvious.

First’s comments on this head are quite brief, and it would be

unfair to infer his complete views from them. It is noteworthy,

however, that he does not mention the many cases in which a

genuine paraphilia and some other psychiatric disorder are pres-

ent in the same patient. Thus, he discusses paraphilia and schizo-

phrenia (for example) as competing explanations for some

observed sexual behavior, not as potentially comorbid condi-

tions in which the patient’s paraphilia—not his schizophrenia—

may be the motivating cause of his criminal sexual behavior. In

line with this perspective, he suggests that an exclusionary crite-

rion should be added to all of the paraphilias. This exclusionary

criterion would list the other DSM diagnoses that should be

ruled out as alternative explanations of the patient’s symptoms.

First justifies this recommendation, in part, with an example

inwhichdifferentialdiagnosis involvesdisorderswith relatively

confusable symptoms (specific phobia versus OCD, PTSD, or

separation anxiety disorder). It is worth noting that such models

do not put the problem of diagnosing paraphilia in people with

mental disorders in the most natural context: The symptoms of

schizophrenia are not similar to the symptoms of exhibitionism,

and the symptoms of mental retardation are not similar to the

symptoms of pedohebephilia. Whether because he draws on

such models or for some other reason, First’s recommendations

for the assessment of uncooperative patients emphasize differ-

ential diagnoses and ignore comorbid diagnoses, and he accord-

ingly stresses that clinicians assessing an uncooperative patient

must rule out other possible causes for sexual offending before

making a diagnosis of paraphilia.

That is not my view at all. I think that the presence or absence

of a paraphilia must, as much as possible, be investigated inde-

pendently of any other, obvious psychiatric problem. That fol-

lows from my experience that paraphilias can be, and some-

times are, comorbid with other DSM conditions. One cannot

assume that a schizophrenic patient who exposed himself to a

strange woman did so because he has schizophrenia; he might

have exhibitionism as well as schizophrenia. One certainly can-

not assume that a mentally retarded patient who molested a child

did so because he has mental retardation; there is evidence sug-

gesting significant comorbidity of pedohebephilia and mental

retardation (e.g., Blanchard et al., 1999; Rice, Harris, Lang, &

Chaplin, 2008). In my opinion, adding a boilerplate exclusion-

ary criterion to each of the paraphilia criterion sets is likely to do

more harm than good, in that it would steer clinicians away

from the possibility of comorbid diagnoses.

Conclusion

I stressed the importance of avoiding false positive diagnoses in

my first report to the Paraphilias Subworkgroup (Blanchard,
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2010a), and I explicitly suggested biasing diagnostic criteria

toward making false negative diagnoses rather than false positive

diagnoses. I have even been criticized for this (O’Donohue,

2010). I therefore believe that First and I are on the same side

of this fundamental issue. I also believe, however, that his con-

cerns about false positive diagnoses of paraphilia are exagger-

ated or misplaced, and that the changes he suggests for the pro-

posed DSM-5 diagnostic criteria for the paraphilias are unnec-

essary or even undesirable.
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In early 2010, the American Psychiatric Association (APA)

announced proposed revisions to psychiatric diagnoses for

the forthcoming fifth edition of the Diagnostic and Statistical

ManualofMentalDisorders(DSM-5). These revisions included

proposed changes to Gender Identity Disorder (GID) diag-

noses in adolescents and adults (APA, 2010c), as recom-

mended by the APA’s GID Subworkgroup. The Subwork-

group members laid the groundwork for their recommenda-

tions in articles published in Archives of Sexual Behavior

(Cohen-Kettenis & Pfäfflin, 2010; Drescher, 2010a; Meyer-

Bahlburg, 2010a; Zucker, 2010). The most important elements

of the proposed revisions to GID diagnoses for adolescents and

adults are:

1. GIDs are conceptualized as reflecting a ‘‘marked incon-

gruence between one’s experienced/expressed gender and

assigned gender’’ (APA, 2010c, Proposed Revision sec-

tion), leading to the recommendation that the name Gen-

der Incongruence (GI) replace GID.

2. The clinical indicators for GID/GI have been revised to

reflect empirical evidence, and the proposed number of

indicators required for diagnosis has been specified.

3. The presence of clinically significant distress or impair-

ment is no longer required for the diagnosis of GID/GI

but is proposed to be evaluated‘‘separately and indepen-

dently’’ (APA, 2010c, Rationale section, } 9).

4. Persons with a disorder of sex development (DSD) have

become eligible for the diagnosis of GID/GI, and the pres-

ence or absence of a DSD is used to define subtypes.

5. Subtypes based on sexual orientation have been elimi-

nated.

6. The status of the diagnosis of Gender Identity Disorder

Not Otherwise Specified (GIDNOS) is uncertain, raising

the possibility that the diagnosis may not be retained.

I will comment on these elements of the proposed revisions

and will then offer alternative diagnostic criteria for the diag-

noses of GID/GI and GIDNOS.

Revised Conceptualization of GIDs and Proposed

Name Change

The proposed revisions conceptualize the defining feature of

GIDs as‘‘marked incongruence between one’s experienced/

expressed gender and assigned gender’’ (APA, 2010c, Pro-

posed Revision section), leading to the recommendation that

the disorder be renamed Gender Incongruence (GI). The DSM-

IV (APA, 1994) and DSM-IV-TR (APA, 2000), in contrast,

conceptualized the defining features of GID as ‘‘strong and

persistent cross-gender identification’’ and ‘‘persistent dis-

comfort with [one’s] sex or sense of inappropriateness in the

gender role of that sex’’(APA, 2000, p. 581). The newly pro-

posed conceptualization is, in effect, a reversion to that of the

DSM-III-R (APA, 1987), which described GIDs as reflecting

‘‘an incongruence between assigned sex (i.e., the sex that is

recorded on the birth certificate) and gender identity’’(p. 71),

but with the term gender identity now replaced by expe-

rienced/expressed gender and assigned sex replaced by

assigned gender. I will discuss the following points:
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a. The term experienced/expressed gender is synonymous

with gender identity, and the latter term is preferable,

based on familiarity and clarity.

b. Except in some persons with a DSD, the incongruence in

question is between gender identity and biologic sex, and

this formulation is preferable, based on familiarity and

clarity.

c. Two supposed benefits of the proposed new conceptu-

alization are inclusion of persons with a DSD and pro-

vision of an ‘‘exit clause’’ for the diagnosis, but neither

result would be desirable, and there would be a better

way to accomplish the latter if it were desirable.

d. TheproposednameGenderIncongruenceismerelyaeuphe-

mism for GID (except, perhaps, in persons with a DSD), and

the latternameispreferable,basedoncontinuity, familiarity,

and clarity.

e. The phenomenon described by the proposed clinical indi-

cators corresponds closely to the concept of gender dys-

phoria, suggesting that Gender Dysphoric Disorder could

be an acceptable alternative name.

Experienced/Expressed Gender is Synonymous

with Gender Identity

In an explanatory statement, the Subworkgroup defined expe-

rienced/expressed gender as‘‘what identity [emphasis added]

one experiences and/or expresses’’(APA, 2010c, Rationale sec-

tion,}2). Moreover, in the Subworkgroup’s document Dimen-

sional Assessment for Gender Identity Disorder (Gender Incon-

gruence) for Adolescents and Adults (APA, 2010c, Severity

section), in which the proposed clinical indicators for GI (see

Table 1) are operationalized as questionnaire items, the term

gender identity replaces experienced/expressed gender in the

items corresponding to indicators A1 and A2. The Subwork-

group members apparently concluded that gender identity is

not only synonymous with experienced/expressed gender but

is better understood by patients; I believe they were correct in

their conclusion. Gender identity is a widely recognized and

generally well understood term; there is little justification for

replacing it with a newly invented synonym.

The Incongruence in Question is Between Gender

Identity and Biologic Sex

Except in persons with a DSD, in whom biologic sex may

be ambiguous, the incongruence in question is between gen-

der identity and biologic sex (reflected in assigned sex), not

between gender identity and assigned gender, as the proposed

language states. The Subworkgroup’s own explanation con-

cedes as much:‘‘The term ‘sex’ has been replaced by assigned

‘gender’ in order to make the criteria applicable to individuals

with a DSD’’ (APA, 2010c, Rationale section, } 4). It is also

notable that most of the proposed clinical indicators (see

Table 1) reference sex, not gender. Indicators A1–A3 explic-

itly refer to dysphoria in relation to biologic sex character-

istics, and a reference to biologic sex is also implied, if not

explicitly stated, in indicators A4, A5, and perhaps A6. In any

case, gender is not what is assigned at birth: Sex is assigned—

or, more accurately, recognized—at birth, usually based on

the morphology of the external genitalia. Birth certificates

specify one’s sex, not one’s gender. If persons with a DSD

were excluded from the diagnosis of GID/GI—a desirable

outcome, as I will argue later in this Letter—then there could

be no reasonable objection to framing the incongruence in

relation to biologic sex, a formulation that is preferable on the

basis of familiarity and clarity.

Framing the incongruence in relation to biologic sex would

also prevent the diagnosis of GID/GI being given yet again

to ‘‘transitioned individuals who have regrets’’ (APA, 2010c,

Rationale section, } 4), a possibility that the Subworkgroup

members apparently consider desirable but that I regard as

bizarre and confusing. In my opinion, it would make little sense

to diagnose individuals with a mental disorder for wanting to

live as members of their natal sex.

Two Supposed Benefits of the Proposed

Conceptualization are not Desirable

The Subworkgroup has offered two rationales for conceptualiz-

ing GID/GI as an incongruence between experienced/expressed

gender and assigned gender: to ‘‘make the criteria applicable to

individualswithaDSD’’(APA,2010c,Rationalesection,}4)and

to provide an ‘‘exit clause’’ from the diagnosis, allowing ‘‘indi-

viduals who have successfully transitioned to ‘lose’ the diag-

nosis after satisfactory treatment’’ (APA, 2010c, Rationale

section, } 4).

I will argue later in this Letter that it would be inadvisable

to allow persons with a DSD to be eligible for the diagnosis

of GID/GI. It would also be undesirable to provide an auto-

matic‘‘exit clause’’from the diagnosis of GID/GI, simply on

the basis of having undergone nominal gender reassignment.

Individuals should‘‘lose’’the diagnosis–to the extent that any

psychiatric diagnosis can be lost—only if they no longer expe-

rience clinically significant gender dysphoria. The proposed

diagnostic criteria for GI, however, seemingly would automat-

ically render the diagnosis inapplicable following a sought-

after change in assigned gender, because the newly assigned

gender would no longer be incongruent with the patient’s expe-

rienced/expressed gender. Consider a gender dysphoric adult

male who for medical or financial reasons was temporarily or

permanently unable to undergo cross-sex hormone therapy or

vaginoplasty. If this person nevertheless underwent a change

in assigned gender (say, as a result of living in the desired

gender role and achieving legal recognition as a member of

the desired sex), her newly assigned gender would no longer
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be incongruent with her experienced/expressed gender, and

she seemingly could no longer be diagnosed with GI, even if

she were still severely gender dysphoric, due to a disparity

between her gender identity and her primary and secondary

sex characteristics. Surely this would not be a desirable out-

come.

Moreover, to the extent that a formal diagnosis of GID/GI

is necessary to justify access to clinical care, the language of

the proposed criteria implies that this justification would auto-

matically disappear once nominal gender (or sex) reassignment

had occurred. Gender dysphoric patients may remain gender

dysphoric and may require transition-related care for months or

years after nominal gender (sex) reassignment has occurred;

automatic loss of the diagnosis could jeopardize access to ongo-

ing care.

Adding a distress/impairment criterion to the diagnosis—

which would be desirable for other reasons, as I will argue

later in this Letter—would be a more appropriate way to

ensure that individuals who no longer experienced clinically

significant gender dysphoria would not meet full criteria for

the diagnosis and would no longer carry the diagnosis in the

usual, unqualified sense. It is important to recognize, how-

ever, that individuals do not and should not necessarily lose

all connection to a psychiatric diagnosis simply because they

no longer meet full criteria for that diagnosis. The DSM-IV-

TR (APA, 2000) explains that‘‘a DSM-IV diagnosis … is not

typically used to denote previous diagnoses from which the

individual has recovered’’ (p. 1). It goes on to explain, how-

ever, that certain specifiers (i.e., Prior History, In Full Remis-

sion, and In Partial Remission) can be applied to such a

diagnosis when‘‘it may be useful to note a history of the cri-

teria having been met for a disorder even when the individual

is considered to be recovered from it’’ (APA, 2000, p. 1) or

when the disorder is in full or partial remission.

It is hard to imagine a circumstance in which it would not

be useful for a treating clinician to be aware that a patient had

once met criteria for GID/GI. In my clinical experience, the

fact of having once suffered from severe, persistent, clinically

significant gender dysphoria, even decades earlier, remains

psychologically relevant throughout life for almost all per-

sons who have undergone sex reassignment. Therefore, reten-

tion of the diagnosis, accompanied by the specifier In Partial

Remission, In Full Remission, or Prior History, would almost

always be appropriate.

Gender Incongruence is Merely a Euphemism for GID

The members of the GID Subworkgroup apparently consider

GI to be a genuine mental disorder: One Subworkgroup mem-

ber has stated on an electronic mailing list that‘‘no one [in the

Subworkgroup] to my knowledge has recommended moving

GI to a V-code’’(Drescher, 2010b)—that is, classifying GI as

a nondisorder ‘‘Condition That May Be a Focus of Clinical

Attention’’(APA, 2000, p. 739). If GI is indeed considered to

be a mental disorder, how is the disorder conceptualized? As

I have argued above, the proposed language conceptualizes

the disorder as an incongruence between gender identity and

biologic sex. In the absence of a DSD, there is no persuasive

evidence that biologic sex is disordered in persons who experi-

ence this type of incongruence. Consequently, the disorder

reflects disordered gender identity, which is incongruent with

nondisordered biologic sex. GI, therefore, is merely a euphe-

mism for GID.

There are good reasons to employ the more explicit term.

Using the term GID would maintain continuity with current

clinical usage, with previous editions of the DSM (in which

all severe manifestations of gender dysphoria have been con-

sidered GIDs, even if they have received other specific names,

such as Transsexualism), and with the ICD-10 (World Health

Organization, 1992), in which Disorders of Gender Identity is

likewise a superordinate category. The term GID is familiar to

and widely understood by both professionals and laypersons.

It is also clear: It specifies precisely what is disordered. The

term GI, in contrast, is vague—perhaps intentionally so–con-

cerning what, if anything, is disordered.

The Described Phenomenon is Gender Dysphoria,

Which Suggests Another Possible Name

I have argued that the phenomenon described by the proposed

clinical indicators is a disorder ofgender identityand that there

are good reasons to state this explicitly. Such a conceptuali-

zation is unacceptable to some transgender activists, however,

and the Subworkgroup members understandably would pre-

fer a conceptualization that these activists would find more

Table 1 GID Subworkgroup’s proposed clinical indicators for gender

incongruence

A1 A marked incongruence between one’s experienced/expressed

gender and primary and/or secondary sex characteristics

(or, in young adolescents, the anticipated secondary sex

characteristics)

A2 A strong desire to be rid of one’s primary and/or secondary sex

characteristics because of a marked incongruence with one’s

experienced/expressed gender (or, in young adolescents, a desire

to prevent the development of the anticipated secondary sex

characteristics)

A3 A strong desire for the primary and/or secondary sex characteristics

of the other gender

A4 A strong desire to be of the other gender (or some alternative gender

different from one’s assigned gender)

A5 A strong desire to be treated as the other gender (or some alternative

gender different from one’s assigned gender)

A6 A strong conviction that one has the typical feelings and reactions

of the other gender (or some alternative gender different from

one’s assigned gender)

Note: Fulfillment of two or more indicators is required for diagnosis

From APA (2010c, Proposed Revision section)
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acceptable. Because the phenomenon described by indicators

A1–A6 corresponds closely to the concept of gender dysphoria,

Gender Dysphoric Disorder might be another appropriate name

for the disorder. Subworkgroup members Cohen-Kettenis and

Pfäfflin (2010) also arrived at this conclusion.

The Glossary section of the DSM-IV-TR defines gender

dysphoria as‘‘a persistent aversion toward some or all of those

physical characteristics or social roles that connote one’s own

biological sex’’(APA, 2000, p.823). Yet another definitioncan

be derived from Criterion B of the DSM-IV-TR diagnosis of

GID:‘‘persistent discomfort with [one’s] sex or sense of inap-

propriateness in the gender role of that sex’’ (APA, 2000,

p. 581). Both of these definitions capture the spirit and most of

the letter of indicators A1–A6. Thus, the opening text of Cri-

terion A for Gender Dysphoric Disorder might read like this:

‘‘A strong feeling of discomfort with one’s sex or the gender

role associated with one’s sex, of at least 6 months duration, as

manifested by two or more of the following indicators’’ (see

Table 2).

The name Gender Dysphoric Disorder probably would not

satisfy all transgender activists: Many would resist having

their condition described as a disorder, albeit this would be

true whether the word disorder appeared in the condition’s

name or not. A particular complaint of some activists, how-

ever, is that the name GID implies that their identities them-

selves are disordered; employing an alternative name would

avoid emphasizing this unpleasant reality and might circum-

vent some complaints. Gender Incongruence would be one

such alternative name, but, as I have argued above, it is less

than ideal; Gender Dysphoric Disorder would be a better

alternative.

Another advantage of using the name Gender Dysphoric

Disorder would be that, if a distress/impairment criterion were

included as an additional diagnostic criterion—as I will rec-

ommend later in this Letter—then persons who met Criterion

A but not the distress/impairment criterion could be ascer-

tained to have genderdysphoria, whereas persons who met full

criteria could be diagnosed with Gender Dysphoric Disorder.

TheDSM-5Paraphilias Subworkgrouprecommended making

a similar distinction between paraphilias and paraphilic dis-

orders (e.g., APA, 2010a, Rationale section, } 1), based on

nonfulfillment versus fulfillment of a distress/impairment cri-

terion.

Revised Clinical Indicators for GID/GI in Adolescents

and Adults

The proposed changes to the clinical indicators for GID/GI

represent significant improvements over the DSM-IV-TR in

many respects. Based on the demonstration by Deogracias

et al. (2007) that GID/gender dysphoria is best conceptual-

ized as a unidimensional construct, the Subworkgroup has

proposed that clinical indicators related to anatomic dys-

phoria (A1–A3; see Table 1) and cross-sex wishes or iden-

tification (A4–A6) be combined into a single, unified set and

that the number of indicators required for diagnosis be explic-

itly specified.

The proposed indicators could be further improved in a few

particulars, however. First, the proposed language for indicator

A1 (see Table 1) does not make it clear whether the incongru-

ence between experienced/expressed gender and primary or

secondary sex characteristics is a sign (something the clinician

observes)ora symptom(something thepatient reports).Assum-

ing the latter is intended, I would suggest inserting the words

feeling of:‘‘a feeling of marked incongruence between one’s

experienced/expressed gender [or gender identity] and pri-

mary and/or secondary sex characteristics.’’

Second, proposed indicators A4–A6 contain parenthetical

explanations that they are applicable to persons who identify

with‘‘some alternative gender different from one’s assigned

gender’’(see Table 1), rather than exclusively to persons who

identify with‘‘the other gender’’(i.e., the other sex). There is

Table 2 Proposed diagnostic criteria for DSM-5 GID diagnoses

Gender Identity Disorder [or Gender Dysphoric Disorder] in

Adolescents or Adults

A. A strong feeling of discomfort with one’s sex or the gender role

associated with one’s sex, of at least 6 months duration, as

manifested by two or more of the following indicators:

1. A strong feeling of incongruence between one’s gender identity and

one’s primary or secondary sex characteristics (or, in young

adolescents, one’s anticipated secondary sex characteristics)

2. A strong desire to be rid of one’s primary or secondary sex

characteristics (or, in young adolescents, a strong desire to prevent

the development of one’s anticipated secondary sex characteristics)

3. A strong desire for the primary or secondary sex characteristics of

the other sex

4. A strong desire to be the other sex

5. A strong desire to be treated as the other sex

6. A strong conviction that one has the typical feelings and reactions of

the other sex.

B. The condition is not concurrent with a physical intersex condition [or
physical disorder of sex development]

C. The condition causes clinically significant distress or impairment in

social, occupational, or other important areas of functioning

Subtypes:

Sexually attracted to males

Sexually attracted to females

Sexually attracted to both

Sexually attracted to neither

Gender Identity Disorder Not Otherwise Specified

This category is included for coding disorders of gender identity that are

not classifiable as a specific Gender Identity Disorder and that cause

clinically significant distress or impairment in social, occupational, or

other important areas of functioning
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no empirical basis, however, for this radical expansion of

the types of gender identity to which these indicators might

apply. The strongest argument for the validity of the clinical

indicators, at least A2–A6, is that they were derived from

items in an empirically validated instrument, the Gender Iden-

tity/Gender Dysphoria Questionnaire for Adolescents and

Adults (GIDYQ; Deogracias et al., 2007). The relevant GID-

YQ items, however, conceptualize gender identity in binary

terms. The Subworkgroup’s report did not state which spe-

cific questionnaire items from the GIDYQ were used to cre-

ate indicators A4–A6, but one can make reasonable guesses,

assuming that items with high factor loadings were selected

(the quoted items and factor loadings are from Deogracias

et al., pp. 374, 377–378): (1) A4 was probably derived from

GIDYQ item 16 (‘‘the wish or desire to be a man’’ [for

females] or‘‘a woman’’[for males]), with factor loading .93;

(2) A5 was probably derived from item 6 (‘‘better for you to

live as a man’’ [for females] or ‘‘as a woman’’ [for males]),

with factor loading .93; (3) A6 was probably derived from

item 10 (‘‘felt more like a man than like a woman’’ [for

females] or‘‘more like a woman than like a man’’[for males]),

with factor loading .96.

These GIDYQ items conceptualize gender identity in bin-

ary terms. By transforming them into indicators that conceptu-

alize gender identity as a‘‘multi-category concept or spectrum’’

(APA, 2010c, Rationale section, } 10), the Subworkgroup has

unnecessarily discarded the presumption of validity. It is also

worth noting that the few items in the GIDYQ that imply

other than a binary gender identity are associated with con-

siderably lower factor loadings, albeit still high in absolute

terms (the quoted items and factor loadings are again from

Deogracias et al., pp. 374, 377–378): (1) Item 25,‘‘thought of

yourself as a ‘transgendered person’’’: factor loading .78; (2)

Item 2,‘‘feeling somewhere in between a woman and a man’’:

factor loading .58; (3) Item 9, ‘‘at times feeling more like a

man and at times feeling more like a woman’’: factor loading

.58; (4) Item 11,‘‘felt that you did not have anything in com-

mon with either men or women’’: factor loading .47.

The Subworkgroup conceded that, because the wording of

the GIDYQ items‘‘is not identical to the wording of the pro-

posed indicators, further validation work will be required

during field trials’’(APA, 2010c, Rationale section, } 1). The

parenthetical additions to indicators A4–A6, however, do not

involve mere changes in wording but changes in the very way

gender identity is conceptualized. This undercuts the other-

wise strong empirical basis of the proposed indicators. Con-

sequently, I recommend that the parenthetical references to

‘‘some alternative gender’’ in indicators A4–A6 be deleted.

Gender dysphoric persons who desire to be‘‘some alternative

gender’’other than male or female undoubtedly do exist (e.g.,

Johnson & Wassersug, 2010) but should be diagnosed with

GIDNOS, not GID/GI; I will discuss this recommendation in

more detail later in this Letter.

Finally, indicators A4–A6 refer to the desire to be, the

desire to be treated as, or the conviction that one has the

feelings and reactions of the other gender. I believe, however,

that the reference should be to the other sex. As noted ear-

lier, the Subworkgroup stated that ‘‘the term ‘sex’ has been

replaced by assigned ‘gender’ in order to make the criteria

applicable to individuals with a DSD’’ (APA, 2010c, Ratio-

nale section, } 4). If persons with a DSD and persons who

desire to be some sex/gender other than male or female were

excluded from the diagnosis, there would be no reason not to

employ the more accurate term, sex. Most severely genderdys-

phoric persons want to assume, insofar as possible, the ana-

tomic status of the other biologic sex (not just the associated

gender role) and be treated by other people as members of the

other biologic sex (not just as persons who have assumed that

gender role).Admittedly, the situation with respect to indicator

A6 is more equivocal—gender is not clearly incorrect—but

sex works equally well or better, and its use would contribute

to consistency of expression.

Absence of a Distress/Impairment Criterion

GID/GI is the only major diagnosis proposed by the DSM-5

Sexual and Gender Identity Disorders Workgroup that does

not incorporate a distress/impairment criterion. The absence of

such a criterion is surprising: Most theoretical examinations of

the concept of mental disorders undertaken in connection with

the DSM-5 revision process (e.g., First & Wakefield, 2010;

Steinetal.,2010;Wakefield&First,2003)haveemphasized the

need to include a distress/impairment criterion to avoid prob-

lems of overdiagnosis. The absence of such a criterion is espe-

cially surprising, given that the Subworkgroup rejects the idea

that a strong desire for sex reassignment necessarily indicates

‘‘inherent distress’’(APA, 2010c, Rationale section, } 9).

I believe the risk of overdiagnosis is significant if a dis-

tress/impairment criterion is not included in the diagnostic

criteria for GID/GI. In recommending that‘‘the GI diagnosis

be given on the basis of the A criterion alone and that distress

and/or impairment … be evaluated separately and indepen-

dently’’ (APA, 2010c, Rationale section, } 9), the Subwork-

group members have declared that it is appropriate to diag-

nose a mental disorder in gender variant people who are not

significantly distressed or impaired by their gender variance.

To the extent that psychiatric diagnoses are inherently stig-

matizing, such a declaration is troubling, even if one believes,

as I do, that some inherent distress, albeit perhaps not always

clinically significant distress, can be assumed for most of the

proposed clinical indicators.

What kinds of persons could be diagnosed with GID/GI on

the basis of indicators A1–A6 alone, despite experiencing

little or no distress or impairment? Probably they would be

persons who fulfilled only indicators A1 and A6, the only
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indicators that do not involve strongly felt, unmet cross-sex

desires. Hypothetically, such persons might strongly identify

with the other sex (and thus feel their identity to be incon-

gruent with their anatomy) and might also believe they had

the typical feelings and reactions of the other sex but might not

feel any strong desire to undergo sex reassignment. Conse-

quently, they might be neither distressed nor impaired by

living as members of their natal sex. Natal females, in whom

substantial sex-atypical expression is often socially tolerated,

might be especially likely to experience little or no distress or

impairment, despite identifying with and believing them-

selves similar to the other sex. I can see no justification for

diagnosing GID/GI in such persons; adding a distress/impair-

ment criterion would prevent this.

As noted earlier, if it were considered desirable to provide

an ‘‘exit clause’’ from the diagnosis of GID/GI, a distress/

impairment criterion would provide a straightforward way of

accomplishing this. It would make better sense intuitively to

lose a diagnosis because one no longer suffered any distress

or impairment than because nominal gender reassignment

had theoretically eliminated the incongruence between gen-

der identity and assigned gender.

Eligibility of Persons with a DSD for the Diagnosis of

GID/GI

The presence of a DSD, formerly called an intersex condition,

was an exclusion criterion for the diagnosis of Transsexual-

ism in the DSM-III (APA, 1980) but not in the DSM-III-R

(APA, 1987). A DSD was reintroduced as an exclusion cri-

terion for the diagnosis of GID in the DSM-IV (APA, 1994)

and continued in the DSM-IV-TR (APA, 2000). The rein-

troduction of a DSD as an exclusion criterion was the result of

an extensive review by the GID Subcommittee of the DSM-

IV Task Force; one of the principal conclusions of this review

was summarized by Meyer-Bahlburg (1994):

Intersex patients with significant gender identity prob-

lems or gender change do differ from nonintersex patients

with GID in prevalence, in age at onset and presentation,

and in the sex ratio, and the evidence available—in spite

of its methodological shortcomings—makes it very likely

that the development of gender problems in intersex

patients is in most cases not directly comparable to GID

as it develops in nonintersex patients. The two forms

of gender identity problems are unlikely to be the same

disorder. (p. 33)

Meyer-Bahlburg recommended that it would be best to

‘‘exempt all intersex patients from the GIDdiagnosis’’(p. 35)—

that is, frombeingdiagnosedwitheitherGIDorGIDNOS—but

this recommendation was not adopted: In the DSM-IV and

DSM-IV-TR, intersex patients were excluded from the diag-

nosis of GID proper but could be diagnosed with GIDNOS.

Fifteen years later,Meyer-Bahlburg (2009) expressed con-

clusions almost identical to his earlier ones:

The differences between GIV [gender identity variants]

in DSD individuals and GIV in non-DSD individuals

with regard to phenomenon, context of presentation, epi-

demiology, etiology, and (pediatric) treatment settings

are so large that, at this stage of our knowledge, identical

diagnostic categories and treatment approaches are not

justified, as has recently also been argued by Mazur, Cols-

man, and Sandberg (2007). (p. 231)

The review articles authored by the Subworkgroup mem-

bers offered no compelling new evidence that these conclusions

should be modified or disregarded: Meyer-Bahlburg (2010a)

expressed no doubts about his previously stated conclusions,

and Zucker (2010) recommended that a physical intersex con-

dition continue to be an exclusion criterion for the diagnosis of

GID in children. As noted by Meyer-Bahlburg (2009), Mazur

et al. (2007) also concluded that, because of the many differ-

ences between GID in persons with and without intersex con-

ditions, ‘‘it would be prudent to consider them as separate

entities when initiating an evaluation’’ (p. 236). Accordingly,

the proposed recommendation to make persons with a DSD

eligible for the diagnosis of GID/GI seems ill-advised.

One could argue that the DSM-IV and DSM-IV-TR already

allowed males with two very different conditions and probably

different etiologies—homosexual and nonhomosexual gender

dysphoria—to receive the same GID diagnosis, distinguishing

the two conditions using subtypes (Lawrence, 2010). The pro-

posal to allow gender dysphoric persons with and without a

DSD to receive the same GID/GI diagnosis and to distinguish

their conditions using subtypes could be seen as merely the

extension of an existing principle. But extending the diagnosis

of GID/GI to persons with a DSD would only unnecessarily

increase variability within a diagnostic category that already

encompasses substantial variability.

The Subworkgroup would have been better advised to fol-

low Meyer-Bahlburg’s (1994) original recommendation and

make persons with a DSD ineligible for any GID/GI diag-

nosis. Gender dysphoric patients with a DSD already have a

medical diagnosis that provides access to treatment, unlike

gender dysphoric persons without a DSD. The stigma asso-

ciated with psychiatric diagnoses is yet another reason for

excluding persons with a DSD from any GID/GI diagnosis, or

at least from the diagnosis of GID/GI proper.

Elimination of Subtypes Based on Sexual Orientation

Beginning in 1980, subtypes based on sexual orientation have

been used in connection with GID diagnoses in every edition
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of the DSM. Subtypes based on sexual orientation offer sub-

stantial descriptive, prognostic, and heuristic value; the Sub-

workgroup’s proposal to eliminate them is ill-advised. In a

review article (Lawrence, 2010), written at the request of the

GID Subworkgroup (Meyer-Bahlburg, 2010b), I observed:

The most widely used and influential typologies for

transsexualism and gender identity disorder (GID) in

adolescents and adults employ either sexual orientation

or age of onset of GID-related symptoms as bases for

categorization…. Typologies based on sexual orien-

tation and age of onset of GID-related symptoms are

roughly comparable in ease and reliability of subtype

assignment. Typologies based on sexual orientation,

however, employ subtypes that are less ambiguous and

better suited to objective confirmation and that offer

more concise, comprehensive clinical description. Typol-

ogies based on sexual orientation are also superior in

their ability to predict treatment-related outcomes and

comorbid psychopathology and to facilitate research.

Commonly expressed objections to typologies based on

sexual orientation are unpersuasive when examined

closely. The DSM should continue to employ subtypes

based on sexual orientation for the diagnosis of GID

in Adolescents or Adults or its successor diagnosis.

(p. 514)

Uncertain Status of the Diagnosis of GIDNOS

The status of the diagnosis of GIDNOS is uncertain: Accord-

ing to the DSM-5 website,‘‘Changes, or lack thereof, are still

under review by the work group’’ (APA, 2010b). This sug-

gests that the diagnosis of GIDNOS might not be retained in

the DSM-5. I believe that the diagnosis should be retained.

There should be a diagnostic category other than GID/GI for

gender dysphoric persons who do not identify as membersof the

other sex, desire to have the primary or secondary sex charac-

teristics of the other sex, or desire to live as members of the other

sex. Too little is known about such persons to confidently place

them in the same diagnostic category as persons who unequiv-

ocally identify with and want to belong to the other sex (i.e.,

transsexuals), a population about which a great deal is known.

Although there have been Internet-based surveys of persons

who claim to identify as neither men nor women, I am not aware

of any systematic studies involving actual clinical patients who

so identify. Absent such studies, I believe it would be premature

to diagnose such patients with GID/GI.

This kind of cautious approach to nosology explains why,

for the last 30 years, the DSM has always provided one or more

alternative GID categories for individuals who cannot confi-

dently be classified with transsexuals for diagnostic purposes:

Atypical Gender Identity Disorder in the DSM-III; Gender

Identity Disorder of Adolescence or Adulthood, Nontranssex-

ual Type and GIDNOS in the DSM-III-R; and GIDNOS in the

DSM-IV and DSM-IV-TR. In my opinion, such an alternative

diagnostic category (i.e., GIDNOS) should also exist in the

DSM-5, and persons with gender dysphoria or gender identity

problems who identify as neither men nor women and wish to

live as neither men nor women should receive a diagnosis of

GIDNOS, not GID/GI.

Proposed Revised Language for GID Diagnoses in the

DSM-5

Table 2displays the alternative diagnostic criteria I propose for

GID diagnoses in the DSM-5, based on the foregoing analysis.
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Abstract Girls and boys differ in their preferences for toys such

as dolls and trucks. These sex differences are present in infants, are

seen innon-humanprimates, and relate, in part, to prenatal andro-

gen exposure. This evidence of inborn influences on sex-typed

toy preferences has led to suggestions that object features, such

as the color or the shape of toys, may be of intrinsically different

interest to males and females. We used a preferential looking

task to examine preferences for different toys, colors, and shapes

in 120 infants, ages 12, 18, or 24 months. Girls looked at dolls sig-

nificantly more than boys did and boys looked at cars significantly

more than girls did, irrespective of color, particularly when bright-

ness was controlled. These outcomes did not vary with age. There

were no significant sex differences in infants’ preferences for dif-

ferent colors or shapes. Instead, both girls and boys preferred red-

dish colors over blue and rounded over angular shapes. These find-

ings augment prior evidence of sex-typed toy preferences in

infants, but suggest that color and shape do not determine these

sex differences. In fact, the direction of influence could be the

opposite. Girls may learn to prefer pink, for instance, because the

toys that they enjoy playing with are often colored pink. Regarding

withinsexdifferences, asopposed todifferencesbetweenboysand

girls, both boys and girls preferred dolls to cars at age 12-months.

The preference of young boys for dolls over cars suggests that

olderboys’avoidanceofdollsmaybeacquired.Similarly, thesex

similarities in infants’ preferences for colors and shapes suggest

thatanysubsequentsexdifferences in thesepreferencesmayarise

from socialization or cognitive gender development rather than

inborn factors.

Keywords Sex � Gender � Infants � Toy preference �
Color preference � Shape preference

Introduction

Children show clear sex-typed toy preferences, with girls show-

ing more interest than boys do in dolls and boys showing more

interest than girls do in vehicles (Alexander & Hines, 1994;

Pasterski et al., 2005; Serbin, Poulin-Dubois, Colburne, Sen, &

Eichstedt, 2001). In addition to these differences between the

sexes, within sex analyses show that boys play more with mas-

culine toys, like vehicles and weapons, than with feminine toys,

like dolls and tea sets. In contrast, although girls play more with

feminine toys than with masculine toys when the feminine toys

are sufficiently interesting (e.g., Hines & Alexander, 2008;

Pasterski et al., 2005), they sometimes show no significant pref-

erence for feminine over masculine toys (e.g., Berenbaum &

Hines, 1992; Servin, Nordenstrom, Larsson, & Bohlin, 2003). The

strong male preference for same-sex toys has sometimes been

described as boys avoiding girls’ toys (Maccoby & Jacklin, 1974).

Sex-typedtoypreferenceshavebeenseenininfants(Alexander,

Wilcox, & Woods, 2009; Campbell, Shirley, Heywood, & Crook,

2000; Serbin et al., 2001; Snow, Jacklin, & Maccoby, 1983),

grow larger as childhood progresses (Golombok & Hines, 2002),

and have been reported into young adulthood (Alexander, 2006).

These sex differences have been documented using an array of

research methodologies, including inventories of children’s toys

at home, observation of children’s toy contact in a playroom,

parental interviews and questionnaires, and visual preferences

and eye-tracking.
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Perspectives on the acquisition of sex-typed play, including

toy preferences, can be categorized broadly into social learning

theories, cognitive theories, and hormonal theories. Social learn-

ing theories posit that children are socialized into different gender

role behaviors, including toy play (Bandura, 1977; Mischel,

1966). Boys are reinforced for engaging with male-typical toys

and girls for engaging with female-typical toys. Opposite sex-

typedbehaviorispunishedornotrewarded,whichleadstoextinc-

tion. Children can also learn which behaviors to adopt by mod-

eling individuals of the same sex as themselves or by complying

with labels identifying behaviors as appropriate for children of

one sex or the other.

From a social learning perspective, infants’ preferences for

sex-typed toys would suggest that the differential treatment of

boys and girls begins at an early age. In support of this view,

Snow et al. (1983) found that fathers of 12-month-old infants

were less likely to give dolls to their sons than to their daughters.

In addition, Caldera and Sciaraffa (1998) observed parents and

their 18- to 23-month-old infants playing with either a doll or a

clown. They found that parents of boys called their sons’ atten-

tion to the clown more than the doll and parents of girls called

their daughters’ attention to the doll more than the clown. Sim-

ilarly, Pomerleau, Bolduc, Malcuit, and Cossette (1990) found

that parents of infants aged 5–25 months created different home

environments for boys and girls. Boys had more sports equip-

ment, tools and vehicles, and girls had more dolls and fictional

characters.Thus, socializationofveryyounginfantsmaybeoccur-

ring not only through parents’ interactions with their sons and

daughters, but also in the way in which they design their infants’

home environments.

Cognitive theories include cognitive developmental theories

(Kohlberg, 1966) and gender schema theories (Bem, 1981;

Martin & Halverson, 1981; Martin, Ruble, & Szkrybalo, 2002).

According to cognitive developmental theories, gender role acqui-

sition involves three stages: gender labeling, gender stability, and

gender constancy. It is at this last stage, where the child under-

stands that gender remains the same across different situations,

that sex-typed preferences were originally thought to emerge.

More recently, researchers have suggested that gender constancy

isnotaprerequisite forgender-typedbehaviorand, indeed,young

children show sex-typed preferences before gender constancy is

attained (Ruble, Martin, & Berenbaum, 2006). Gender schema

theorists posit that children develop gender schemas to organize

and structure gender-related information from their environ-

ment. The process of gender typing is thought to begin once the

child is able to categorize him/herself as belonging to a partic-

ular gender. For cognitive theorists, sex-typed behavior follows

from a child knowing his or her own gender and becoming

aware of the stereotypes that exist in the social environment.

From the hormonal perspective, sex differences arise, in part,

from early hormonal differences between boys and girls (Hines,

2004). In particular, sex differences in the prenatal hormone

environment are thought to produce differences in neural orga-

nization, such that high concentrations of androgens, hormones

typically produced in large amounts by the male fetus, lead to

brainmasculinizationand increasedmale-typicalbehavior.One

approach to understanding the effects of sex hormones has been

to study children with congenital adrenal hyperplasia (CAH), a

genetic condition where the female fetus is exposed to abnor-

mally high concentrations of androgens. These studies have

shown that girls with CAH spend more time playing with mas-

culine toys and less time playing with feminine toys compared

to control group girls (Berenbaum & Hines, 1992; Meyer-

Bahlburg et al., 2004; Nordenstrom, Servin, Bohlin, Larsson,

& Wedell, 2002; Pasterski et al., 2005). The suggestion that this

may result from parents encouraging male-typical toy play in

girls with CAH (Quadagno, Briscoe, & Quadagno, 1977) has not

been supported by research finding that parents encourage fem-

inine toy play, not masculine toy play, more in their daughters

with CAH than in their unaffected daughters (Pasterski et al.,

2005). Normal variability in androgen exposure prenatally also

relates to male-typical childhood behavior (Auyeung et al., 2009;

Hinesetal.,2002), suggestingthat thefindingsforgirlswithCAH

relate to their androgen exposure, not to other aspects of the dis-

order. Sex-typed toy preferences similar to those seen in children

have also been reported in two species of non-human primates,

vervet monkeys and rhesus monkeys (Alexander & Hines, 2002;

Hassett, Siebert, & Wallen, 2008), providing additional evidence

of some innate contribution.

Given the evidence that sex differences in toy preferences

emerge early in life and appear to relate, in part, to hormonal or

other inborn influences, some researchers have begun to ask

what properties of sex-typed toys differentially attract boys and

girls (Alexander & Hines, 2002; Campbell et al., 2000). For

example, are boys attracted to wheels and motion, and girls to

facesand imaginaryrole-play?MollerandSerbin(1996)argued

that toy preferences result from what the toy can do, rather than

from children knowing that a toy is appropriate for their own

gender. Similarly, Alexander (2003) suggested that sex-typed

toy preferences may result from a preference for different object

features, including color, movement, or form.

Sex-typed Toys and Color

Toys for boys and girls tend to differ in many ways. One of the

most obvious is color. Pennell (1994) found that girls’ toys

tended to be colored in pastel shades, especially pink and lav-

ender, and boys’ toys tended to be colored in intense colors,

such as red, blue, and black. These colors are also differentially

preferred by girls and boys. For example, Picariello, Greenberg,

and Pillemer (1990) asked 3- to 7-year-old children to choose

their favorite felt pig from a choice of pigs colored in either
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stereotypically masculine colors (navy blue, brown, maroon) or

stereotypically feminine colors (light pink, bright pink, laven-

der), and found that they were likely to choose a pig in a color

stereotyped as for their own sex. Similarly, Chiu et al. (2006)

asked girls and boys aged 3–12 years to choose their three favor-

ite colors from a color chart, and found that boys preferred blue to

pink/purple, and girls preferred pink/purple to blue. There also

are sex differences in children’s use of color in drawings (Iijima,

Arisaka, Minamoto, & Arai, 2001). Girls use more‘‘warm’’

colors, including pink, than boys, whereas boys use more‘‘cold’’

colors, such as gray and blue, compared to girls. Sex-typed

color preferences appear to persist into adulthood; Hurlbert and

Ling (2007) examined the color preferences of adults using a

forced choice color picking task and found females to prefer

reddish purple and males to prefer blue-green.

Few studies have examined the color preferences of children

below the age of 3 years, and none have looked at sex differences

in infants’ preferences. However, babies as young as 3 months

can see color (Bornstein, 1985; Cohen, DeLoache, & Strauss,

1979; Franklin, Pitchford, Mahony, & Davies, 2006) and both

male and female infants between the ages of 3 and 5 months

appear to like red most and green least (Adams, 1987; Bornstein,

1975). It isnotknown,however, if infantsdisplay sex-typed color

preferences similar to those of older children and adults or, if so,

when these sex differences emerge.

Sex-typed Toys and Shape

In addition to color, sex-typed toys differ in their shape. For

instance, cars and other vehicles tend to be angular, whereas dolls

tend to be rounded. Although research has not examined prefer-

ences for different shaped toys per se, some studies have exam-

ined the content of drawings, finding sex differences in images

produced by adults, as well as children. Franck and Rosen (1949)

found that men tend to ‘‘close off’’ stimuli, to enlarge images

(mainly by extending the image upwards), and to emphasize

sharp or angular lines, while women tend to leave the stimulus

areas‘‘open’’, to elaborate the drawing within the confines of the

presentedlinesandtobluntorroundoffanyangular lines.Among

children, girls are more likely than boys to draw flowers, butter-

flies, the sun, and human motifs, whereas boys are more likely

than girls to draw mobile objects, such as vehicles, trains, aircraft,

and rockets (Iijima et al., 2001).

The present study examined toy preferences, as well as color

and shape preferences, in infants ages 12, 18, and 24 months.

We evaluated the hypotheses that these young children show

preferences for sex-typical toys and colors, for sex-typed toys in

sex-typed colors, and for angular versus rounded shapes. Infants

across a range of ages were studied in anticipation of deter-

mining not only infants’ sex-typed preferences, but also the age

at which any such preferences emerge.

Method

Participants

Parents of infants were contacted through nurseries and mother

and baby groups in London, UK. Infants were recruited into three

age categories: 12 months (for boys: M = 54.51 weeks, SD =

5.20; for girls: M = 53.66 weeks, SD = 4.76), 18 months (for

boys: M = 80.45 weeks, SD = 3.42; for girls, M = 81.26 weeks,

SD = 5.24), and 24 months (for boys: M = 106.58 weeks, SD =

6.36; forgirls,M = 105.85 weeks,SD = 5.28).Eachagecategory

consisted of 20 boys and 20 girls. Most infants (N = 116) par-

ticipated with their mothers; four infants participated with their

fathers. Each parent–infant pair was paid £10 sterling (about $20)

for taking part in the study.

The majority of mothers (72, 60%) and fathers (81, 67.5%)

had a professional occupation, as defined by the modified ver-

sionof theRegistrarGeneralsclassification(OPCSandEmploy-

ment Department Group, 1991) and 94 (78.3%) mothers and

96 (80%) fathers held a university degree. Sixty-six (55%) of

the mothers were not working at the time of study, 13 (10.8%)

worked full-time, and 41 (34.2%) worked part-time. Ninety-

eight (81.7%) infants were Caucasian according to the Com-

mission for Racial Equality classification for ethnicity.

Measures

We used a preferential looking task, whereby two images were

shown simultaneously to the infant in a darkened room. Each

image in each stimulus pair was mounted in a square, colored in

gray (hue = 160, saturation = 0, luminance = 202). The infant’s

face was recorded by videotape and later coded for the length of

time that the infant looked at each image. The stimuli used for the

preferential looking task were chosen to test specific hypotheses,

and these stimuli, and the hypotheses they were chosen to assess,

are described below.

Color Stimuli

Four pairs of stimuli were used to evaluate infants’ preferences

for colors on their own. These stimulus pairs examined the

hypotheses that boys prefer blue and girls prefer pink, as well as

that infants showthesesex-typedcolorpreferenceswhenbright-

ness is controlled. Two pairs of stimuli compared pink (hue =

234, saturation = 235, luminance = 191) and blue (hue = 146,

saturation = 240, luminance = 115). To ensure that the color of

the stimuli matched the shades of pink and blue of existing toys,

two toys (a doll’s dress and a building block) were scanned

directly into the computerand their shadesofpink andblue were

recorded. Because pinkand bluearemadeup ofdifferentbright-

ness (luminance) levels, with pink being brighter than blue, and

because differences in the brightness levels of colors have been
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shown to modify infants’ color preferences (Cohen et al., 1979),

twoadditionalstimuluspairswereused tocontrol forbrightness.

The pink was matched for brightness with the blue to produce red

(hue = 234, saturation = 235, luminance = 115), and the blue

was matched for brightness with the pink to produce pale blue

(hue = 146, saturation = 240, luminance = 191). Thus, there

were four pairings: pink/blue; red/pale blue; pink/pale blue; and

red/blue.

Toy Stimuli

Two sex-typed toys (a doll and a car) provided the toy stimulus

pairings. Simple line drawings of a doll and a car were scanned

into a computer tocreate thestimuli (Fig. 1). To allowassessment

of relationships between toy and color, as well as toy preferences

on their own, the car and the doll were colored in the same four

colors used for the color stimuli (pink, blue, red, pale blue).

The stimuli were paired to examine specific hypotheses. To

test thehypothesis thatboysandgirlsprefer sex-typed toys insex-

typed colors, we compared the doll to the car when colored in sex

congruent colors, i.e., pink doll/blue car. To test the hypothesis

that thepreference for sex-typed toyswould beweakerwhen they

are colored in cross sex-typed colors, we compared the doll to the

car when colored in sex incongruent colors, i.e., blue doll/pink

car. To examine the same hypotheses with brightness controlled,

we paired the doll to the car when colored in sex congruent colors

andsexincongruentcolorscontrollingfor thedifferenceinbright-

ness levels of pink and blue. As all possible color combinations

were included, this resulted in four pairings: two pairings of toys

colored in sex congruent colors (i.e., red doll/blue car and pink

doll/pale blue car) and two parings of toys colored in sex incon-

gruent colors (i.e., red car/blue doll and pale blue doll/pink car).

Wealso testedthehypothesis thatboysandgirlsdiffer in their

preference for the car and doll when both toys were of the same

color or no color, by pairing the doll with the car of the same

color, i.e., pink car/pink doll, blue doll/blue car, and by pairing a

colorless car with a colorless doll. Finally, to test the hypothesis

that boys and girls differ in preferences for the colors pink and

blue, we paired pink to blue with the toy held constant: blue doll/

pink doll and pink car/blue car.

Shape Stimuli

Three pairs of stimuli tested the hypothesis that boys and girls

differ in their preferences for angular shapes versus rounded

shapes: an angular triangle paired with a triangle with rounded

edges (rounded triangle), an angular star paired with a star with

rounded edges (rounded star), and an overlapping square and

rectangle (rectangles)pairedwithanoverlappingcircleandoval

(circles). The shapes were colored in white (Fig. 2.)

Procedure

Procedures were conducted at City University in London. On

arrival, parents and infants were taken into a reception room

where they were informed about the procedure for the study and

parental consent was obtained. They were then taken into the lab-

oratory where parents wereasked to seat their infants in their laps.

In frontof them,atadistanceof2 m,wasa largewhitescreenonto

which the prepared images were projected. Hidden behind the

screen was a stand holding a video camera and speakers. Only the

lens of the video camera, which protruded from a hole cut out of

the screen, was visible from the front of the screen. Parents were

advised not to direct their child to a particular stimulus, either

verballyorphysically.Theywerealsotold that theycouldstopthe

testing procedure at any time by getting up from their seat. The

experimenter sat in the observation room, separated from the lab-

oratory by a one-way mirror.

As in other preferential looking studies (Campbell et al.,

2000; Serbin et al., 2001), two stimuli were presented simulta-

neously, one on either side of the child’s central gaze. The stim-

ulimeasured45 9 45 cmandwere locatedapproximately45 cm

apart when projected onto the screen. The experimenter waited

for the child to have a central gaze before showing each pair of

stimuli. The infant could also be encouraged to look centrally at

the screen by projecting a red spot onto the central point of the

Stimuli used to examine toy preferences

 Blue Car   Pink Car  Pale Blue Car  Red Car   Colorless Car

  Blue Doll  Pink Doll   Pale Blue Doll   Red Doll  Colorless Doll

Fig. 1 Stimuli used to examine

toy preferences

1264 Arch Sex Behav (2010) 39:1261–1273

123



screen (used when the infant was looking in the direction of the

screen) or by playing a sound (used when the infant was looking

awayfromthescreenareaorwasbeingespeciallyfidgety).Gen-

erally, these devices were only required before the first pair of

stimuli were presented.

Thefirst setsofstimuli shownwere thefourpairsofcolorstim-

uli combined with the 11 pairs of toy stimuli. To ensure count-

erbalancing, each pairing was shown twice, with each stimulus

within a pair appearing once on the left and once on the right side

of the child’s gaze. Thus, 30 pairs of stimuli were shown for 5s

each. The shape stimuli were shown after the color and toy stimuli.

The three pairs of shape stimuli were counterbalanced producing

six pairs shownfor5seach. Orderofpresentation was randomized

within each of the two groups of stimuli.

Data Analysis

Coding of the videotapes from the toy, color, and shape pre-

sentations was carried out by playing the tape on a VHS video-

recorderandfreezing the initial image.The frameadvance func-

tion was then used to move the picture frame by frame. Data were

coded directly onto a spreadsheet where it was noted whether the

infant was looking at the left hand image, the right hand image or

neither image during each frame. There were a total of 25 frames

per second. As the images were counterbalanced by showing

each stimulus per pair on each side of the child’s central gaze, the

total looking times for both images of a pair were added together.

This meant that the final score ranged from 0 to 10 s (or 0 to 250

frames).Toassess inter-rater reliability,arandomlyselectedsam-

ple of the videotapes was coded by two scorers. Pearson correla-

tion coefficients for the pairings, calculated using the combined

raw scores for each pair of stimuli, ranged from .80 to .99 with an

average correlation of .95.

Data were lost for some subjects during the preferential looking

task due to infant fussiness. As counterbalancing was achieved by

showing the same pairings twice, some infants saw only one of the

two versions of a pairing. When this happened, the data for that

infant for both versions of that particular pairing were deleted.

During the first session 107 of the 120 infants saw all the pairings.

Fewer infantsparticipated in theshapepreferenceproceduredueto

fussiness, and 90 infants saw all the pairings for the shape prefer-

ence procedure.

Some infants looked longer at the pairings than others. To

adjust for these differences, scores were converted into the pro-

portion of time spent looking at one stimulus over the total

looking timeforbothstimuli.Proportionswere transformedinto

percentage values; thus, an infant looking at a particular stim-

ulus for 50% of the time meant that no preference was shown.

All subsequent analyses were conducted using these percentage

values.

Results

Meanproportionsof timethat infants lookedateachof thecolor,

toy, and shape stimulus pairings broken down by sexand age are

shown in Table 1. Sex and age differences and their interaction

were evaluated using analysis of variance for each of the pair-

ings (See Table 2).

Color Stimuli

No main effects of sex were found for any of the four color pair-

ings. A significant main effect of age was found only for the red/

pale blue pairing, F(2, 101) = 4.94, p\.01 with 12-month-olds

looking significantly longer at red compared to 24-month-olds

(p\.01). There were no significant interaction effects. A com-

posite score was computed to examine sex and age influences on

preferences forpink/redversusblue/palebluecollapsedacrossall

four pairings. There were no significant main effects of sex or age

and no interaction between sex and age.

Toy Stimuli

Five of the 11 pairings designed to test specific hypotheses were

significant, and, contrary to the expectation that sex-typed toys

would be of most interest when of sex-typed colors, findings

suggested that infants preferred looking at sex-typed toys

whether or not they were of sex-typed colors, but only when the

brightness of colors was matched (Table 1). In addition, means,

evenwhennot significant,were in thedirectionconsistentwitha

preference for sex-typed toys, regardless of their color.

Shape Stimuli

No main effects of sex or age and no interactions were found for

any of the three shape pairings comparing rounded shapes to

angular shapes. An overall score, collapsed across all three pair-

ings, also showed no main effects of sex or age and no inter-

action between sex and age.

Stimuli used to examine shape preferences

 Angular Triangle   Squares  Angular Star 

 Rounded triangle Circles   Rounded Star

Fig. 2 Stimuli used to examine shape preferences
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Table 1 The mean proportion (%) of looking time for individual toy, color, and shape pairings by sex and by age

Girls Boys

12 months

M % (SD)

18 months

M % (SD)

24 months

M % (SD)

12 months

M % (SD)

18 months

M % (SD)

24 months

M % (SD)

Color

Pairings comparing pink to blue

Pink 45.8 (15.5) 50.1 (11.2) 46.9 (11.9) 47.6 (14.3) 46.3 (15.2) 52.5 (16.5)

Blue 54.2 (15.5) 49.9 (11.2) 53.1 (11.9) 52.4 (14.3) 53.7 (15.2) 47.5 (16.5)

Red 65.1 (14.2) 59.1 (16.0) 55.8 (16.9) 66.4 (15.2) 59.8 (15.5) 54.5 (12.5)

Pale blue 34.9 (14.2) 40.9 (16.0) 44.2 (16.9) 33.6 (15.2) 40.2 (15.5) 45.5 (12.5)

Pairings comparing pink to blue with brightness controlled

Pink 53.7 (19.3) 46.7 (17.9) 53.7 (11.9) 61.4 (20.2) 49.1 (22.8) 53.1 (15.8)

Pale blue 46.3 (19.3) 53.3 (17.9) 46.3 (11.9) 38.6 (20.2) 50.9 (22.8) 46.9 (15.8)

Red 55.7 (23.5) 54.1 (11.6) 60.0 (17.1) 54.2 (15.2) 58.1 (12.3) 51.2 (11.0)

Blue 44.3 (23.5) 45.9 (11.6) 40.0 (17.1) 45.8 (15.2) 41.9 (12.3) 48.8 (11.0)

Toys

Pairings comparing doll to car of sex-congruent and sex-incongruent colors

Pink doll 55.2 (20.4) 51.0 (17.2) 44.5 (20.1) 49.5 (12.8) 47.0 (20.8) 43.7 (17.3)

Blue car 44.8 (20.4) 49.0 (17.2) 55.5 (20.1) 50.5 (12.8) 53.0 (20.7) 56.3 (17.3)

Blue doll 65.2 (17.7) 54.5 (21.7) 53.4 (16.3) 60.6 (21.2) 45.5 (20.9) 47.8 (17.5)

Pink car 34.8 (17.7) 45.5 (21.7) 46.6 (16.3) 39.4 (21.2) 54.5 (20.9) 52.2 (17.5)

Pairings comparing doll to car of sex-congruent and sex-incongruent colors (brightness controlled)

Red doll 66.3 (14.3) 57.8 (15.6) 61.3 (20.2) 61.9 (15.4) 44.1 (19.6) 47.1 (17.1)

Blue car 33.7 (14.3) 42.2 (15.6) 38.7 (20.2) 38.1 (15.4) 55.9 (19.6) 52.9 (17.1)

Blue doll 52.5 (15.9) 56.5 (11.7) 49.3 (14.8) 53.6 (14.3) 44.5 (20.2) 39.5 (12.7)

Red car 47.5 (15.9) 43.5 (11.7) 50.7 (14.8) 46.4 (14.3) 55.5 (20.2) 60.5 (12.7)

Pink doll 61.6 (18.7) 60.5 (18.9) 55.9 (14.2) 63.9 (16.8) 43.6 (15.2) 49.3 (11.4)

Pale blue car 38.4 (18.7) 39.5 (18.9) 44.1 (14.2) 36.1 (16.8) 56.4 (15.2) 50.7 (11.4)

Pale blue doll 56.7 (15.7) 57.8 (13.9) 54.4 (16.8) 54.7 (24.1) 47.1 (20.2) 43.5 (14.1)

Pink car 43.3 (15.7) 42.2 (13.9) 45.6 (16.8) 45.3 (24.1) 52.9 (20.2) 56.5 (14.1)

Pairings comparing doll to car with color held constant

Pink doll 57.7 (16.5) 54.1 (16.2) 51.1 (21.3) 58.3 (16.7) 53.9 (25.8) 48.8 (13.5)

Pink car 42.3 (16.5) 45.9 (16.2) 48.9 (21.3) 41.7 (16.7) 46.1 (25.8) 51.2 (13.5)

Blue doll 56.3 (23.3) 54.3 (11.8) 55.9 (13.8) 56.9 (13.4) 45.5 (21.7) 48.7 (17.3)

Blue car 43.7 (23.3) 45.7 (11.8) 44.1 (13.8) 43.1 (13.4) 54.5 (21.7) 51.3 (17.3)

Neutral doll 57.3 (14.0) 50.4 (11.3) 50.7 (15.9) 58.8 (17.4) 44.5 (14.9) 45.5 (11.7)

Neutral car 42.7 (14.0) 49.6 (11.3) 49.3 (15.9) 41.2 (17.4) 55.5 (14.9) 54.5 (11.8)

Pairings comparing pink to blue with toy held constant

Pink doll 45.2 (18.8) 56.9 (16.7) 48.6 (9.6) 48.1 (13.5) 41.8 (12.9) 44.0 (9.4)

Blue doll 54.8 (18.8) 43.1 (16.7) 51.4 (9.6) 51.9 (13.5) 58.2 (12.9) 56.0 (9.4)

Pink car 49.9 (17.3) 54.0 (16.5) 50.6 (11.6) 49.4 (18.0) 47.4 (13.5) 46.0 (10.0)

Blue car 50.1 (17.3) 46.0 (16.5) 49.4 (11.6) 50.6 (18.0) 52.6 (13.5) 54.0 (10.0)

1266 Arch Sex Behav (2010) 39:1261–1273

123



Composite Stimuli

Wenextcombinedstimuluspairs toprovidemorereliable,com-

posite estimates of children’s preferences for sex-typed toys and

sex-typed colors. Preferences for sex-typed toys were assessed

by computing infants’ average scores for looking at the doll ver-

sus the car, irrespective of color, across all pairings. Preferences

for sex-typed colors were assessed by computing infants’ aver-

age scores for looking at pink/red versus blue/pale blue, across

all color pairings and, irrespective of the toy, across all toy pair-

ings. Results are summarized in Tables 3 and 4.

The combined analysis of toy type revealed a main effect of

sex. Girls looked longerat the doll than boys did, and boys looked

longer at the car than girls did, F(1, 101) = 7.68, p\.01. There

also was a main effect of age, F(2, 101) = 6.84, p\.01. Infants

looked significantly longer at the doll at 12 months of age than at

either 18 months (p\.01) or 24 months (p\.01), but 18- and 24-

month-olds did not differ. There was no significant interaction

between sex and age. The combined analysis of colorpreferences

across all toys and color pairings showed no significant main

effects of sex or age and no significant interaction.

Using the composite scores, we also looked at within sex pref-

erences for same sex-typed toys over other sex-typed toys (i.e.,

boys’preferences forcarsoverdollsandgirls’preferences fordolls

over cars) in each age group (Fig.3). Girls showed a significant

preference for the doll over the car at ages 12 months, t(18) =

4.99, p\.001, and 18 months, t(16) = 3.40, p\.01, but this dif-

ference, though in the same direction, was not statistically sig-

nificant at 24 months. Boys also showed a significant preference

for the doll over the car at 12 months, t(16) = 3.75, p\.01. At

ages 18 and 24 months, boys no longer showed a preference for

the doll, and, although they looked longer at the car than the doll

at these later ages, their preference for the car was not statisti-

cally significant.

Finally, at the suggestion of a reviewer, we analyzed differ-

ence scores, obtained by subtracting percentage looking time at

the colorless doll and car from percentage looking time at the

same stimuli when colored. These analyses also suggested that

infants did not show sex typed color preferences. There were no

significant main or interaction effects for the composite color

difference scores, and only one main effect and no interactions

for any of the individual pairings.

Infant Preferences Regardless of Sex and Age

Becausenosexoragedifferencesemergedfor thecoloror shape

stimuli, we examined color and shape preferences, irrespective

of sex and age (seeTable 5). For the color stimuli, infants looked

longer at red than blue and longer at red than pale blue. For the

shape stimuli, infants looked longer at circles than squares and

longer at rounded triangles than triangles. For the four color stim-

uli combined, infants looked longer at pink/red than blue/pale

blue, t(112) = 5.67, p\.001. For the three shape stimuli com-

bined, infants looked longer at rounded images than angular

images, t(88) = 5.14, p\.001.

Discussion

Our results found both sex differences and sex similarities in

infants’ toy, color, and shape preferences. We saw the expected

sex differences in toy preferences, with girls showing more inter-

est thanboys indolls, andboysshowingmore interest thangirls in

cars. These results did not interact with age. The differences were

most apparent in stimulus pairingswhen colorswere controlled for

brightness. Contrary to prediction, however, sex-typed toy prefer-

ences were not stronger when toys were of sex-typed colors. In

addition, infantsdid not showthepredictedsexdifferences in color

orshapepreferences. Instead,wesawsexsimilaritiesintheseareas.

Both boys and girls preferred reddish colors to blue colors, and

rounded shapes to angular shapes. There was also an age effect for

interest in the doll. Both boys and girls looked longer at the doll at

age 12months, than at 18 or 24months.

Table 1 The mean proportion (%) of looking time for individual toy, color, and shape pairings by sex and by age

Girls Boys

12 months

M % (SD)

18 months

M % (SD)

24 months

M % (SD)

12 months

M % (SD)

18 months

M % (SD)

24 months

M % (SD)

Shape

Pairings comparing rounded to angular images

Circles 63.5 (22.8) 54.1 (19.1) 58.5 (13.2) 60.3 (29.1) 64.3 (9.9) 58.1 (15.4)

Squares 36.5 (22.8) 45.9 (19.1) 41.5 (13.2) 39.7 (29.1) 35.7 (9.9) 41.9 (15.4)

Rounded star 51.0 (14.9) 52.4 (11.6) 47.6 (10.8) 57.6 (15.4) 49.0 (15.2) 46.3 (19.2)

Angular Star 49.0 (14.9) 47.6 (11.6) 52.4 (10.8) 42.4 (15.4) 51.0 (15.2) 53.7 (19.2)

Rounded triangle 58.5 (17.8) 52.3 (15.4) 53.9 (15.2) 66.8 (18.0) 60.4 (22.9) 51.4 (17.4)

Triangle 41.5 (17.8) 47.7 (15.4) 46.1 (15.2) 33.2 (18.0) 39.6 (22.9) 48.6 (17.4)
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Table 2 Analysis of variance for color, toy, and shape stimuli

Source df F p

Color

Pairings comparing pink to blue

Pink vs. Blue

Sex 1 \1 ns

Age 2 \1 ns

Sex 9 Age 2 1.06 ns

Error 110

Red vs. Pale blue

Sex 1 \1 ns

Age 2 4.94 \.01

Sex 9 Age 2 \1 ns

Error 111

Pairings comparing pink to blue with brightness controlled

Pink vs. Pale blue

Sex 1 \1 ns

Age 2 2.68 .07

Sex 9 Age 2 \1 ns

Error 109

Red vs. Blue

Sex 1 \1 ns

Age 2 \1 ns

Sex 9 Age 2 1.63 ns

Error 111

Toys

Pairings comparing doll to car of sex-congruent and sex-incongruent

colors

Pink doll vs. Blue car

Sex 1 1.05 ns

Age 2 1.90 ns

Sex 9 Age 2 \1 ns

Error 109

Blue doll vs. Pink car

Sex 1 3.15 .08

Age 2 5.50 \.01

Sex 9 Age 2 \1 ns

Error 109

Pairings comparing doll to car of sex-congruent and sex-incongruent

colors (brightness controlled)

Red doll vs. Blue car

Sex 1 11.38 \.01

Age 2 6.23 \.01

Sex 9 Age 2 1.01 ns

Error 111

Blue doll vs. Red car

Sex 1 5.89 .02

Age 2 3.31 .04

Sex 9 Age 2 2.05 ns

Error 110

Table 2 continued

Source df F p

Pink doll vs. Pale blue car

Sex 1 5.75 .02

Age 2 5.44 \.01

Sex 9 Age 2 3.43 .04

Error 110

Pale blue doll vs. Pink car

Sex 1 5.47 .02

Age 2 1.33 ns

Sex 9 Age 2 \1 ns

Error 108

Pairings comparing doll to car with color held constant

Pink doll vs. Pink car

Sex 1 \1 ns

Age 2 1.82 ns

Sex 9 Age 2 \1 ns

Error 112

Blue doll vs. Blue car

Sex 1 2.46 ns

Age 2 1.46 ns

Sex 9 Age 2 \1 ns

Error 109

Neutral doll vs. Neutral car

Sex 1 1.45 ns

Age 2 6.76 \.01

Sex 9 Age 2 \1 ns

Error 111

Pairings comparing pink to blue with toy held constant

Pink doll vs. Blue doll

Sex 1 4.80 .03

Age 2 \1 ns

Sex 9 Age 2 4.17 .02

Error 112

Pink car vs. Blue car

Sex 1 2.01 ns

Age 2 \1 ns

Sex 9 Age 2 \1 ns

Error 110

Shape

Pairings comparing rounded to angular images

Circles vs. Squares

Sex 1 \1 ns

Age 2 \1 ns

Sex 9 Age 2 1.01 ns

Error 85

Rounded star vs. Angular star

Sex 1 \1 ns

Age 2 1.86 ns
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Controlling the brightness of colors was a novel aspect of the

current study and, given that sex differences in toy preferences

were most obvious when brightness was controlled, this could

be a useful design feature for future studies. Controlling bright-

nessmaybeparticularly important instudiessuchasours,which

present images in a darkened room, allowing the brightness of a

color, as well as its hue or other characteristics to influence its

attractiveness.

Our observation that 12- to 24-month-old boys show more

interest than girls do in cars, and that girls of this age show more

interest than boys do in dolls, resemble observations of sex differ-

encesintoypreferencesinolderchildren,andaddtoevidencethat

these sex differences emerge at a very young age. Such early sex

differences could reflect inborn tendencies for girls and boys to

prefer different toys. This interpretation is consistent with find-

ings linking prenatal androgen exposure to toy preferences in

children (Hines, 2004) and with findings of similar sex differences

in toy preferences in non-human primates (Alexander & Hines,

2002; Hassett et al., 2008). Additionally, early socialization

could contribute to sex differences in infants, since they have

already been provided with sex-typed toys (Pomerleau et al.,

1990). Thus, their looking preferences may reflect the type of

toys that they have been exposed to in their environment. This

interpretation would suggest that children learn sex-typed

behaviors at a very young age.

Cognitive developmental processes related to gender are not

likely to explain sex-typed toy preferences in 12- to 24-month-

old infants. At this age, many infants would not have reached

even the first stage of gender acquisition (gender labeling). In

addition, although there is evidence that female infants may dis-

play some understanding of gender by the age of 18 months, this

is apparently not the case for boys (Serbin et al., 2001). Serbin

et al. concluded that the role of gender identity in the acquisition

of gender role learning needs to be re-evaluated, because toy

preferences are found in male infants, even though they do not

appear to be aware of their gender identity. Our findings also argue

for reconsidering the role of cognitive understanding of gender, at

least in the initial phase of children’s acquisition of sex-typed

toy preferences. Cognitive factors may play a role in later years,

however, as sex-typed toy preferences becomeincreasinglyevi-

dent (Golombok et al., 2008).

We did not see sex differences in preferences for pink or

reddish colors over blue, nor did we see sex differences in pref-

erences for angular versus rounded shapes. Therefore, our find-

ings did not support Alexander’s (2003) suggestion that dif-

ferences in color or shape preferences explain sex differences

in toy preferences, at least at this early stage of development.

Indeed, the causal relationships may be the opposite. Sex dif-

ferences in toy preferences may contribute to sex differences in

preferences for colors or shapes. For example, girls may learn to

likepinkbecausemanyof the toys theyplaywitharepink.Alter-

natively, or additionally, they may learn this color preference

throughsocialorcognitivemechanisms. Forexample,girlsmay

learn to prefer pink through modeling older girls who like pink,

or through cultural labeling of pink as for girls. Similar mecha-

nismscouldexplainsexdifferences inshapepreferences. Inaddi-

tion to suggesting that the different colors of sex-typed toys could

drive boys and girls differential interest in them, Alexander

(2003) has suggested that females and males may have evolved

to prefer pink and blue, respectively, a suggestion that has been

reiterated by others (e.g., Hurlbert & Ling, 2007). Our findings

argue against these suggestions as well.

Our observation that boys at 12 months of age, like girls,

prefer the doll to the car is similar to that of Serbin et al. (2001),

who found that children of both sexes prefer to look at dolls over

trucks at 12 months of age. Both findings argue against sugges-

tions that boys’ strong preference for masculine toys or avoid-

ance of feminine toys, such as dolls, is inborn (Hassett et al.,

Table 2 continued

Source df F p

Sex 9 Age 2 \1 ns

Error 87

Rounded triangle vs. Triangle

Sex 1 1.55 ns

Age 2 2.42 .10

Sex 9 Age 2 \1 ns

Error 111

Table 3 The mean proportion (%) of composite scores by sex and by age

Girls Boys

12 months

M % (SD)

18 months

M % (SD)

24 months

M % (SD)

12 months

M % (SD)

18 months

M % (SD)

24 months

M % (SD)

Pairings comparing dolls to cars combined across all stimulus pairs

Doll 57.2 (6.3) 54.6 (5.5) 52.7 (9.3) 56.4 (7.0) 46.8 (12.6) 47.9 (6.5)

Car 42.8 (6.3) 45.4 (5.5) 47.3 (9.3) 43.6 (7.0) 53.2 (12.6) 52.1 (6.5)

Pairings comparing pink/red to blue/pale blue combined across all stimulus pairs

Pink/red 53.5 (3.6) 51.7 (4.3) 51.9 (4.6) 53.3 (4.9) 50.7 (4.0) 52.1 (4.4)

Blue/pale blue 46.5 (3.6) 48.3 (4.3) 48.1 (4.6) 46.7 (4.9) 49.3 (4.0) 47.5 (4.2)
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2008; Williams & Pleil, 2008), and argue instead for the impor-

tance of social learning or cognitive developmental processes in

the development of this particular aspect of sex-typed toy pref-

erences. Consistent with this argument, boys avoidance of femi-

nine toys has been found to increase with age, and to be stronger

when an observer is present (Hartup, Moore, & Sager, 1963).

Boys also receive stronger reinforcement than girls do to avoid

cross sex toy play (Fagot, 1977; Lytton & Romney, 1991;

Pasterski et al., 2005), and they are more likely than girls are to

imitate the behavior of same sex models (Perry & Bussey, 1979).

Thus, reinforcement and modeling could play an important role in

boys’ eventual strong preference for masculine toys or avoidance

of feminine toys.

Instead of providing evidence of sex differences in infants’

visual preference for pink and blue, our findings suggest that

infantsprefer red, irrespectiveof their sex.Other studiesalsohave

reported that infants fromasyoungas2 monthsofage looklonger

at red than at other colors (Adams, 1987; Bornstein, 1975;

Franklin et al., 2006). Similarly, both girls and boys, ages 2.5–

5 years, have been found to indicate that their favorite colors are

red and pink (Zentner, 2001). The absence of sex differences in

infants’ and young children’s color preferences, coupled with find-

ings thatolderchildrendisplaysex-typedcolorchoices (Chiuetal.,

2006; Picariello et al., 1990), suggests that children learn these

preferences. The timing of the emergence of sex-typed color

preference (after age two, or maybe even five, years) is also

Table 4 Analysis of variance

for composite scores
Source df F p

Pairings comparing dolls to cars combined across all stimulus pairs

Dolls vs. Cars

Sex 1 7.68 \.01

Age 2 6.84 \.01

Sex 9 Age 2 1.57 ns

Error 101

Pairings comparing pink/red to blue/pale blue combined across all stimulus pairs

Pink/red vs. Blue/pale blue

Sex 1 \1 ns

Age 2 2.31 .11

Sex 9 Age 2 \1 ns

Error 101

male female

child sex

12 months 18 months 24 months

Age

10.00

20.00

30.00

40.00

50.00

60.00

70.00

%

Fig. 3 Infants overall looking times at the doll when shown with the car

(collapsed across all pairings) by sex and age

Table 5 Mean proportion (%) of time spent looking at stimuli for all

infants irrespective of sex and age for color and shape stimuli

Stimuli pairings N % SD t p

Color

Pairings comparing pink to blue

Blue 116 51.85 14.14 1.41 ns

Pink 48.15 14.14

Red 117 60.15 15.39 7.14 \.001

Pale blue 39.84 15.39

Pairings comparing pink to blue with brightness controlled

Red 117 55.59 15.72 3.85 \.001

Blue 44.41 15.72

Pink 52.97 18.52 1.72 ns

Pale blue 115 47.03 18.52

Shape

Pairings comparing rounded to angular images

Circles 91 59.63 19.29 4.76 \.001

Squares 40.38 19.29

Rounded star 93 50.84 14.64 \1 ns

Angular star 49.15 14.64

Rounded triangle 93 57.44 18.24 3.93 \.001

Triangle 42.57 18.24
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consistent with cognitive developmental perspectives, which

suggest that sex differences in children’s behavior emerge as

children develop a cognitive understanding of their gender and

its stability and constancy, a process that continues after the age

of two until as late as age seven years or older (Ruble et al.,

2007).

Our results also suggest sex similarity rather than difference

in infants’ shape preferences; irrespective of sex, infants looked

longer at rounded shapes (circles, rounded triangles) than at

angular shapes (squares, triangles). The preference for rounded

over angular shapes could relate to the emotional responses that

different shapes elicit. A study asking college students to rate

their emotional response to stimuli consisting ofeither an ellipse

or a straight line found that roundedness conveyed warmth and

acute angles conveyed threat (Aronoff, Woike, & Hyman,

1992). Bar and Neta (2006) showed adults a series of stimuli

consisting of sharp angled images or curved images, and found

that they liked the curved objects and disliked the sharp objects.

Itwassuggested that sharpanglesconveyasenseof threatwhich

results in a negative bias. It also has been suggested that the

visual properties of angularity could reflect the facial attributes

of an angry face and roundedness could reflect the facial attri-

butes of a happy face (Aronoff, Barclay, & Stevenson, 1988).

Further studies could examine if these associations that have

been found in adults are also seen in children.

The question of male and female shape preferences in general

also would benefit from additional research. As noted above,

Iijima et al. (2001) reported that boys tend to draw angular shapes

and girls tend to draw rounded shapes, and Franck and Rosen

(1949) reported similar findings for the drawings of adults, with

men tending to sharp, angular lines and women to rounded lines.

Both thesestudies looked at shapes thatpeopledrawand notwhat

they prefer if given a choice, however. Studies involving choice

have not produced clear sex differences for shape preferences.

For instance, Munroe, Munroe, and Lansky (1976) presented

children with two containers holding either spherical or cubed

sweets, and found that although both sexes chose the spherical

sweets more than the cubed sweets, this preference was only

significant for girls.

In addition to seeing unexpected sex similarities in the color

and shape preferences of infants, we saw an unpredicted effect of

age. Regardless of sex, infants looked longer at the doll at age

12 months than at later ages. The interest of 12-month-old infants

of both sexes in dolls was also noted by Serbin et al. (2001), who

suggested that it might relate to infants’ interest in faces (Morton

&Johnson, 1991). If so, our results suggest that this interest is

more pronounced in younger infants than in older infants.

The preferential looking paradigm is a widely used method

for assessing the preferences of pre-verbal infants. However, it

assumes that infants will look longer at images that they prefer.

Future studies using observational methods could see if similar

sex differences to those we report using preferential looking are

found for play with actual toys, colors and shapes. Also, it could

be argued that larger samples might have produced evidence

of sex differences in color or shape preferences. However, our

study used a large number of infants than other studies of this

type (n = 30 in Alexander et al., 2009, n = 60 in Campbell et al.,

2000, and n = 77 in Serbin et al., 2001), and provided 83% and

76% power to detect moderate-sized or larger sex differences in

color and shape preferences, respectively. Effect sizes also sug-

gest that if any sex differences exist in these areas, they are small

to negligible, and, for shape, in the direction opposite to that pre-

dicted (d = 0.06 for color preferences, and d = -34 for shape

preferences). Finally, although we suggest that the absence of

certain sex differences (e.g., sex-typed color preferences) in 12-

to 24-month-old infants argues that inborn factors do not play a

role in their emergence, we can not rule out the possibility that

inborn factors, such as prenatal androgen exposure, contribute

tosexdifferences thatappearonly later in life.Although it seems

morelikelythatsocializationorcognitivedevelopmentalprocesses

are the primary cause of differences that are present only in older

children, additional research, looking, for example, at color pref-

erences in individuals exposed to high levels of androgens prena-

tally or in non-human primates, could help resolve this issue.

The current study adds to growing evidence that infants young-

er than 2 years of age display sex-typed toy preferences, with boys

showing more interest than girls do in cars, and girls showing

more interest thanboysdoindolls.Withinsexanalysesfoundthat

the female preference for dolls over cars begins as early as 12

months of age, whereas boys of this age also prefer dolls to cars.

The male preference for cars over dolls, or avoidance of dolls,

emerges later, suggesting that socialization or cognitive devel-

opment, rather than inborn factors, causes the male avoidance of

feminine toys. Similarly the lack of sex differences in color or

shape preferences in infants suggests that sex differences in these

areas emerge later, perhaps also under the influence of sociali-

zationorcognitivedevelopmentalprocesses. Inadditiontoseeing

sex differences in infants, we also observed sex similarities.

Infants of both sexes preferred reddish colors to blue and rounded

shapes to angular shapes. One implication of our findings is that

sexdifferences in toypreferences in infancyarenotdrivenbysex-

linked preferences for different colors or shapes, since sex dif-

ferences in these areasare notyetpresent. Instead, thedirection of

influencecouldbe theopposite.Girlsmay learn to preferpink, for

instance, because the toys that they enjoy playing with are often

colored pink. Finally, our results suggest that different types of

factors influence different aspects of children’s sex-typed pref-

erences. Inborn factors, such as the prenatal testosterone surge in

male fetuses, may be particularly important for boys’ greater

interest than girls in vehicles and girls’ greater interest than boys in

dolls. In contrast, sex-typed color and shape preferences, and the

male avoidance of girls’ toys, which appear to emerge later in life,

may depend more extensively on sex-related differences in

socialization or cognitive developmental processes.
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Abstract Sexually attractive stimuli are watched longer than

unattractive stimuli. The processes underlying this robust and

reliable viewing time effect are presently not well understood.

In the present research comprising four experiments (total

N = 250), four classes of potential explanations are proposed

and the derived implications were experimentally tested.

Contrary to explanations based on either deliberate delay or

attentional adhesion to sexually attractive stimuli, prolonged

response latencies were also found under restricted task con-

ditions. Sexually preferred targets elicited longer response

latencies in a self-paced evaluation task when stimulus pictures

were presented for 750 ms (Experiment 1) or for 500 ms and

followed by a pattern mask (Experiment 2). Prolonged laten-

cies for sexually preferred targets were also observed when

sexual attractiveness was rated in a speeded binary decision

task with a response window of 1000 ms (Experiment 3).

Eventually, it was shown that the response latency effect in the

speeded binary choice task was still preserved when only the

heads of target individuals were presented instead of the bodies

(Experiment 4). Mate identification and schematic processes

are discussed as the remaining plausible mechanisms for pro-

longed response latencies for sexually attractive targets under

restricted conditions.

Keywords Viewing time � Sexual preference � Sexual

interest � Visual reaction times � Indirect measures

Introduction

Over the last decade, the indirect assessment of sexual pref-

erences has received growing attention. Direct measures of

sexual preference, such as questionnaires and clinical inter-

views, rely on participants’ willingness and ability to accu-

rately report information about their sexual interest for

assessing sexual preference. Therefore, the usefulness of

such direct methods is particularly questionable in the foren-

sic context where denial and dissimulation of deviant sexual

interest can be expected if assessments are part of legal pro-

ceedings. As an alternative to self-report methods, a number

of indirect measures have been proposed, such as penile

plethysmography (PPG; e.g., Freund, 1963), the Implicit

Association Tests (IAT; e.g., Gray, Brown, MacCulloch,

Smith, & Snowden, 2005), the Choice Reaction Task (CRT;

e.g., Wright & Adams, 1994), and viewing time measures

(VT; e.g., Harris, Rice, Quinsey, & Chaplin, 1996).

These instruments infer sexual preference from objective

measures either based on physiological indicators of sexual

arousal or response latencies. Both approaches have in common

that reactions elicited by stimuli showing target persons belong-

ing to groups of sexual interest (men versus women, children

versus adults) are recorded. The measurement rationale relies on

the fact that certain stimulus categories induce more sexual

arousal as indicated by stronger tumescence (PPG), that certain

classes of target individuals are more strongly semantically

associated with the concept of sex or sexual interest than others

(IAT), or that sexually preferred stimuli function as distracters

that interfere with performance in a primary task (CRT).

Viewing Time Measures

Since the seminal work of Rosenzweig (1942), it is well

established that pictures of sexually attractive persons are
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watched longer than pictures of sexually unattractive persons

when sexuality is salient. This basic effect is so reliable and

robust that it is used for the indirect assessment of sexual pref-

erences in forensic settings (e.g., Abel, Jordan, Hand, Holland,

&Phipps,2001).However,whereas theunderlyingprocessesof

most other indirect measures of sexual preference are relatively

well established, surprisingly little is known about the mecha-

nisms underlying viewing time effects. In the standard viewing

time procedure, participants are asked to evaluate pictures of

target individuals on a graded scale of sexual attractiveness. The

response latency of this judgment is unobtrusively measured.

Across studies, there is a very robust finding that the response

latency is longer for sexually attractive as compared to sexually

unattractive targets and, in turn, viewing time measures can be

used to discriminate between participants with respect to sexual

preference (Flak, Beech, & Fisher, 2007; Kalmus & Beech,

2005; Laws & Gress, 2004), including homosexual and heter-

osexual men (Zamansky, 1956), heterosexual men and women

(Israel & Strassberg, 2009; Quinsey, Ketsetzis, Earls, & Kar-

amanouikan, 1996), and child sex offenders and non-offenders

(e.g., Banse, Schmidt, & Clabour, 2010; Gress, 2005; Harris

et al., 1996). The discriminatory ability of viewing time mea-

sures has been claimed to be similar or even superior to phal-

lometric measures (e.g., Abel, Huffman, Warberg, & Holland,

1998) but in a recent critical review of the VT literature Sac-

hsenmaier and Gress (2009) propose that ‘‘studies have yet to

determine, whether the measure is at least as accurate as or

perhaps more so than PPG’’(p. 55). However, recent evidence

suggests that VT measures outperform other indirect measures

like the IAT (Banse et al., 2010).

Despite the robustness of the viewing time effect, there

seems to be virtually no empirical research on the underlying

mechanisms. Also, theoretical accounts are sparse. In review

articles, the viewing time effect is commonly introduced at the

descriptive level without further theorizing. For example, Laws

and Gress (2004) stated that‘‘the rationale underlying the test is

that clients will look longer at pictures they find sexually

attractive’’ (p. 184). Others (e.g., Flak et al., 2007; Kalmus &

Beech, 2005) categorize viewing time measures as‘‘attentional

techniques’’ and argue that ‘‘assessments measuring viewing

time assume that individuals will look longer at images they

consider attractive than they would view unattractive or neutral

images,’’explicitly distinguishing it from other techniques that

‘‘discriminate the effect of increased attention upon information

processing tasks’’(Kalmus & Beech, 2005, p. 208).

As a background theory, scholars in the area of forensic

research often refer to Singer’s (1984) model of sexual arousal

(e.g., Flak et al., 2007; Kalmus & Beech, 2005), which consists

of three consecutive phases. The first reaction is termed an

aesthetic response, a ‘‘hedonic feeling in response to a sexual

stimulus’’that‘‘develops into a more active orientation toward

the sexual stimulus,’’followed by an approach step, and then a

third stepofphysiological genital response (Singer,1984).The

attentional process described as an aesthetic response is gen-

erally believed to cause the viewing time effect (e.g., Kalmus

& Beech, 2005). Others take an evolutionary psychology

perspective by postulating that longer viewing time may be

adaptive for mate seeking because‘‘it reflects the initial stage

of courtship, locating and evaluating an appropriate partner’’

(Quinsey et al., 1996). Sexual attraction is closely related to

reproduction; therefore, it seems plausible that the cognitive

system has adapted to directing attention to potential sexual

mates, i.e., sexually preferred individuals (Redouté et al.,

2000). However, in evolutionary psychology, a satisfactory

explanation of a phenomenon requires that there is an under-

standing not only of ultimate but also proximal mechanisms

that cause the observed behavior. Thus, although both Singer’s

theory of sexual arousal and the evolutionary psychology

approach offer a starting point, very little is known about the

actual psychological mechanisms that cause the effect of

prolonged viewing times for sexually attractive targets. It is the

aim of the current research to specify four alternative accounts

of the underlying processes and to test them empirically.

Deliberate Delay

First, the most parsimonious explanation of why judgment of

sexually highly attractive stimuli is prolonged is that watching

those stimuli is rewarding and that terminating this by any

response is therefore deliberately delayed. This hypothesis is

corroborated by neurophysiological evidence. Watching sex-

ually attractive stimuli elicits neuronal activities in brain areas

commonly associated with the human reward system (e.g.,

Ishai, 2007; Karama et al., 2002; Mouras et al., 2003; Ponseti

et al., 2006; Redouté et al., 2000; Safron et al., 2007; Stoléru

et al., 1999). Humans are assumed to be motivated by hedo-

nism (e.g., Epstein, 1990) in that they try to reach and maintain

positive affective states. Singer (1984) argued that it is the

‘‘hedonic feeling in response to a sexual stimulus’’ that moti-

vates the individual to keep the sexually attractive object in

view. In addition, even in the absence of stimuli, participants

might be motivated to delay responding to prolong rewarding

reminiscence of the stimuli or sexual fantasies. In short,

viewing time effects could result from the controlled and

intentional delay to keep a sexually pleasant stimulus in view

or keep a sexually pleasant internal representation.

Attentional Adhesion to Sexual Stimuli

Second, the delayed responding could be mediated by the

automatic process of attention direction toward presented sex-

ually attractive stimuli. It can be argued that sexually attractive

stimuli automatically bind attention and distract participants

from their actual task to rate the persons’ sexual attractiveness.

Responses are, therefore, delayed. A very similar assumption

underlies the rationale of the CRT (Santtila et al., 2009; Wright
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& Adams, 1994) and recent research suggests that sexual

arousal can indeed increase attentional adhesion to attractive

opposite-sex targets (Maner, Gailliot, Rouby, & Miller, 2007).

Although deliberate delay and attentional adhesion are clearly

distinct, theyhavenotbeenwelldifferentiatedin the literatureso

far. It should be noted that both explanations are not mutually

exclusive. It is conceivable that sexually attractive stimuli could

automatically attract and bind attention; the visual processing

could then elicit positive affect, which subsequently causes

deliberate prolonged viewing and a delayed judgment to main-

tain the pleasurable state.

Sexual Content Induced Delay (SCID)

In the SCID literature (Geer & Bellard, 1996; Geer & Melton,

1997), it has been found that the presentation of erotic stimuli

induces hesitancy in decision making. Spiering, Everaerd, and

Elzinga (2002) provided data to support their interpretation of

SCID as an evolutionary adaptive activation of conscious reg-

ulation modules. To the degree that stimulipresented in viewing

time tasks are sexually explicit (ascompared toneutralormildly

erotic; Spiering, Everaerd, & Laan, 2004) viewing time effects

may be a special case of the general SCID phenomenon.

Mate Identification

A fourth class of explanations postulates internal processes that

are automatically triggered by either sexually attractive stimuli as

such or the specific task to rate their sexual attractiveness. Briefly

presented stimuli could trigger internal attentional processes to

erotic cues as well as expectancies and/or schematic concepts

(Wiegel, Scepkowski, & Barlow, 2007). Finally, the effect could

also emerge as a result of the task commonly connected to view-

ing time measures. It is conceivable that denying sexual attrac-

tiveness is on average faster than confirming it and responses for

sexually attractive stimuli are thus prolonged.

The Present Research

As we have seen so far, there are at least four classes of plausible

explanations for prolonged response latencies of sexually

attractive stimuli. However, to the best of our knowledge, these

plausible explanations have never been empirically tested, and it

was the aim of the present research to start to close this gap. The

deliberate delay hypothesis can be tested by constraining the

viewing conditions of sexually attractive targets in a way that it

becomes unlikely that the observed latencies are caused by a

controlled delay. If the deliberate delay hypothesis is true, pro-

longed response latencies should be reduced or eliminated if the

response can only be given in the absence of the hedonically

rewarding stimulus (i.e., after the stimulus has disappeared).

Likewise, attentional adhesion necessarily requires the presence

of the stimulus and should be eliminated in its absence. The first

twoexperiments testedtheeffectofstimuluspresenceonviewing

time effects and provide first evidence that these effects also

emergeintheabsenceofstimuli.Tofurtherelucidate thenatureof

the underlying process we tested the boundary conditions of the

viewing time effect in Experiments 3 and 4 by drastically

reducing the time frame in which a response can be given and by

presenting only the heads of the target stimuli (Experiment 4).

Experiment 1

Prolonged response latencies for sexually attractive stimuli due

to deliberate delay crucially depend on the presence of the sex-

ually attractive stimuli. If the sexually attractive stimuli are

removedbeforeparticipantsgivetheirattractivenessrating, there

is no longer a reason to deliberately delay the attractiveness

rating because it will not prolong the time participants can watch

the stimuli. Furthermore, an absent stimulus is unlikely to hold

attention and distract from the actual rating task. To test these

predictions, the presentation time of target stimuli was experi-

mentally manipulated in Experiment 1. To the extent that pro-

longed RTs for sexually attractive targets are caused by

deliberate delay or attentional adhesion to the stimulus, pro-

longed RTs for sexually preferred targets were expected in the

standard viewing time task, but these should vanish under

restricted presentation conditions. To the extent that internal

processescausedelayedresponding tosexuallyattractivestimuli

these should occur even in the absence of stimuli. Heterosexual

and homosexual men were recruited as groups with contrasting

sexual preferences that are not confounded by sex differences in

response to visual sexual stimuli (Rupp & Wallen, 2008).

Method

Participants

A sample of 35 heterosexual and 24 homosexual men was

recruited by posters and via online forums for a study on

attractiveness. Participants were informed that the experiment

would entail direct and indirect measures of their sexual interest

in men, women, boys, and girls. Participants were further

informed that they could withdraw from the experiment at any

time without disadvantage, and that all data were collected and

stored in fully anonymous form. Written consent was obtained

prior to the experiment. Participants received 5 Euro for par-

ticipation. The mean age of participants was 24.8 years. Their

age was independent of sexual orientation, t(57) = 1.52. Sexual

orientation was checked by an Explicit Sexual Interest Ques-

tionnaire (ESIQ; Banse et al., 2010). Out of ten possible sexual

behaviors or fantasies regarding women, heterosexual men

reported an average of M = 9.8, SD = .47, whereas homosexual

men reported M = 1.5, SD = 1.10. For sexual behaviors and

fantasies regarding men, this pattern reversed: heterosexual
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men reported an average of M = .4, SD = .92 and homosexuals

an average of M = 9.8 (SD = .41).

Stimuli and Materials

The target stimuli were 40 computer-constructed photographs

of male and female individuals taken from the Not Real People

(NRP) picture Set (Subset B, Pacific Psychological Assessment

Corporation, 2004; for examples, see Laws & Gress, 2004),

featuring male and female individuals belonging to five cate-

gories of sexual maturation (corresponding to Tanner, 1978).

The Tanner categories 1 to 3 depict pictures of prepubescent

children of increasing maturity, Tanner category 4 adolescents,

andTannercategory5youngadults.All individualswereshown

in bathing clothes of different colors.

Viewing Time Measure

The subset of 40 target pictures was divided into two halves

with two target individuals per age 9 sex combination. The

assignment of these two sets to the experimental conditions

was counterbalanced. In the first experimental condition (the

standard viewing time procedure), target pictures and a rating

scale (1 =‘‘sexually not attractive’’ to 5 =‘‘sexually very

attractive’’) were presented simultaneously. Both the picture

and the scale were presented until the response was given and

confirmed by pressing the enter key. In the second condition

(the restricted condition), the target picture was presented for

750 ms, followed by the response scale. The response scale

remained visible on the screen until a response was entered

and confirmed. The response time (RT) in the attractiveness

rating task served as the dependent variable. Recording of RT

started with the presentation of the Likert scale.

Procedure

Upon their arrival in the laboratory, participants were informed

about the aims and procedures of the experiment. After giving

their informed consent, four different indirect assessment tasks

were performed in the following order: a Sexual Misattribution

Procedure (Imhoff, Schmidt, Bernhardt, Dierksmeier, & Banse,

2010), the viewing time task, an Implicit Association Test, and a

Choice Reaction Task. Only the viewing time task was of

interest here, so the results of the other measures will not be

reported in this article. At the end of theexperiment, participants

completed a sexual preferences questionnaire, and were then

debriefed, paid for their participation, and thanked.

Design

The factorial design was a 2 (Participant Sexual Orientation:

Heterosexual versus Homosexual) 9 2 (Target Sex: Male

versus Female) 9 5 (Target Age: Tanner Categories 1–5) 9 2

(Display Condition: Standard versus Restricted), with one

between-subjects factor and three within-subjects factors.

Results

The response latencies for each of the 2 9 5 target categories

were averaged. A 2 (Participants’ Sexual Orientation) 9 2

(Target Sex) 9 5 (Target Age) 9 2 (Display Condition) repe-

ated measures analysis of variance (ANOVA) revealed that a

viewing time effect emerged, as indicated by a significant three-

way Participants’ Sexual Orientation 9 Target Age 9 Target

Sex interaction, F(4, 54) = 10.46, p\.001, gp
2 = .44. Figure 1

shows the mean latencies as a function of Participants’ Sexual

Orientation, Target Sex and Target Age for both display con-

ditions separately. Means show that adults generally elicited the

longest RTs, F(4, 54) = 29.27, p\.001, gp
2 = .68, but that this

effect was more pronounced for the preferred sex (Participant

Sexual Orientation 9 Target Sex). However, contrary to the

predictions derived from the deliberate delay and attentional

adhesion hypotheses, this effect was independent of display

condition as indicated by the non-significant four-way interac-

tion, F(4, 54) = 1.03.

Table 1 shows the results in a condensed design of only two

target age categories: prepubescent (Tanner 1–3) versus post-

pubescent (Tanner 4–5). Both homosexual and heterosexual

men showed the longest RTs for postpubescent stimuli of the

preferred sex and the shortest RTs for prepubescent stimuli of

the non-preferred sex. Standardized preference scores for

postpubescent males over females almost perfectly predicted

participants’ sexual orientation in a ROC analysis, AUC = .95,

p\.001.

Discussion

The results of Experiment 1 showed that sexually more attrac-

tive targets elicited longer response latencies than sexually less

attractive targets in a rating task of sexual attractiveness by

homosexual and heterosexual men. Contrary to the prediction

derived from the deliberate delay or attentional adhesion

accounts, this effect was obtained not only for the standard

viewing time condition, but also under conditions of restricted

stimulus display. Although the stimuli were presented for only

750 ms, and the judgment of sexual attractiveness was per-

formed after the target picture had disappeared, prolonged

latencies for sexually preferred stimuli emerged. Additionally,

neithereffect sizesnor thecriterion validity of measures showed

any substantial difference between the standard and restricted

presentation conditions. Thus, Experiment 1 did not support the

claim that prolonged viewing time effects under conditions of

restricted stimulus display can be explained by a deliberate

delay of the response to keep a sexual stimulus in view or an

attentional adhesion to a sexually attractive stimulus. This result

raises the question of whether the label‘‘Viewing Time’’for the
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observed effect is a misnomer. In fact, participants under

restricted conditions viewed all stimuli for the same amount of

time but still differed in their latencies. The effects could thus be

better described as prolonged response latencies for sexually

attractive targets (PRELSAT).

It could be argued, however, that even in the absence of the

stimulus pictures participants may experience afterimages of

the targets on their retina. Thus, it cannot be excluded that this

(retinal) afterimage was distracting and/or rewarding and

therefore responsible for the effect in the restricted condition.

In order to eliminate this possibility, a second experiment was

conducted in which target pictures were displayed for an even

shorter time of 500 ms, and then masked before the rating

could be given. For Experiment 2, we chose heterosexual

men and women as a sample. Recent research suggests that

women are generally less specific in their sexual response

than men, showing subjective and genital sexual arousal to

pictures of both men and women (Chivers, Rieger, Latty, &

Bailey, 2004; Chivers, Seto, & Blanchard, 2007). However,

prior research on the viewing time effect has provided mixed

results. Although standard viewing time effects emerged also

for women, these effects were usually smaller than those for

heterosexual males (Israel & Strassberg, 2009; Quinsey et al.,

1996). To explore this gender specificity effect also for the

restricted display variation, we recruited a community sam-

ple of men and women. By excluding not clearly heterosexual

individuals, we created groups in which participant sex

served as a proxy for contrasting sexual preferences.
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Fig. 1 Response latencies (ms) as a function of Target Age (Tanner

Category) and Target Sex (female versus male) for heterosexual and

homosexual male participants in an unrestricted standard viewing time

(a) and a restricted display task (stimulus presentation 750 ms) (b) in

Experiment 1. Effect sizes for linear within-subject contrasts for Target

Age, ** p\.01, * p\.05
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Experiment 2

The setup of Experiment 2 was similar to Experiment 1,

except that the number of trials was increased and the target

stimuli were presented for 500 ms. Most importantly, target

stimuli were immediately followed by a pattern mask to

overwrite any afterimages on the retina. With regard to the

sample, heterosexual men and women were selected as

known groups with contrasting sexual preference.

Method

Participants

The sample consisted of 69 participants (33 men, 36 women)

with a mean age of 26.2 years, and contrasting sexual prefer-

ences (sexual interest in men: M = .7, SD = 1.32, for males and

M = 9.4, SD = .83, for females; sexual interest in women

M = 9.7, SD = .74, for men and M = 1.9, SD = 1.78, for

women). Participants were informed that the study investigated

sexual interest towards children and adults of both sexes and

written consent was obtained.

Stimuli and Materials

As compared to Experiment 1, the number of trials was doubled

to 40 in each condition to achieve an even more reliable mea-

sure. In the restricted condition, presentation time was further

reduced to 500 ms, followed by a pattern mask that was dis-

played for 250 ms.

Procedure

After the viewing-time task, participants completed the ESIQ

as an explicit measure of sexual preference, were debriefed,

and thanked.

Results

A 2 (Participant Sex) 9 2 (Target Sex) 9 5 (Target Age) 9 2

(Display Condition) repeated measures ANOVA was cal-

culated. As in Experiment 1, the PRELSAT effect emerged

independently of display condition. The interaction of Par-

ticipant Sex 9 Target Age 9 Target Sex was significant, F(4,

64) = 6.77, p\.001,gp
2 = .30, and was not qualified by a four-

way interaction with display condition, F\1. A general

increase of latencies with increasing target age was stronger

for targets of the preferred sex (Fig. 2). Whereas heterosexual

men showed a specific pattern of longer RTs in both display

conditions, heterosexual women showed a non-specific pat-

tern of increased RTs for both male and female postpube-

scents (Table 1). The criterion validity was thus not as high as

in Experiment 1, but still substantial and significant in the

standard condition, AUC = .80, p\.001, as well as in the

restricted condition, AUC = .86, p\.001.

Discussion

Replicating Experiment 1, the results provided evidence that the

PRELSAT effect did not vanish under even more restricted

conditions. Masking the stimuli before presenting the scale ruled

Table 1 Criterion validity and mean latencies (ms) as a function of stimulus maturity (prepubescent versus postpubescent) and stimulus sex (male

versus female) for standard viewing time and restricted display procedures with heterosexual and homosexual men (Experiment 1) and heterosexual

men and women (Experiment 2)

Female stimuli Male stimuli Effect size Criterion validity

Prepubescent Postpubescent Prepubescent Postpubescent

M SD M SD M SD M SD d AUC Correct classifications (%)

Experiment 1: standard viewing time

Heterosexual men (n = 35) 2429ab 1150 4353c 1614 2199a 1004 2814b 1523 1.09 .95 85.7

Homosexual men (n = 24) 2052a 890 3085b 1401 3007b 1769 4711c 1907 -0.86 83.3

Experiment 1: restricted display

Heterosexual men (n = 35) 1464a 616 2469b 986 1405a 612 1511a 587 1.00 .96 85.7

Homosexual men (n = 24) 1358a 599 1753b 907 1922b 1208 2592c 1016 -0.83 79.2

Experiment 2: standard viewing time

Heterosexual men (n = 33) 1934ab 683 3737c 1676 1891a 770 2385b 1596 0.62 .80 63.6

Heterosexual women (n = 36) 1812a 547 2954b 1492 1839a 436 2838b 1015 -0.17 72.2

Experiment 2: restricted display

Heterosexual men (n = 33) 1181a 288 2063b 985 1323a 585 1532a 697 0.53 .86 78.8

Heterosexual women (n = 36) 1256a 296 1617b 567 1263a 315 1795b 582 -0.25 77.8

Note: Different index letters in one row indicate significant differences in simple tests (Bonferroni-corrected a = .008). Effect sizes for the different

latencies are based on male versus female postpubescent stimuli. All predictions are based on difference scores (male versus female postpubescent

stimuli), p\.001
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out an explanation based on afterimage effects. Thus, stimulus

visibility was not required to produce PRELSAT effects.

An inspection of the absolute latencies suggests that, despite

identical patterns, in the standard viewing time condition it took

participants roughly twice as long to rate the sexual attractive-

ness of the presented stimuli as in the restricted condition. This

difference can be partially explained by the time to actually see

and perceive the stimuli that were included in the RT under

standard conditions, but not under restricted conditions. How-

ever, it seems plausible that, in the absence of any time pressure,

participants spontaneously engaged in behavior induced by

sexually attractive stimuli. For example, they might engage in

processes of social comparisons—checking the physique of the

stimulus as compared to their own or their partners. In fact, they

may have enjoyed watching sexually attractive stimuli and thus

deliberately delayed their response. However, the results of the

two experiments provided evidence that the prolonged response

latencies did not depend on such a mechanism. Furthermore, by

allowing participants to take more time, it seems likely that

while potentially tapping into this hedonic pleasure effect,

additionally more noise was recorded that blurred the measure.

Having established the fact that processes independent of

stimulus presence were sufficient to produce PRELSAT effects,

we were interested in further narrowing down the plausible

explanations. It is conceivable that deliberate delay is not moti-

vated by watching visually pleasant stimuli but rather by an

internal reminiscence initially activated by such a stimulus

(Wiegel et al., 2007). Hence, constraining the sensory input does

not preclude the possibility that the pictures of sexually attractive

targets elicit sexual thoughts, fantasies, and/or expectancies that
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Fig. 2 Response latencies (ms) as a function of Target Age (Tanner

Category) and Target Sex (female versus male) for heterosexual men

and women in an unrestricted standard viewing time (a) and a restricted

display task (stimulus presentation 500 ms, masked) (b) in Experiment

2. Effect sizes for linear within-subject contrasts for Target Age,

** p\.01, * p\.05
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are pleasurable and thus are maintained before responding to the

task. Therefore, a third experiment was conducted to restrict the

participants‘ behavior after exposure to sexually attractive stim-

uli. This was achieved by changing the nature of the task from an

evaluation task to a speeded performance measure.

Experiment 3

In an attempt to constrain fantasizing and imagery following the

presentation of targets, the self-paced evaluation of sexual

attractiveness was replaced by a simple binary decision task in

which participants had to decide whether a target person was

either a ‘‘potential sexual partner’’ or ‘‘not a potential sexual

partner’’ for them. Participants were instructed to make their

decision as fast as possible within 1000 ms. The speeded task

should eliminate deliberative processes leading to deliberately

delayed responding.

Method

Participants

The sample consisted of 58 heterosexual participants (29 men,

29 women), after excluding two bisexual participants on base

of their ESIQ scores. The mean age was 29.0 years, and there

was no significant age difference between men and women,

t(56)\1. All participants gave their informed, written consent

to participate in a study on sexual preferences.

Procedure

For the speeded viewing-time trials, participants were asked

to classify as quickly as possible the randomly presented

targets by pressing the left (no potential sexual partner) or the

right response button (potential sexual partner). Participants

then completed a filler task, the standard viewing time pro-

cedure, and the ESIQ before taking again the same speeded

response task to assess the stability of the measure.

Stimuli and Materials

The standard viewing time condition was identical to the one in

Experiment 2. In the speeded condition, both categories were

anchored in black letters next to the top right and left corner of the

picture,respectively.Afterexceedingaresponsetimeof1000 ms,

anerrormessage‘‘tooslow!’’appearedabovethepicturestimulus.

Design and Specific Hypotheses

The experiment followed a 2 (Participant Sex) 9 2 (Target

Sex) 9 5 (Target Age) 9 3 (Response Condition: Standard

versus Speeded 1 versus Speeded 2) mixed factorial design with

one between-subjects factor and three within-subjects factors.

Under standard viewing conditions, we expected prolonged

RTs for sexually preferred targets. Female participants were

expected toshowthe longestRTsforadultmale targets,whereas

male participants were expected to show the longest reaction

times for adult female targets. Under conditions of speeded

responding, deliberate delay due to internal reminiscence

should be strongly reduced or eliminated, and thus prolonged

RTs for sexually preferred targets under speeded condition

would suggest a different process.

Results

For the speeded response measures, all trials with RTs greater

than 1000 ms were defined as errors and discarded. One par-

ticipant’s results were excluded from the analysis of the second

speededresponse taskashiserror ratewasmore than2SDabove

the mean.

A 2 (Participant Sex) 9 2 (Target Sex) 9 5 (Target Age) 9 3

(Response Condition) ANOVA yielded a three-way Participant

Sex 9 Target Sex 9 Target Age interaction, F(4, 52) = 23.31,

p\.001, gp
2 = .62. Contrary to Experiments 1 and 2, it was

qualified by a significant four-way interaction with response

condition, F(8, 48) = 8.94, p\.001, gp
2 = .60, indicating that the

size and/or direction of the three-way interaction depended on

response condition. Separate analyses of all three conditions

showed this was due to the fact that the hypothesized three-way

interaction was significant and comparable for all three condi-

tionsbutmorepronouncedinthesecondspeededcondition. Inthe

second speeded condition, the effect was somewhat larger, F(4,

52) = 36.91, p\.001,gp
2 = .74, than in the standard viewing time

procedure, F(4, 53) = 16.85, p\.001, gp
2 = .56, and the first

speeded procedure, F(4, 52) = 13.71, p\.001,gp
2 = .51. Figure 3

shows comparable and hypothesized patterns of the means for all

three conditions: the effect of longer RTs for older targets was

stronger for the preferred sex. In contrast to Experiment 2, in all

three measures heterosexual women showed an effect of target

sex for postpubescent stimuli (Table 2).

The psychometric quality of the speeded response mea-

sure can be inferred from an AUC between .98 and 1.00,

resulting in correct classifications of up to 97% of the par-

ticipants as well as a retest reliability of rtt = .86, p\.001, for

the standardized difference score for postpubescent stimuli.

Discussion

The results of Experiment 3 provided evidence that the effect of

prolonged RTs for sexually preferred targets persisted even

Fig. 3 Response latencies (ms) as a function of Target Age (Tanner

Category) and Target Sex (female versus male) for male and female

heterosexual participants in standard viewing time (a) and two speeded

response tasks (1000 ms response window, two assessments) (b, c) in

Experiment 3. Effect sizes for linear within-subject contrasts for Target

Age, ** p\.01, * p\.05
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under conditions of a speeded binary response task. This result

rules out deliberative reminiscence as the cause of prolonged

RTs. The speeded response conditions essentially yielded the

same results as the standard condition, the effect sizes were even

somewhat larger, and the classifications as correct as in the

standard viewing time condition. It seems plausible that per-

formanceunder timepressuremightbeaclearer reflectionof the

automatic process underlying implicit sexual preference. The

large effect sizes, together with the more automatic nature and

the fully satisfactory retest reliability, may make this paradigm

an attractive alternative to the standard viewing time procedure

for diagnostic purposes. Finally, to further narrow down plau-

sible explanations of PRELSAT effects, we reduced the

potential erotic content of stimuli Experiment 4.

Experiment 4

In the SCID literature, it has been reported that these delay

effects appear only after presenting sexually explicit content

(pornographic images), whereas no SCID was found after

presenting mere erotic images or pictures of nude models

(Spiering et al., 2004). Most viewing time research relies on

portrayal of nude or only partly clothed persons, sometimes

displaying the genital area (Harris et al., 1996; for the use of

nude stimuli, see Brown, Amoroso, Ware, Pruesse, & Pilkey,

1973; Love, Sloan, & Schmidt, 1976; Quinsey et al., 1996;

Ware, Brown, Amoroso, Pilkey, & Pruesse, 1972). In these

experiments, PRELSAT effects could be considered a special

case of a more general SCID Effect.

In Experiments 1 to 3, the target persons were clothed in

bathing suits. Although unlikely to produce the same effect as

explicit sexual imagery, particularly for participants with a cor-

responding sexual preference, men wearing tight swimming

trunks and women wearing bikinis might function as mildly

sexually arousing stimuli. To investigate whether this (mildly)

erotic content is a necessary condition to produce the PRELSAT

effect, heads-only pictures were edited from the full body pictures

usedinthepreviousexperiments.If thePRELSATeffectismerely

a specification of the SCID effect, no latency differences between

sexually preferred and non-preferred targets should be expected.

Method

Participants

A total of 28 female (sexual interest in men M = 9.2, SD = .94

and women M = 1.8, SD = 1.57) and 36 male (sexual interest

in men M = .7, SD = 1.37 and women M = 9.3, SD = 1.23)

heterosexual participants were, on average, 25.6 years old,

independent of sex, t(62) = 1.32. They gave their informed

consent for participating in a study that dealt with sexual

attractiveness of faces.

Procedure

After completing the speeded response procedure, participants

completed the ESIQ as a manipulation check, were debriefed,

and thanked.

Table 2 Criterion validity and mean latencies (ms) as a function of stimulus maturity (prepubescent vs. postpubescent) and stimulus sex (male vs.

female) for standard viewing time and speeded response procedures with heterosexual men and women in Experiments 3 and 4

Female stimuli Male stimuli Effect size Criterion validity

Prepubescent Postpubescent Prepubescent Postpubescent

M SD M SD M SD M SD d AUC Correct

classifications (%)

Experiment 3: standard viewing time

Heterosexual men (n = 29) 1370a 733 3038b 1348 1239a 576 1425a 848 1.26 .96 93.1

Heterosexual women (n = 29) 1086a 276 1772b 745 1101a 260 2164c 568 -0.62 93.1

Experiment 3: speeded response 1

Heterosexual men (n = 29) 572a 105 701c 105 531b 108 579a 89 1.69 .98 93.1

Heterosexual women (n = 29) 502a 79 558c 98 519b 83 640d 68 -1.13 89.7

Experiment 3: speeded response 2

Heterosexual men (n = 28) 481b 92 612c 90 437a 83 465b 95 2.35 1.00 96.4

Heterosexual women (n = 29) 420a 63 463b 99 433ab 58 555c 68 -1.36 96.6

Experiment 4: speeded response

Heterosexual men (n = 36) 513b 92 583c 88 471a 93 515b 103 1.04 .96 97.2

Heterosexual women (n = 28) 450a 86 475b 105 476b 94 569c 94 -1.13 89.3

Note: Different index letters in one row indicate significant differences in simple tests (Bonferroni-corrected a = .008). Effect sizes for the different

latencies are based on male vs. female postpubescent stimuli. All predictions are based on difference scores (male vs. female postpubescent stimuli),

p\.001
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Stimuli and Materials

The 80 items pictures used as items before were digitally

cropped to show only the heads of the target individuals. Except

for that, the speeded response task was similar to the speeded

variations used in Experiment 3.

Design

The design was the same as used for the different response

conditions in Experiment 3.

Results

As in Experiment 3, only trials with RTs below 1000 ms were

usedfordataanalysis.A2(ParticipantSex) 9 2(Targetsex) 9 5

(Target age) repeated measures ANOVA was conducted.

Contrary to the SCID hypothesis, the Participant Sex 9 Target

Sex 9 Target Age three-way-interaction was significant, F(4,

59) = 13.62, p\.001, gp
2 = .48. As illustrated in Fig. 4, and as in

Experiments 1 to 3, a linear effect of target age was most pro-

nounced for stimuli of the preferred sex. Both heterosexual men

and women showed the longest latencies for postpubescent

targets of the preferred sex, resulting in a high criterion validity

of the standardized difference measure, AUC = .96, p\.001

(Table 2).

Discussion

Participants showed longer RTs to rate members of a sexually

preferred category as a potential sexual partner compared

to non-preferred target categories. This pattern emerged under

the time pressure of a response window of 1000 ms and in the

absence of any primary and most secondary sexual character-

istics,asonlyheadsof targetswerepresented.Thus, it isunlikely

that sexually arousing content and resulting SCID was respon-

sible for the effect replicated here.

General Discussion

Across four experiments, the present study provided consistent

evidence that participants showed prolonged response latencies

for rating the sexual attractiveness of targets belonging to the

sexually preferred category even under conditions of strongly

restricted stimulus presentation and speeded responding. Pro-

longed response latencies emerged (1) in the absence of target

pictures (Experiments 1 and 2), (2) under speeded responding

(Experiments 3 and 4) and (3) with target stimuli devoid of any

primary and most secondary sexual characteristics (Experiment

4). A comparison between the psychometric properties of the

standard viewing time and restricted presentation or speeded

response conditions generally indicated somewhat improved

performance under the restricted conditions.

The findings shed light on the processes underlying the

PRELSAT effect. Four plausible explanations were intro-

duced. Deliberate delay to keep a stimulus in view as well as

attentional adhesion both require the presence of the stimu-

lus, as is the case in standard viewing time procedures. The

results of the present study challenge these explanations. If

the PRELSAT effect is based on deliberate watching of

arousing stimuli and intentional delay of the response, it

should be strongly reduced under restricted conditions, i.e., in

the absence of the stimuli, under time pressure, or if no sex-

ually arousing stimuli (faces) are used. A deliberate delay of
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the response due to hedonically rewarding internal images,

scripts or schemas connected to sexual content was ruled out

by drastically reducing the response window to 1000 ms.

However, across all four experiments, the effect of prolonged

response latencies for sexually preferred stimuli remained

stable and large, and correctly discriminated between par-

ticipant groups according to their sexual preference.

If it is thecase thatasexuallyattractivestimulusdifferentially

distracts attention from the rating task, the effect should be

strongly reduced in the absence of stimuli. The attentional

adhesion hypothesis is, therefore, difficult to reconcile with the

results of restricted stimulus presentation conditions in Exper-

iments 1 and 2, unless one ascribes an attention-grabbing power

to an absent stimulus. PRELSAT effects emerged even in the

absence of stimuli, leaving some kind of (highly automatic)

internal processes resulting from either the brief presentation of

sexual stimuli or the specific task to rate sexual attractiveness as

the only remaining explanation. SCID, i.e., hesitancy in deci-

sion making after priming with sexually explicit images, was

ruledout inExperiment4byusingstimulidevoidofanyprimary

sexual characteristics. Thus, findings from the four experiments

suggest that theunderlyingprocess functions ratherquickly, and

also in the absence of stimuli. These are most likely processes of

mate identification and potentially resulting schematic pro-

cesses. We propose two processes that can be reconciled with

the results.

Task-Specific Cognitive Processing

It is conceivable that PRELSAT effects are based on cognitive

processes resulting from the identification of potential sexual

partners, i.e., structural demands of the task. Rating the sexual

attractiveness or acceptability of a sexual partner requires to

correctly classify the stimulus regarding age and sex before

judging the attractiveness. For a positive answer, a heterosexual

man first has to confirm that the target person is a woman, i.e.,

has the appropriate sex (female) and age (postpuberty). Thus, to

reachadecisionregarding thesexualattractivenessor suitability

of the target as a sexualpartner,participants need to integrate the

three criteria of sex, age, and attractiveness. Participants may

test these criteria sequentially (‘‘Is this person at an age appro-

priate for sexual attractiveness?’’;‘‘Is this person of the sex I find

attractive?’’; ‘‘Are the physical features sexually attractive to

me?’’). The process can be stopped as soon as one feature check

results in a negative response. Thus, for all non-preferred tar-

gets, a negative outcome of any of the three checks is sufficient

to give a low sexual attractiveness score or to reach the decision

‘‘no potential sexual partner.’’ Conversely, as long as the out-

come of sequential checks is positive, it is necessary to continue

target scrutiny until all three criteria are evaluated. Such a sys-

tematic processing can account for longer response latencies for

sexually attractive targets, as positive identification of sexual

mates always require the evaluation of all three criteria, whereas

negative decisions require the evaluation of one, two, or three

criteria. As the actual decisions participants made in Experi-

ments 3 and 4 showed that not all preferred adults were identi-

fied as potential sexual partners (roughly 50–80%), participants

had apparently also evaluated the individual attractiveness of

targets.

Stimulus-Specific Schematic Processing

Sexually preferred stimuli can only have an effect after they are

identified as such. However, as an alternative to the mere

identification process, prolonged latencies could also follow

from internal processes automatically triggered by the identi-

fication of an object as a potential sexual partner. In fact, the

previous literature suggested that the underlying processes of

viewing time effects are ‘‘attentional’’ (e.g., Kalmus & Beech,

2005), implying processes elicited by sexually attractive stim-

uli, not by the task. Although attentional adhesion to present

stimuli was ruled out as an explanation in Experiments 1 and 2,

automatic attention could be directed toward internal repre-

sentation (e.g., sexual fantasies, scripts, or schemata).

Age Effects for Individuals of the Non-Preferred Sex

These two plausible accounts are both reconcilable with the

observed pattern of increasing response latencies, even for

adults of the non-preferred sex. However, both accounts would

imply two different explanations. From a mere identification

perspective,wewouldexpect a targetageeffect also for thenon-

preferred target sex (i.e., heterosexual men should be faster to

discard male children than adult men), if target age can be

identified faster than target sex. Such a main effect of target age

for the non-preferred sex is exactly what we find almost across

all experiments (for a similar effect for male participants, see

Quinsey et al., 1996). From a perspective of schematic pro-

cessing, such an effect could be explained if adults of the non-

preferred sex are more associated with the concept of sexuality

and related schemata than children (i.e., the concept of sexuality

in heterosexual men is less associated with male children than

adult men).

Basedonourdataneitherof the twoprocesses—task-specific

processing or stimulus-specific processing—can be ruled out.

Future research will have to separate task from stimulus effects

to empirically test these two accounts. This was beyond the

scope of the present study.

Speeded Response Variant

The present research has replicated that sexually preferred tar-

gets elicit longer latencies than non-preferred targets under

unrestricted conditions. Contrary to predictions derived from

two plausible hypotheses regarding the underlying processes

(deliberate delay and attentional adhesion), prolonged response
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latencies for sexually preferred targets were not reduced under

conditions of restricted stimulus presentation or speeded

responding. We therefore argue that, at least under these

restricted conditions, other processes cause prolonged response

latencies for sexually preferred targets. The processes that cause

differential effects for sexually preferred and non-preferred

targets take place within approximately 700 ms after the pre-

sentation of target stimuli. Both above-mentioned processes

might be involved in causing prolonged reaction latencies

between700 msand the typical latency ofup to 5000or6000 ms

in the standard viewing time paradigm. However, the effect

sizes and the criterion validity in the standard version were not

superior to the restricted versions. It thus appears that the pro-

portion of viewing time variance that is a valid indicator of

sexual preference is rather confined to the early phases of pro-

cessing. The variance due to latencies beyond 700 ms seems to

be largely blurred by noise and non-specific behavior that does

not add to the diagnostic value of viewing time. Although our

results cannot rule out that deliberate delay does indeed lead to

an increase in latencies under standard conditions (which would

imply different mechanisms involved in the different varia-

tions), thedatasuggest that this additional timedue todelaydoes

not turn Viewing Time into a more valid measure.

This reasoning implies that speeded variants of the viewing

time paradigm may be preferable to the standard viewing time

measure. Time constraints turn the task into a performance

measure that is generally more likely to tap into automatic

processes. These may be harder to control and thus less prone to

faking compared to controlled processes. Although indirect

measures are generally assumed to be more immune to faking

thanself-reports, PPGhasbeenwidelycriticized forbeing liable

to deliberate faking by suppression of an erection (Kalmus &

Beech, 2005; Konopansky & Konopansky, 2000), most suc-

cessfully by cognitive deflection. Despite the fact that viewing

time measures have been shown to successfully detect even

socially sanctioned sexual interest, it has to be established

empirically to what extent speeded and standard viewing time

procedures are robust against faking.

Female Non-Specificity

Our results also shed some light on the intriguing questions of

sex differences in gender specificity of sexual arousal. Previous

studies have shown that women generally show less specific

reactions to male stimuli compared to female stimuli than men

do. Our findings confirm this general pattern in Experiment 2

(women showed no specificity at all) and in Experiment 3

(women showed less specificity than men). When the stimuli

were reduced to heads (Experiment 4), this difference vanished

and women’s latencies differed between male and female

stimuli to the same degree as men’s. Whether this is an effect of

the stimulus reduction or a characteristic of the specific sample

is open to future research.

The present study has also shown that faces are sufficient to

elicit prolonged response latencies for sexually preferred tar-

gets. This result might be particularly important for forensic

contextswhere it ishighlydesirable tousenon-eroticcontent for

the assessment of deviant sexual preference, for ethical as well

as legal reasons (Abel et al., 2001). Future research will have to

provide evidence as to whether the restricted and reduced

viewing time variants introduced in this study are suitable also

for forensic samples (e.g., that pedophiles show longer latencies

for faces of children).
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Abstract Studies have used manipulated faces to test the

preferences of heterosexual individuals for sexually dimorphic

facial cues. In contrast to previous studies, which have gener-

ally excluded homosexual participants, we directly compared

homosexual and heterosexual male and female preferences for

manipulated sexual dimorphism in faces (homosexual males:

n = 311; heterosexual males: n = 215; homosexual females:

n = 159; heterosexual females: n = 218). Prior studies on

sexual orientation and preferences for faces that were paired

with masculine and feminine behavioral descriptors suggest

that homosexual men prefer more masculine men and that homo-

sexual women demonstrate no preference for either masculin-

ity or femininity in women. In our study, we tested for similari-

ties and differences among heterosexual and homosexual males

and females with regard to their preferences for a more specific

aspect of faces: sexual dimorphism of face shape. Homosexual

men demonstrated stronger preferences for masculinity in male

faces than didallof theothergroups.Homosexualwomendem-

onstrated stronger preferences for masculinity in female faces

than did heterosexual women. These results suggest attractive-

ness judgments of same-sex faces made by homosexual indi-

viduals are not a mirror image of those made by heterosexual

individuals of the opposite sex. Our data suggest that face

preferences of homosexual individuals reflect a system of bio-

logically and socially guided preferences at least as complex as

those found among heterosexual individuals.

Keywords Face � Attractiveness � Homosexual �
Heterosexual �Masculinity � Femininity �
Sociosexual Orientation Inventory

Introduction

Studies of preferences for sexual dimorphism in faces among

heterosexual raters suggest preferences evolved to maximize

potential benefits of mate choices (for reviews, see Feinberg,

2008; Fink & Penton-Voak, 2002; Jones et al., 2008; Little &

Perrett, 2002). Similar interpretations of preferences for

sexual dimorphism in voices (for review, see Feinberg, 2008)

and bodies (Little, Jones, & Burriss, 2007) have also been

proposed.

Masculine facial characteristics are positively associated

with indices of male health (Rhodes, Chan, Zebrowitz, & Sim-

mons, 2003; Thornhill & Gangestad, 2006) and dominance

(Mueller & Mazur, 1996). While masculinity in male faces

may cue dominance and health, masculine men are less likely

to invest in offspring and relationships than are relatively

feminine men (Boothroyd, Jones, Burt, DeBruine, & Perrett,

2008; Burnham et al., 2003; Gray, 2003; Gray et al., 2004;

Gray, Kahlenberg, Barrett, Lipson, & Ellison, 2002). More-

over, masculine men are more interested in pursuing short-

term relationships than are relatively feminine men (Booth-

royd et al., 2008; Rhodes, Simmons, & Peters, 2005). Female

preferences for masculinity in male faces are modulated by a
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large number of factors, including menstrual cycle phase and

state hormone levels (Frost, 1994; Johnston, Hagel, Franklin,

Fink, & Grammer, 2001; Jones, Little et al., 2005; Penton-Voak

et al., 1999; Welling et al., 2007), hormonal contraceptives

(Cornwell et al., 2004; Feinberg, DeBruine, Jones, & Little,

2008; Little, Jones, Penton-Voak, Burt, & Perrett, 2002),

body morphology (Penton-Voak et al., 2003; Scarbrough &

Johnston, 2005), self-perceived attractiveness (Little, Burt,

Penton-Voak, & Perrett, 2001; Little & Mannion, 2006), and

sex drive (Welling, Jones, & DeBruine, 2008). Variations in

female preferences for masculine men (i.e., those with mas-

culine face and body shapes and those with low vocal fre-

quencies) may function to maximize the benefits of female

mate choices (e.g., by increasing offspring health or reducing

mate search time) (Feinberg, 2008; Jones et al., 2008).

Potential adaptations are also evident in male preferences

for female facial femininity (Jones, DeBruine, Little, & Fein-

berg, 2007; Perrett et al., 1998; Welling et al., 2008). Facial

femininity is positively associated with indices of female

reproductive health (Law-Smith et al., 2006; Penton-Voak

et al., 2003). Although male preferences for sexually dimor-

phic face cues are relatively stable in comparison to female

preferences, men alter their face preferences based on social

feedback (Jones, DeBruine, Little, Conway et al., 2007; Jones

et al., 2008; Little, Burriss, Jones, DeBruine, & Caldwell,

2008). Individual differences in male preferences may maxi-

mize the benefits ofchoices byreducingmate search time orby

increasing the efficiency with which men allocate their mating

resources (Jones, DeBruine, Little, Conway et al., 2007; Jones

et al., 2008; Little, Burriss et al., 2008).

Studies of dating advertisements suggest that homosexual

men prefer masculine men more than do heterosexual women,

and that homosexual women prefer feminine women more

than do heterosexual men (Bailey, Kim, Hills, & Linsenmeier,

1997; Child, Low, McCormick, & Cocciarella, 1996; Lippa,

2007). Also, among homosexual and heterosexual men and

women, neural rewardsystems associated with viewing attrac-

tive faces (Kampe, Frith, Dolan, & Frith, 2001; O’Doherty

et al., 2003) were more active when viewing preferred-sex

faces than when viewing non-preferred-sex faces (Ishai, 2007;

Kranz & Ishai, 2006). Thus, preferences for facial sexual

dimorphism may differbetween heterosexual and homosexual

individuals. To the best of our knowledge, however, only one

previous study has investigated similarities and differences

between homosexual and heterosexual male and female pref-

erences for masculinity, assessing preferences for faces paired

with vignettes illustrating whether the personwasbehaviorally

masculine or feminine (Bailey et al., 1997). This study found

that homosexual men preferred men who were described to be

masculine more than they preferred men who were described

to be feminine. Homosexual women, on the other hand, showed

no consistent bias in their preferences for masculine versus

feminine women.

A potential limitation of Bailey et al. (1997) is that the study

used vignettes describing behavioral masculinity rather than

objective manipulations of sexually dimorphic characteristics.

Therefore, it is unclear if the effects reported by Bailey et al.

extend to face preferences. Thus, we compared homosexual

and heterosexual male and female preferences for masculin-

ized and feminized male and female faces. Following previ-

ous studies of preferences for facial masculinity (Little & Han-

cock, 2002; Little & Mannion, 2006; Penton-Voak, Perrett, &

Peirce, 1999; Perrett et al., 1998), face stimuli were manufac-

tured using computer graphics methods that objectively and

systematically manipulate sexual dimorphism of two-dimen-

sional shape cues in facial images. Following Bailey et al.

(1997), we hypothesized that aggregate analyses of homo-

sexual men would show preferences for male facial mascu-

linity and that homosexual women may not show preferences

for facial masculinity or femininity.

Levels of sociosexuality vary between heterosexual and

homosexual individuals (Bailey, Gaulin, Agyei, & Gladue,

1994). Among heterosexual individuals, less restricted wom-

en (i.e., individuals who are more open to short-term relation-

ships) prefer masculine male bodies (Provost, Kormos, Ko-

sakoski, & Quinsey, 2006) and faces (Waynforth, Delwadia,

& Camm, 2005) more than do more restricted individuals

(i.e., individualswho are less open to short-termrelationships),

but these findings do not necessarily extend to female prefer-

ences for male facial masculinity. To our knowledge, no pre-

vious studies have tested for possible relationships between

sociosexuality and male preferences for feminine women.

Nor have any studies tested for possible relationships between

sociosexuality and preferences for sexual dimorphism among

homosexual individuals. Men with increased masculinity and

women with increased femininity tend to report less restricted

sexual behavior than those with decreased sexual dimorph-

ism (Boothroyd et al., 2008; Rhodes et al., 2005). Therefore,

individuals with less restricted sociosexual profiles may pre-

fer increased sexual dimorphism. To determine if people with

less restricted sociosexual profiles prefer increased sexual di-

morphism, we tested for associations between sociosexuality

and preferences for sexual dimorphism in each group of par-

ticipants (homosexual and heterosexual men and women).

We predicted that individuals with less restricted sociosex-

ual profiles would show stronger preferences for masculinity

among male faces and femininity among female faces as com-

pared to individuals with more restricted sociosexual profiles.

Method

Participants

A total of 903 participants were recruited online (M age =

32.0 years, SD = 11.3 years). Of these, 215 men (M age =
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32.33 years, SD = 11.11) and 218 women (M age = 30.55

years, SD = 9.27) identified themselves as heterosexual, and

311 men (M age = 34.85 years, SD = 12.30) and 159 women

(M age = 28.91 years, SD = 9.85) identified themselves as

homosexual. Sexual orientation was determined by asking

participants to select one of seven statements that best de-

scribed their sexual orientation. The seven statements pro-

vided in the survey were taken from the Kinsey scale (Kinsey,

Pomeroy, & Martin, 1948).

To separate our population into its four groups (homosex-

ual and heterosexual male and female), we coded the Kinsey

scale data such that individuals who rated themselves as ‘‘ex-

clusively homosexual’’ and ‘‘predominantly homosexual, only

incidentally heterosexual’’ were classified as homosexual,

whereas individuals who rated themselves as ‘‘exclusively

heterosexual’’ and ‘‘predominantly heterosexual, only inci-

dentally homosexual’’ were classified as heterosexual. Bisex-

ual people were not the focus of this study, and people who

scored along the other two points of the Kinsey scale were not

brought into our data analysis.

Our participants came from a number of online sources

where we posted advertisements asking for men and women

who were interested in helping with a 20-min study on facial

attractiveness. A total of 10.7% of participants were recruit-

ed through Harvard University and Harvard Business School

research websites (of that group, 2.3% were undergraduate

students at Harvard University and 8.4% of participants were

non-students who were recruited by Harvard Business

School to participate in online surveys). A total of 72.5% of

our participants found our study while browsing online sites

not associated with Harvard. Of those, 56% found the link to

our study on the volunteer section of Craigslist, 19.7% of

participants came to the study by clicking on Google adver-

tisements, and the remainder of participants came from eight

other websites that primarily involved social networking and

gay and lesbian discussion (\8% per website). A total of

16.8% of our participants declined to specify where they

found out about the study. A preliminary analysis showed

that ethnicity, menstrual cycle, relationship context, and hor-

monal contraceptive use did not have any effect on the depen-

dent measures, so these variables are not discussed further.

Measures and Procedure

We used standard computer graphics methods to manipulate

the sexual dimorphism in facial images (Benson & Perrett,

1993; Rowland & Perrett, 1995; Tiddeman, Burt, & Perrett,

2001). Each face was delineated with 179 landmark points.

To create endpoints of the manipulations, the shape, color,

and texture of the faces of 50 men and 50 women faces were

averaged. Next, we created 10 base-faces upon which the

manipulations would be applied; each was comprised of three

faces of random individuals from a different set of images

than that which was used to create the endpoints. By using

averages of three individuals, we were able to make each face

more representative of the average male or female face, while

still maintaining separate identities (Little & Hancock, 2002;

Penton-Voak et al., 1999; Perrett et al., 1998). Next, we added

±50% of the linear differences in 2D shape between the male

and female prototypes to each base face to manufacture

masculinized and feminized versions. This process created

10 pairs of images in total (each pair consisted of a mascu-

linized and feminized version of the same base face, which

produced five male pairs and five female pairs). Finally, each

individual face was averaged with its mirror image to con-

trol for symmetry (Little, DeBruine, Jones, & Feinberg, 2008;

Little, Jones et al., 2008). Images were aligned to the average

interpupillary distance. In prior studies, these manipulations

have been shown to alter masculinity ratings in the predicted

way (DeBruine et al., 2006; Penton-Voak, Jacobson, & Triv-

ers, 2004; Penton-Voak & Perrett, 2000; Perrett et al., 1998;

Rhodes, Hickford, & Jeffery, 2000). For an example of the

face stimuli used in this study, see Fig. 1.

The study was conducted online (www.surveymonkey.com).

To recruit participants, advertisements were placed on vari-

ous websites described above. Research has demonstrated

that laboratory-based and internet-based research on facial

attractiveness yield consistent results (Feinberg et al., 2005;

Jones, DeBruine, Little, Conway et al., 2007; Jones, Perrett

et al., 2005; Welling et al., 2008; Wilson & Daly, 2004).

Participants indicated their sexual orientation and answer-

ed basic demographic questions. Each participant was shown

the 10 pairs of faces sequentially (each pair consisting of a

masculinized and feminized version of the same base face as

shown inFig. 1), and asked ‘‘Whichfacedoyou considermore

attractive?’’ for each pair. The 10 pairs of faces were presented

in a fully counterbalanced order. Further, the location of the

masculinized and feminized face within each pair was also

counterbalanced,meaning thatmasculinizedfaces weresome-

times displayed on the left and sometimes were displayed on

the right. Last, for approximately half of our participants, male

face pairs were presented first. Female face pairs were pre-

sented first to the remaining participants. Participants who

left the study without rating all faces were not included in the

analyses.

Following face preference ratings, participants completed

the Sociosexual Orientation Inventory (SOI) (Boothroyd et al.,

2008; Simpson & Gangestad, 1991). The SOI consists of

seven questions that assess tendencies to be inclined towards

short- versus long-term relationships. It includes questions

concerning both behavior and attitudes (see Table 1 for a list

of questions in this scale along with a principal components

analysis). Finally, we also asked female participants to an-

swer questions about their use of birth control and the timing

of their last period.
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Results

We calculated the proportion of masculine faces chosen as

more attractive than feminine faces separately for male and

female faces (preference scores[.5 indicate preferences for

masculine faces; preference scores\.5 indicate preferences

for feminine faces; preference scores = .5 indicate no pref-

erence). We tested whether each group of participants pre-

ferred masculinized or feminized face images more than

chance when judging the attractiveness of the faces of men

and women. One-sample t-tests (chance = 0.5) indicated

that both heterosexual and homosexual men preferred femi-

nized versions over masculinized versions of the faces of

women: heterosexual: t(214) = -12.65, p \ .001; homo-

sexual: t(306) = -3.53, p \ .001. Heterosexual men pre-

ferred the faces of feminine men over the faces of masculine

men, t(214) = -3.78, p \ .001, whereas homosexual men

preferred the faces of men that were masculinized over the

faces of men that were feminized, t(214) = 7.04, p \ .001.

See Fig. 2 for a comparison between all groups.

One-sample t-tests also indicated that both heterosexual

and homosexual women preferred the faces of women that

were feminized to those that were masculinized: heterosexual:

t(217) = -15.08, p \ .001; homosexual: t(157) = -7.27,

p \ .001. Heterosexual women showed no preference for ei-

ther masculinized or feminized male faces, t(217) \ 1, where-

as homosexual women preferred the faces of men that were

feminized to the facesofmen thatweremasculinized, t(157) =

-9.33, p \ .001.

To compare the strength of facial masculinity preferences,

we conducted a 2 (Sex of Rater) 9 2 (Sexual Orienta-

tion) 9 2 (Sex of Stimuli) analysis of variance (ANOVA).

The ANOVA yielded a significant three-way interaction be-

tween sex of rater, sexual orientation, and sex of stimuli on

preferences for masculinized versus feminized faces, F(1,

894) = 40.1, p \ .001.

Independent sample t-tests for male and female raters

were carried out to interpret the three-way interaction. All

Levine’s tests for equality of variances were non-significant,

with the exception of preferences of heterosexual women

for masculinity in the faces of women, F = 6.79, p = .01. In

the case where equal variances were not assumed, Brown–

Forsythe t-tests with adjusted degrees of freedom were used.

In all other cases, actual degrees of freedom were used.

We compared the facial masculinity preferences of het-

erosexual and homosexual women. These independent sam-

ples t-tests showed that heterosexual women demonstrated

stronger preferences for male facial masculinity faces than

did homosexual women, t(375) = 6.77, p \ .001, and that

homosexual women demonstrated significantly stronger pref-

erences for female facial masculinity than did heterosexual

women, Brown–Forsyth t(303.38) = -2.92, p \ .01.

We compared the facial masculinity preferences of het-

erosexual and homosexual men. Homosexual men demon-

strated stronger facial masculinity preferences than did het-

erosexual men for both male, t(520) = -7.42, p \ .001, and

female faces, t(520) = -6.72, p \ .001.

We compared the preferences for facial masculinity among

homosexual men and heterosexual women and compared

preferences facial masculinity preferences among homosex-

ual women and heterosexual men. Homosexual men showed

stronger preferences for female facial masculinity, Levine’s

test for inequality of variance: F = 6.89, p \ .001; Brown–

Forsyth t(510.13) = 8.15, p \ .001, and male facial mascu-

linity, t(524) = 4.37, p \ .001, than did heterosexual women.

Homosexual women preferred male facial masculinity less

than did heterosexual men, t(372) = 4.37, p \ .001, and

showed stronger preferences for female facial masculinity

than did heterosexual men, t(371) = -2.05, p \ .05.

Fig. 1 Display of an example of masculinized (right) and feminized

(left) versions of male (top) and female (bottom) faces used in this study.

Although this is a global manipulation of the differences between male

and female faces, key features that relate to sexual dimorphism are eye-

brow size, jaw shape, and eye size, among other features (Perrett et al.,

1998; Perrett, May, & Yoshikawa, 1994)
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Sociosexual Orientation Inventory and Facial

Preferences

Following Webster and Bryan (2007), we entered all SOI

variables into a principal components analysis with varimax

rotation. The PCA revealed two factors with eigenvalues[1.

The first factor (explaining *40% of the variance) related

most strongly to sexual attitudes, whereas the second factor

(explaining *22% of the variance) related most strongly to

sexual behaviors. These factors were used in subsequent

analyses. See Table 1 for factor loadings.

Among heterosexual men, the attitude factor of the SOI was

positively correlated with preferences for female facial femi-

ninity, R(125) = .20, p\ .05. Those individuals who were less

restricted preferred feminine female faces more than did re-

stricted individuals. Among homosexual men, the sociosexu-

ality attitude factor was also positively correlated with prefer-

ences for male facial masculinity, R(259) = .17, p\ .001. All

other correlations (i.e., those among women, and those using the

behavior score of the SOI) were non-significant (all R\ .12, all

p[ .075, which corresponds to sociosexual behavior margin-

ally predicting the proportion of male faces where masculinity

was chosen most attractive to heterosexual men).

Discussion

Heterosexual and homosexual men and women demon-

strated similarities and differences in their preferences for

sexual dimorphism in face shape. Heterosexual and homo-

sexual men and women preferred female facial femininity to

masculinity. Regarding ratings of male faces, heterosexual

men preferred femininity, whereas homosexual men prefer-

red masculinity. Heterosexual women demonstrated no pref-

erence for femininity or masculinity in male faces, whereas

homosexual women preferred femininity in male faces. Homo-

sexual men demonstrated stronger preferences for male facial

masculinity than did heterosexual men and women. The pref-

erences for female facial femininity among homosexual men

were also significantly weaker than the preferences of both

heterosexual men and women. Homosexual women preferred

female facial femininity more than did homosexual men and

Table 1 Rotated principal components for Sociosexual Orientation Inventory (Simpson & Gangestad, 1991)

Question Attitudes Behavior

How many sexual relationships have you had in the last 5 years? .47 .60

With how many partners have you had sexual relationships in the last 5 years? .58 .66

How often do you fantasize about having sex? .47 -.13

How many one night stands have you had? .42 .58

Sex without love is OK. .77 -.39

I can imagine myself being comfortable and enjoying ‘‘casual sex’’ with different partners. .82 -.35

I would have to be closely attached to someone (both emotionally and psychologically) before I could feel

comfortable and fully enjoy having sex with him or her?

.76 -.33

Fig. 2 Differences among

heterosexual and homosexual

male and female preferences for

manipulated sexual dimorphism

in male and female faces. Bars
show means and SEMs
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heterosexual women. These findings suggest that while homo-

sexual preferences for same-sex faces and heterosexual pref-

erences for opposite-sex faces are directionally similar, the

strengths of these preferences vary depending on sex of the

rater, sexual orientation, and the sex of the face being rated.

Bailey et al. (1997) suggested a number of hypotheses that

relate to why homosexual masculinity preferences may be

similar or different than heterosexual preferences. The first

hypothesis is that homosexual people tend to be more open to

sex-atypical behavior and, because they are more accepting

of sex-atypical sexual partners, may not prefer sexual dimor-

phism in partners. Neither our data nor those reported by

Bailey et al. supported this hypothesis. We found that homo-

sexual men had stronger preferences for male facial mascu-

linity and homosexual women had stronger preferences for

female facial femininity than would be expected by chance,

indicating homosexual men and women preferred exagger-

ated sex-typical appearance in potential partners’ faces.

The second hypothesis proposed by Bailey et al. (1997)

was that homosexual male preferences mirror heterosexual

female preferences, whereas homosexual female preferences

mirrorheterosexualmale preferences.This hypothesisappears

to be the most relevant to our data. We found that although the

direction of preferences was similar between the aforemen-

tioned groups, the strength of preferences was not always as

predicted by Bailey et al. Homosexual men had stronger pref-

erences for male facial masculinity than did heterosexual

women. It may be that this indicates that homosexual men

truly prefer male masculinity more than do heterosexual wo-

men. However, this interpretation of our results requires care-

ful consideration. Indeed, heterosexual female preferences

for male facial masculinity are highly variable, depending on

a number of trait, state, physical, and psychological variables

described in the introduction. Thus, if generalized prefer-

ences for sexual dimorphism among women categorize the

individual sample from which they are drawn more than re-

flecting preferences in general, then there may be no a priori

preferences from heterosexual women with which to com-

pare to those from homosexual men or women. Similarly,

homosexual women preferred female facial femininity less

than did heterosexual men. These results could be qualified

by a number of factors related to individual differences in fe-

male preferences. Indeed, while we found sociosexuality pre-

dicted male but not female preferences, there could be a num-

ber of factors that may qualify our results. We discuss this fur-

ther below.

Another hypothesis proposed by Bailey et al. (1997) is that

homosexual male and female preferences for sexual dimor-

phism in same-sex individuals are solely dictated by their own

masculinity. Although the data reported here did not explicitly

test this hypothesis, we did investigate how sociosexuality

may predict preferences for facial sexual dimorphism. This

may serve as an indirect indicator of how individual mascu-

linity might predict facial masculinity preferences because

masculine individuals tend to have less restricted sociosexual

profiles than do feminine individuals (Boothroyd et al., 2008).

Nevertheless, among heterosexual men, those with less restrict-

ed sociosexual preferences preferred femininity in both male

and female faces to a greater degree than did more restricted

men. Among homosexual men, those with less restricted socio-

sexual preferences preferred male facial masculinity more than

did men with more restricted sociosexual preferences. Thus,

regardless of sexual orientation, less sociosexually restricted

men have stronger preferences for sexual dimorphism in the

sex they prefer than more restricted men do. That we found no

association between sociosexuality and female preferences for

facial sexual dimorphism is consistent with other studies that

also found no association between female sociosexuality and

preferences for masculinity in male faces (Provost et al., 2006;

cf. Waynforth et al., 2005). Given the diversity of sources of

individual variation in female preferences for sexual dimor-

phism (for review, see Feinberg et al., 2008), we encourage

future study on individual differences in homosexual and het-

erosexual preferences for facial masculinity.

In summary, this is the first study to address homosexual

individuals’ preferences for sexual dimorphism in faces using

manipulated stimuli. It appears that preferences of homosex-

ual men are not a reflection of the preferences of heterosexual

women and the preferences of homosexual women are not a

reflection of the preferences of heterosexual men. Our data

suggest that the preferences of homosexual men are more

comparable to the preferences of heterosexual men and the

preferences ofhomosexualwomen are morecomparable to the

preferences of heterosexual women with regards to sexual

dimorphism in faces because of the manner in which indi-

vidual differences in preferences function. In other words, if

homosexual preferences for same-sex faces are reflections of

heterosexual preferences for opposite-sex faces, then we

would have expected the sociosexual attitudes of homosexual

men not to predict their preferences for facial masculinity.

Instead, we found that the sociosexual attitudes of homosexual

men did predict their preferences for masculinity in the faces

of men. Thus, within each sex, homosexual and heterosexual

preferences may be more similar than once thought.
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Abstract Women’s preferences for facial structure vary

over the menstrual cycle. Little is known, however, as to how

preferences for behavior may be influenced by hormonal

factors. Here, we demonstrate that social properties of facial

motion influence attractiveness judgments in the absence of

other cues, and that women’s preferences for these displays

vary over the menstrual cycle, as has been demonstrated for

structural traits of men’s faces in static stimuli. We produced

shape-standardized facial models that were animated with

male movement and assessed for flirtatiousness by 16 women

and attractiveness by 47 women. In fertile phases of the men-

strual cycle, women showed stronger preferences for flirta-

tious movement, but not for absolute movement. These data

show that women (1) recognize specific mating-relevant so-

cial cues in male facial movement and (2) are differentially

influenced by these cues at different phases of the menstrual

cycle. This preference for flirtatiousness may promote the

adaptive allocation of mating effort towards men who are, in

turn, likely to respond positively.

Keywords Facial attractiveness � Facial movement �
Dynamic stimuli �Mate choice �Menstrual cycle �
Flirting

Introduction

In humans, sexual intercourse can only result in pregnancy in

the late follicular phase around ovulation. Several changes

have been documented in women’s behaviors and preferences

over the menstrual cycle that, functionally, seem adaptive in

light of this short window of fertility. During the follicular

phase, women are more likely to go out to places where they

can meet men (Haselton & Gangestad, 2006) and make them-

selves more attractive through grooming, ornamentation, and

dress (Haselton, Mortezaie, Pillsworth, Bleske-Rechek, &

Frederick, 2007). Women’s gait also changes over the men-

strual cycle (Provost, Quinsey, & Troje, 2008a). Furthermore,

at these times, women particularly prefer taller men (Pawlow-

ski & Jasienska, 2005), deeper male voices (Feinberg et al.,

2006), and the odor of more symmetrical men (Gangestad &

Thornhill, 1998) (for a review, see Gangestad & Thornhill,

2008). Sexually dimorphic or symmetrical traits are recog-

nized throughout nature as signaling heritable quality in males

(Andersson, 1994; Møller & Thornhill, 1998) and, by prefer-

ring them when fertile, females increase the chances of pass-

ing them on to their offspring hence increasing their own re-

productive success. Cyclic shifts have also been documented

for women’s preferences for male faces. During the fertile

window, women prefer more masculine faces than they do at

other times of the month (Johnston, Hagel, Franklin, Fink, &

Grammer, 2001; Jones et al., 2005b; Penton-Voak et al., 1999;

Penton-Voak & Perrett, 2000; Scarbrough & Johnston, 2005).

Additionally, one recent study has found a cyclic preference

for facial symmetry in humans, which may be a correlate of

facial masculinity (Little, Jones, Burt, & Perrett, 2007).

To date, most studies of menstrual cycle shifts in prefer-

ences have concentrated on traits that are sexually dimorphic

(height, voice pitch, facial structure) and hence potentially

indicate heritable biologically quality. All three of these traits
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are associated with testosterone (Dabbs & Mallinger, 1999;

Heald et al., 2003; Penton-Voak & Chen, 2004), which is

itself thought to be an honest signal of immunocompetence

(Folstad&Karter,1992), although this link lacksdirectempiri-

cal support todate.The logicbehindthis so-called‘‘goodgenes’’

argument is that preferences evolve for traits that honestly

signal mate quality. This quality is to some extent heritable,

and can be passed on to offspring, thereby improving repro-

ductive success. In humans, mate quality has many compo-

nents, but considerable research has concentrated on the

possibility that attractiveness may be associated with deve-

lopmental health, a key aspect of biological quality. There is

some evidence for this link (e.g., Hume & Montgomerie,

2001; Langlois et al., 2000; Zebrowitz & Rhodes, 2004).

Interestingly, men with attractive faces are more heterozy-

gous at tested loci within the major histocompatibility com-

plex, which is important for immune function (Roberts et al.,

2005). Signals to good genes, however, may indicate costs as

well as benefits. Although facial masculinity may indicate

biological quality, it also drives negative personality attri-

butions, such as coldness and dishonesty (Perrett et al., 1998),

and signals less willingness to invest in offspring (Roney,

Hanson, Durante, & Maestripieri, 2006). A masculine male

may, therefore, represent a high-quality but high-risk mate

who offers good genes but less investment than a less mascu-

line male. In the context of these conflicting cues, ovulatory

shifts in preferences are often proposed to result from females

‘‘trading off’’ traits desirable in long-term and short-term part-

ners (paternal investment and good genes, respectively) de-

pending on the chance of conception (Gangestad & Thorn-

hill, 2008).

Women, however, may also profit from attending to traits

in addition to those associated with ‘‘good genes.’’ Cues or

signals that indicate a likely return on mating effort may also

be preferred, irrespective of the relationship between such

cues and traits associated with good genes. Mating effort is

costly in terms of time, energy, and resources, and individuals

should minimize wasted effort if they are limited by any of

these factors. Flirting may signal to both men and women an

increased probability of reward for mating effort invested

(Mishra, Clark, & Daly, 2007). Although females are usually

construed as choosy and males as indiscriminate throughout

nature, humans are a largely monogamous species which may

select for substantial male choice (Johnstone, Reynolds, &

Deutsch, 1996; Kenrick, Sadalla, Groth, & Trost, 1990). A

flirting man may, therefore, be signaling interest to a woman,

and this cue would be especially valuable to women time-

constrained by windows of fertility.

Behavioral cues, such as flirtatiousness, are an important

component of attractiveness, but few studies have examined

them. Although dynamic mating displays are well-studied in

other species (e.g., Bakker, Künzler, & Mazzi, 1999; May-

nard Smith, 1956; Rowland, 1995), most facial attractiveness

research in humans has relied on photographs or photogra-

phic composites. Flirtatious displays are difficult, if not im-

possible, to study with static stimuli because they are often

dynamic by nature, and recent studies indicate that the attrac-

tiveness of the same face in a static photograph and a dynamic

video do not necessarily correlate (Lander, 2008; Penton-

Voak & Chang, 2008; Rubenstein, 2005). Flirtatious displays

may also be linked to good genes in humans, although this

idea is speculative. Simpson, Gangestad, and Biek (1993)

found that symmetrical men engaged in different courtship

tactics than asymmetrical men. It is worth noting that testos-

terone is associated with both anatomical and behavioral

displays in a wide variety of species (Adkins-Regan, 2005).

In birds, for example, testosterone treatment can restore cas-

trated cockerels’ crowing and sexual behavior and can even

bring female canaries into song (for a review, see Fusani,

2008). The possibility that preferences for dynamic behav-

ioral traits are influenced by menstrual cycle phase has re-

ceived little research attention. Gangestad, Simpson, Cous-

ins, Garver-Apgar, and Christensen (2004) did examine pref-

erences for videotaped behavioral displays, showing that

women’s preferences for directly competitive courtship be-

havior were heightened during fertile phases of the menstrual

cycle when the men were being judged as potential short-

term, but not long-term, partners. Here, directly competitive

courtship behavior was defined from factor analysis of men’s

behavioral tactics and nonverbal behaviors to include things

like derogation of a male competitor, asserting their own

superiority, and lack of laughing. That study, however, was

not concerned with examining the dynamic aspects of the

behavior alone, as video footage contained both dynamic and

structural cues (although there was an attempt to statistically

control for static face attractiveness in this study, there were

potential interactions between dynamic and static cues that

could not be controlled by these means).

In order to investigate dynamic cues, it is useful to isolate

them from potential confounding variables. Motion capture

is an important tool in this respect and can provide a clear

insight into the importance of motion itself in attractiveness

judgments in humans. For example, Brown et al. (2005) used

motion capture to demonstrate an association between body

symmetry and dance quality. Morrison, Gralewski, Camp-

bell, and Penton-Voak (2007) used a form of motion capture

to examine facial dynamics and showed that sex-typical fa-

cial motion in females was rated attractive by males and

females. In this study, however, sex typical (i.e., masculine)

facial movement was not related to attractiveness for male

targets, yet both male and female raters agreed on the male

faces that were attractive based on their movement, sug-

gesting that some (as yet unidentified) quality or qualities in

male facial movement drive attractiveness judgments.
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In the current study, we investigated whether women’s

preferences for two properties of facial movement varied

over the menstrual cycle. First, we assessed whether prefer-

ences for sex-typicality in facial movement varied in a similar

way to the well demonstrated shifting preferences for struc-

tural masculinity. Such an effect has recently been demon-

strated by Provost, Troje, and Quinsey (2008b), who isolated

the biological motion of walkers, showing that fertile women

particularly preferred masculinity in shape-controlled point-

light displays. The large anatomical differences in, for

example, pelvic structure, lead to easily observable sex dif-

ferences in walking style. Although anatomical constraints

that lead to sex differences in facial movement are less

obvious than in gait, there are nevertheless reliable cues to sex

in facial movement alone (Hill & Johnston, 2001; Morrison

et al., 2007). If preferences for masculinity in facial move-

ment are analogous to preferences for masculinity in the

structural properties of faces and the dynamic properties of

gait, we should expect preferences for masculine movement

to be highest in the follicular phase of the menstrual cycle.

Secondly, we assessed whether preferences for flirtatious

facial movement, which signals likely reward for mating ef-

fort, is more important to women when their conception

probability is high. To test these ideas, we measured women’s

preferences for flirtatious dynamic facial displays as a function

of their likelihood to conceive following intercourse, using

actuarial data from an earlier study (Wilcox, Dunson, Wein-

berg, Trussell, & Baird, 2001). Conception probability is a

useful variable when investigating the adaptiveness of men-

strual shifts in behavior and preferences. The mechanism be-

hind such shifts is presumed to be hormonal, and there is

evidence that women’s facial preference shifts are associated

with daysof the menstrual cycle whenlevelsofestrogen(Jones

et al., 2005a) and progesterone (DeBruine, Jones, & Perrett,

2005) are predicted to be high. We specifically investigated

women’s preferences for short-term attractiveness judgments,

as menstrual cycle effects are particularly predicted in this

context (e.g., Jones et al., 2005b; Penton-Voak et al., 1999).

Method

Participants

Facial Animations

Facial animations were the same as those in Morrison et al.

(2007). Briefly, we obtained facial motion data from 1-min

video sequences of five men in conversation with an inter-

viewer about their upcoming Christmas holidays. These men

were young, Caucasian undergraduates recruited at Stirling

University.

Flirtatiousness Ratings

Participants were 16 psychology students who received course

credit for participation.

Attractiveness Ratings

A further set of 47 women (M age = 19.8 years), none of

whom were taking the contraceptive pill, rated the same

animations.

Procedure

Facial Animations

Facial landmark points were labeled semi-automatically with

30 points per frame. The movement of these points was then

transferred to an androgynous line face and then split into

sequences of 10 s, resulting in 30 clips. For further technical

details of these computer graphic techniques, see Gralewski,

Campbell, Morrison, and Penton-Voak (2006). For each 10 s

clip, the total amount of movement was estimated by calcu-

lating the distance travelled by the centroid point (the imag-

inary point representing the average spatial position of each

landmark) across each frame of the sequence (M = 261

pixels, SD = 50.1; Morrison et al., 2007). This earlier study

also provided a masculinity score for each clip, which was the

number of times a given clip was correctly identified as male

in the previous study. Here, 108 raters (68 female, 40 male)

viewed the 30 male clips in the current study and 30 female

clips constructed using identical techniques in random order,

and decided whether each was male or female (M of male

clips = 65.8/108 possible male identifications, SD = 7.5, no

sex of rater effects, see Morrison et al., 2007, for full details of

this study). The study was approved by the ethics committee

of the Department of Experimental Psychology, University

of Bristol.

Flirtatiousness Ratings

Participants viewed the animations in random order and rated

the flirtatiousness of each clip from 1 (not very flirtatious) to 7

(very flirtatious).

Attractiveness Ratings

Participants viewed the same clips in random order and rated

their short-term attractiveness on a 1 to 7 scale. Participants

were given the following definition: ‘‘By ‘short-term attrac-

tiveness,’ we refer to the type of person who would be attrac-

tive to you in a short-term relationship. This implies that the

relationship may not last a long time. Examples of this type of

relationship would include a single date accepted on the spur
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of the moment, an affair within a long-term relationship, or

the possibility of a one-night stand.’’ All participants were

aware that they were viewing male faces.

Women were asked how many days it had been since the

onset of their last period, and from this we calculated each

participant’s probability of conception from a single act of

unprotected intercourse using benchmark data from Wilcox

et al. (2001), who provided likelihood of conception from a

single act of intercourse for each day of the menstrual cycle

based on a study of 221 women who were attempting to

conceive.

Measures

Inter-rater agreement for the flirtatiousness ratings was high

(Cronbach’s a = 0.79). We therefore averaged the ratings,

giving each clip a single flirtatiousness score (M = 4, SD =

0.95). We were interested in the relationship among flirta-

tiousness, masculinity, and attractiveness of the clips, and the

influence of the menstrual cycle on this relationship, and per-

formed simple correlations to assess these associations. To

assess individual participant’s preferences for flirtatiousness,

we performed a median split on the animations to divide them

into the 15 most flirtatious and the 15 least flirtatious. We then

averaged each woman’s attractiveness ratings for the anima-

tions in these groups to give her two scores. The difference

between each woman’s average for the high flirtatiousness and

low flirtatiousness groups represented her ‘‘preference for flir-

tatiousness.’’ We then repeated this procedure for a median

split on masculinity to calculate each woman’s ‘‘preference for

masculinity.’’ For use as a control measure, we also calculated

a ‘‘preference for movement’’ score in the same way using a

median split on the total amount of movement in each of the 30

clips.

One potential weakness with simple correlations is that

data must be aggregated to create the dependent variables.

We therefore performed another analysis involving hierar-

chical linear modeling, which allows each individual rating

to be included by nesting each rating within each female rater.

This approach also allowed us to consider the effects of flir-

tatiousness, masculinity, and movement simultaneously be-

cause all three are included in a regression equation for each

rater. Another advantage is that hierarchical modeling can

test for main effects of conception likelihood, i.e., do women

give higher or lower ratings generally when fertile? Hierar-

chical linear modeling is a form of regression in which some

data at one level share error terms and hence are not inde-

pendent. This shared variance can be taken into account by

organizing the related Level 1 data under Level 2 units of

analysis. At Level 1 of our model was the relationship be-

tween flirtatiousness, total movement, and masculinity of

each clip as independent variables and the individual wo-

man’s attractiveness rating of that clip as the dependent

variable. Thus, there was a population of regression slopes

each representing one woman’s ratings. Level 2 of the model

examined the effect of the rater variable—each woman’s

probability of conception—on the intercept and slope of the

regression lines. All p-values are two-tailed.

Results

Conception Probabilities

Using data from Wilcox et al. (2001; Table 1, column 1,

estimated mean probability of pregnancy of following a

single act of unprotected intercourse), we estimated that the

mean probability of conception of participants when tested in

our study was 2.7% (SD = 3.0%; range, 0–8.6%). In the

late follicular phase (days 7–15), this value was 4.8% (SD =

2.9%, n = 19), and the combined conception probability

during menses (days 1–6, n = 14) and the luteal phase (days

16–29, n = 14) was 1.3% (SD = 2.1%). These values were

significantly different t(45) = -4.9, p \ .001. These data

are as would be expected from a random sample of naturally

cycling women. Wilcox et al. (2001) also split their sample to

provide conception probability data for women with regu-

lar and irregular cycles. Substituting either of these addi-

tional data sets for the combined data in our analyses had no

influence on the pattern or significance of any effects.

First Order Correlational Analysis

To assess whether conception probability was associated

with preferences for flirtatiousness, masculinity, and total

movement, we performed two Spearman’s nonparametric

correlations. The correlation between flirtatiousness prefer-

ence and conception likelihood was positive and significant

(rs = .44, p = .002, n = 47). There was no significant

association between the probability of conception and pref-

erence for masculinity (rs = -.19, n = 47) or preference for

overall movement in the clips (rs = .22, n = 47). See Fig. 1

for scatterplots of these relationships.

Hierarchical Regression Analysis

In our hierarchical model, the slopes of the Level 1 rela-

tionship represented each woman’s preference for flirtatious

movement, masculine movement, or total amount of move-

ment. The steepness of the flirtatiousness slopes was posi-

tively associated with each woman’s probability of concep-

tion, c = 0.10, t(45) = 2.01, p = .043, meaning that when

more fertile, women found flirtatious faces especially attrac-

tive. The intercepts of these slopes were not affected by prob-

ability of conception, c = 0.10, t(45) = 1.42, p = .16, mean-

ing that women did not give higher or lower ratings overall
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when fertile. There were no such effects for women’s pref-

erence for masculinity (c = -0.02, t(45) \ 1), or movement

(c = -0.05, t(45) = -1.24).

Flirtatious animations were attractive generally, as evi-

denced by a main effect at Level 1 in the model, c = 0.24,

t(45) = 6.10, p \ .001. This result would be unsurprising if

it were just the result of a halo effect whereby those anima-

tions that moved more were rated more attractive (as in Mor-

rison et al., 2007) and more flirtatious. But this was not the

case, since the model also included and controlled for the

amount of movement in each animation. Masculinity was neg-

atively associated with flirtatiousness (rp = 0.40, n = 30,

p = .03), but this relationship disappeared when controlling

for the amount of movement in each clip (partial correlation

r = -0.10, df = 27). The intraclass correlation coefficient

for the null model was 0.23, meaning that 23% of the

variances in attractiveness ratings could be attributed to

differences between the raters.

Discussion

Our data showed that women’s preference for flirtatious fa-

cial movement increased at times of the menstrual cycle

when they are more likely to conceive following intercourse.

This finding was consistent with a growing body of evidence

that female preferences for men’s traits undergo menstrual

cycle shifts, but was the first to examine facial movement

independently of structural cues. Interestingly, the same men-

strual shift was not apparent in terms of women’s preference

for the amount of movement in faces. Women did not seem to

be merely responding to a low level perceptual variable like
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amount of movement. Instead, participants were differential-

ly responding to the social value of the signal.

We found no evidence that women’s preferences shifted

towards masculine motion when they are fertile. This is at

odds with findings using both static faces (e.g., Penton-Voak

et al., 1999) and whole-body motion (Provost et al., 2008b).

With static faces, masculinity is defined in a variety of ways,

but all relate to either measured or perceived sex differences

in facial shape (fora discussion of these methods, see DeBruine

et al., 2006), which are in turn related to hormone levels (Pen-

ton-Voak & Chen, 2004; Pound, Penton-Voak, & Surridge,

2009). For the Provost et al. (2008b) stimuli, masculinity de-

noted sex differences in motion identified from Fourier analy-

sis of point-light walkers and principal components analysis.

Hormones affect body morphology and hence presumably

gait, although this link is not directly established. In our case,

masculinity was operationalized simply by identifying how

often each dynamic clip was identified as male in a forced

choice decision task, and no direct link between endocrine

activity and facial movement has been hypothesized or estab-

lished. It is possible that this difference in definition accounts

for our lack of a finding, but in this context it is worth noting

that most alternative methods of estimating static face mas-

culinity show strong relationships to each other and outcome

variables of interest (DeBruine et al., 2006). A more likely

explanation may lie in the differences in social attributions

made to static and dynamic masculinity. Although masculine

facial structure is often attributed with negative personality

attributions of coldness and dominance, it is also associated

with some stereotypically attractive features, such as a prom-

inent jaw line. Unlike masculinity in static faces, masculine

movement is not readily associated with any positive fea-

tures, as the major sex difference in facial movement is one of

degree, with males moving their faces less than women over-

all (Morrison et al., 2007). This idea was supported by our

finding that flirtatious and masculine movement were nega-

tively correlated, but this relationship was mediated by the

amount of movement. The relative lack of absolute move-

ment found in our ‘‘masculine’’ dynamic displays (in the oper-

ationalization of masculinity we used here) may not signal

biological quality so much as a social disengagement, which

is unlikely to be considered attractive in any context.

Our definition of masculinity was based on social percep-

tion rather than rated masculinity (asking participants how

masculine each clip looked) or the mathematical differences

between male and female movement (e.g., based on Fourier

analysis). This is to allow comparison with the results of

Berry (1991) and Hill and Johnston (2001). Rated mascu-

linity is also subjective and may be prone to halo effects based

on attractiveness, and although a Fourier-based analysis of

sex differences in movement would be interesting, a key issue

is whether viewers can accurately perceive sex in dynamic

facial displays. Therefore, ratings from an objective sex-

identification task are a logical first step in investigating mas-

culinity cues that lead to perceptual differences in stimuli.

Correct identification of the sex of the male clips was 61%.

This is not dissimilar to the values of 68% from Berry (1991)

and about 60% from Hill and Johnston (2001), and reflects the

difficulty of the task. This is not surprising given the apparent

lack of anatomical constraints on facial movement; men and

women can move their faces in any way they want, so it is

interesting that facial movement was nevertheless diagnostic

of sex.

There were some methodological considerations worth

noting in our study. We used the forward counting method to

estimate each woman’s position in the menstrual cycle from

the onset of last menstruation. This method is not as accurate

as the reverse counting method because of the variability in

the length of the follicular compared to the luteal phase.

However, any inaccuracy will only have added noise to our

data rather than systematic bias, and it is therefore notewor-

thy that we nevertheless found a robust effect with this rel-

atively crude method. Furthermore, although the chance of

conception may have predicted preferences for flirtatious

facial movement, it is clearly not the mechanism underlying

the preference shifts. After all, markedly different hormonal

profiles can underlie the same mean conception probability.

Recent studies examining preferences for masculinity in

male faces have attempted to explicitly examine the endo-

crine correlates of preferences for artificially manipulated

masculinity in faces (Welling et al., 2007) and preferences for

male faces from men with measured testosterone (Roney &

Simmons, 2008). These studies are somewhat contradictory,

with the earlier study implicating women’s testosterone

levels in shifting preferences, while the latter suggests a key

role for estradiol. Nevertheless, both studies suggest that

cyclic shifts in hormone levels are closely associated with

shifting preferences. Future research could search explicitly

for associated hormonal fluctuations by measuring levels

directly.

Determining what benefit women may actually gain by

increasing their attraction to flirtatiousness during fertile

peaks remains unresolved. Flirtatiousness may signal both

direct benefits, via increased probability of reward for in-

vested mating effort, and indirect benefits (i.e., good genes),

via the costs involved in developing the necessary resources

for producing skilled social behavior (cf. links between tes-

tosterone and mating display in other species). Menstrual

cycle shifts in preferences are often described as favoring

cues for indirect benefits, because conception is the only time

when these benefits will actually be realized (although see

Jones et al., 2005b for an alternative, although not necessarily

incompatible exception, to this generalization). In this case,

however, the direct benefits of conserving mating effort when

faced with cues indicating that such effort will be wasted will

also be of particular value to mid-cycle women, as the time
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available during the fertile window is limited. Neither form of

benefit can be excluded by our results, and it should be noted

that they do not represent mutually exclusive alternatives;

menstrual cycle shifts could serve both adaptive goals simul-

taneously (see Jones et al., 2008, for a related argument).

Studies of facial motion may be particularly important for

menstrual cycle research, because the dynamics of a face can

change quickly, unlike the static properties. For example, wo-

men can take advantageofa momentary opportunity when they

see a man who is signaling interest by flirting. Improvements

in motion capture technology mean that dynamic signals in

the face can be investigated. Future investigations into cyclic

changes in women’s preferences may benefit from the con-

sideration of such transient traits which may be important for

potential exploitation of strategic mate choice opportunities.
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Abstract Associations among mother–daughter attach-

ment, mother and daughter substance abuse, and daughter’s

sexual behavior under the influence of drugs and alcohol were

investigated among 158 adult U.S. Latina daughters. Latina

daughters were sampled from four mother–daughter dyad

types:substanceabusingmotheranddaughter, substanceabus-

ing mother only, substance abusing daughter only, and non-

substance-abusing mother and daughter. Substance abusing

daughters with substance abusing mothers, and daughters who

were less strongly attached to their mothers, reported more

sex under the influence of drugs. Age, marital status, substance

abuse, and mother’s substance abuse all influenced the daugh-

ter’ssexunder the influenceofalcohol.Anunexpectedpositive

association between attachment and sex under the influence of

alcohol was found for daughters who were more closely at-

tached to a substance abusing mother. Implications for future

research, and HIV/AIDS and drug prevention and treatment

programs for Latinas are discussed.

Keywords Mother–daughter attachment � Alcohol and

drug intoxication � Substance abuse � HIV risk behaviors �
Latinas

Introduction

During the past decade, there has been an increasing interest

in documenting the effects of substance use on sexual risk

behaviors in Latinas (Castañeda & Gómez Bastidas, 2005;

Kaplan, Erickson, & Juarez-Reyes, 2002; Matos et al., 2004;

Paxton, Myers, Hall, & Javanbakht, 2004). This interest is

likely due to the disproportionate rate of HIV infection affect-

ing Latinas in the United States (Centers for Disease Control

and Prevention, 2007). HIV/AIDS rates are increasing for

women in general, as well as for individuals of Latin Ameri-

can descent. In 1992, women constituted 14% of adults and

adolescents diagnosed with HIV/AIDS; however, by 2003 this

increased to 22% (CDC, 2004), and increased again to 27% in

2005 (CDC, 2007). Latinas have an especially high risk for

infection with HIV. In 2005, the HIV/AIDS contraction rate

for Latina women was five times the rate for non-Latina White

women (CDC, 2007).

Extant research has found that use of alcohol and other

drugs places Latina and non-Latina teens and young adults at

risk for unsafe sexual practices (Youth Risk Behavior Sur-

veillance Survey [YRBSS] 2008). In 2007, 17% of sexually

active adolescent Latinas reported being under the influence

of alcohol or drugs during their most recent sexual experience

(YRBSS, 2008). White females report the highest prevalence

of sex under the influence of drugs or alcohol (19.8%), and

black females report the least (12.9%). Studies have found that

young adult Latinas who frequently use alcohol (Castañeda &

Gómez Bastidas, 2005; Matos et al., 2004) or illicit drugs

(Kaplan et al., 2002; Paxton et al., 2004) were more likely to

engage in unprotected sex than those who used alcohol less

frequently or not at all. However, because most of the research

in this area has been conducted with adolescents and young

adults, it is unclear whether the association between substance

use and sexual risk taking persists into adulthood.
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An important issue that has not received much attention

in the literature on Latina sexual risk behavior is engaging in

sexual behavior while under the influence of alcohol or drugs.

Although preliminary studies linking drug and alcohol use

to unsafe sex suggest that substance-using Latinas are more

likely to engage in unsafe sexual practices, these analyses

often do not focus specifically on sexual behaviors while the

woman is intoxicated. Such behaviors are especially risky

due to the effects of drugs and alcohol on cognition and judg-

ment in substance users (Logan, Cole, & Leukefeld, 2002;

Volkow, 2006). Specifically, intoxication increases the like-

lihood of impulsive and risky decisions and decreases inhi-

bition (Bellis et al., 2008; George et al., 2008; Stoner, George,

Peters, & Norris, 2007), which may, in turn, increase the

likelihood of unsafe sex.

A second important issue concerns parental influences on

Latinas’ sexual risk behaviors into adulthood. Parental influ-

ences can be subdivided into at least two categories: rela-

tionships with the parents and the parents’ own substance use.

In samples of U.S. Latina/os, studies have identified parental

substance use as a risk for substance use in offspring (Barrett &

Turner, 2006) and have suggested that closeness to parents

serves toprotect Latina/oadults against substance use and HIV

risk behavior (Wang, Matthew, Chiu, Fan, & Bellamy, 2007).

However, as previously noted, the vast majority of studies

on familial influences on Latina substance use and HIV risk

behavior have focused on adolescents. To our knowledge,

no extant research has examined familial factors, particularly

attachment to mother, as risks and protective mechanisms

vis-à-vis Latina adults’ engaging in unsafe sexual behavior

while under the influence of alcohol or drugs. More research is

needed on adult Latinas because of the cultural value placed on

strong family relationships well into adulthood (i.e., familism;

De La Rosa & White, 2001; Muñoz-Laboy, 2008; Santisteban,

Muir-Malcolm, Mitrani, & Szapocznik, 2002). Given these

research needs, the present study was designed to examine

substance abuse and familial risks for engaging in sexual risk

behaviors while under the influence of alcohol or drugs in a

community sample of adult Latinas.

The mother traditionally plays a key role in the Latino

family (Gomez & Marin, 1996). Latina women—and espe-

cially mothers—have traditionally been viewed as owing the

family a duty of self-sacrifice (Galanti, 2003). This duty has

been termed marianismo. Marianismo is the female counter-

part to machismo, which refers to the exaggerated masculine

gender roles towhichLatinomenareexpected toadherewithin

the family (Galanti, 2003). To be considered the buena ama de

casa (good housewife and mother), women are encouraged to

be selfless in their dedication to the family. This tradition of

sacrifice and its accompanying servitude often extends to

daughters in accordance with traditional cultural values.

Daughters are often socialized to treat their mothers with high

levels of respect so they can be considered a buena hija (good

daughter). This often includes complying with the mother’s

wishes and not shaming the family by engaging in deviant

behaviors (e.g., substance abuse, premarital sex). As a result

of traditional cultural values, Latina mothers and daughters

often forge deep lifelong bonds, in which they rely heavily

on one another for emotional, financial, and other support over

the lifespan (Delgado, 1998; Garcia-Preto, 1998; Vega, 1990;

Villanueva Dixon, Graber, & Brooks-Gunn, 2008). Although

marianismo is often questioned by some younger Latinas born

in the U.S., it generally remains an important component of

Latino cultural expectations. Thus, traditional Latino cultural

values are theorized to foster mother–daughter relationships

characterized by high levels of attachment, abstention from

substance, daughters’ premarital chastity, and avoidance of

health risk behaviors like sex under the influence of alcohol or

drugs. In particular, the daughter’s attachment to her mother is

hypothesized to protect against health risk behaviors.

In addition to considering the culturally based, family dy-

namics affecting Latina mothers and daughters, the present

study was guided by Bogenschneider’s (1996) ecological

risk/protective model. This model is based on Bronfenbren-

ner’s (1986) ecological theory of human development and

on Lerner’s (1995) theory of developmental contextualism.

Similar to the concept of familism, these theoretical per-

spectives also suggest that the family represents the primary

context for human development over the lifespan (Steinberg,

2001; Szapocznik & Coatsworth, 1999). Parents and other

family members have the longest history with the individual.

They play major roles in shaping patterns of development.

These influences extend well beyond childhood and adoles-

cence, such that family influences continue to be important

in adulthood (Fergusson, Boden, & Horwood, 2007; Over-

beek, Stattin, Vermulst, Ha, & Engels, 2007). Adult children

and their parents—especially mothers and daughters—have

been shown to influence one another’s behavior consider-

ably throughout the lifespan (Fingerman, 1995; Fingerman,

Chen, Hay, Cichy, & Lefkowitz, 2006). As previously noted,

the familism often endorsed by Latino families, along with

the marianismo (and accompanying family ties) attached

to the female gender role in many of these families, may

render the adult daughter-mother relationship even more

important (Galanti, 2003).

Ecological theories of human development also have been

increasingly attentive to cultural concerns (e.g., Thurston &

Vissandjée, 2005). Specifically, within the context of immi-

gration, family relationships may be transformed as indi-

vidual family members adapt to a new cultural context.

Family relationships may operate differently depending on

how long family members have been in the U.S. (Szapocznik

& Kurtines, 1993). Therefore, nativity and length of time in

the U.S. are considered salient contextual factors in the lives

of the women in the present study and are included in the

analytic plan.
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The Present Study

The purpose of this article was to report the findings from a

study investigating the roles of mother–daughter attachment,

and maternal and daughter substance use, in adult daughters’

engagement in sexual behavior under the influence of sub-

stances, while statistically controlling for the daughters’ nativ-

ity and length of time in the U.S. To most effectively examine

the interplay between maternal and daughter substance abuse

on the daughter’s engagement of sex under the influence of

alcohol or drugs, we recruited four types of mother–daughter

dyads: mother–daughter both drug or alcohol abusers (Dyad

1); mother-abuser and daughter non-abuser (Dyad 2); mother-

non-abuserand daughter-abuser (Dyad 3); and mother–daugh-

ter both non-abusers (Dyad 4).

The study was designed toaddress fourhypotheses: First, as

a manipulation check, daughters who were not drug abusers

(and whose mothers were not drug abusers—those daughters

categorized into Dyad 4) were hypothesized to report the least

sex under the influence of alcohol or drugs. Hypothesis 1 also

allows us to explore for differences between two types of non-

substance abusing daughters—those with a substance abusing

mother (Dyad 2)and those withouta substance abusing mother

(Dyad 4). Second, we anticipated that daughter reports of at-

tachment to mother would be inversely associated with sex

under the influence of alcohol or drugs regardless of dyad type.

Third, we hypothesized that being born in the U.S., and having

resided in the U.S. for longer periods of time among immigrant

daughters, would be positively associated with the daughter’s

riskfor sex under the influenceofalcoholordrugs regardlessof

dyad type. Finally, given that younger, unmarried women are

at higher risk for substance use (Delva et al., 2005), it was

expected that unmarried and younger daughters would be

more likely to engage in sex under the influence of alcohol or

drugs regardless of dyad type.

Method

Participants

Participants were 158 self-identified Latina mother–daugh-

ter dyads (total N = 316) across four drug use categories:

Dyad 1 = drug-abusing mothers and daughters (n = 80);

Dyad 2 = drug-abusing mothers and non-abusing daughters

(n = 38); Dyad 3 = non-abusing mothers and drug-abusing

daughters (n = 102); and Dyad 4 = non-abusing mothers

and daughters (n = 96).

Approximately 46% ofdaughters (n = 72) were born in the

United States. About 15% of daughters (n = 24) were born

in Cuba. The next largest subgroup was 9.5% of daughters

(n = 15), who were born in Colombia. The remainder of

daughters reported the following birth countries: Peru (n = 8,

5.1%), Nicaragua (n = 6, 3.8%), Honduras (n = 6, 3.8%),

Venezuela (n = 6, 3.8%), Dominican Republic (n = 5,

3.2%), Puerto Rico (n = 4, 2.5%), and Mexico (n = 4, 2.5%).

One daughter (0.6%) reported being born from each of the

following countries: Argentina, Bolivia, Brazil, and Chile.

Table 1 summarizes the daughters’ other demographic vari-

ables (age; receipt of financial, emotional, or legal assistance

with immigration; family-of-originsocioeconomicstatus;per-

sonal income; educational level; employment status; marital

status; and length of time in U.S.) across dyad type.

Procedure

Data for the present analyses were taken from a study of

intergenerational transmission of drug abuse between Latina

mothers and daughters in Miami-Dade County, Florida. The

study was approved by, and conducted in compliance with,

the Institutional Review Board at Florida International Uni-

versity. The general criteria for inclusion of mothers and

daughters in the parent study were: consenting to be inter-

viewed for at least 2–3 h; 18 years old or older; self-identi-

fying as Latina; living in Miami-Dade County, Florida; and

willing to provide two telephone numbers to researchers for

correspondence during participation in the study.

Mothers and daughters were classified into the four dyads

based on whether they qualified as abusers of alcohol, mari-

juana, cocaine, heroin, ecstasy, and/or prescription drugs. For

the purpose of the current study, alcohol abusers were defined

in terms of at least one binge drinking episode per month

(adaptedfromNaimietal.,2003)—atleast4–5glassesofwine,

3–4cans/bottlesofbeer,or3–4four-ouncedrinksofhardliquor

per occasion-during the 12 months prior to assessment. Illicit

drug abusers were defined as participants who reported at least

3 days per week of marijuana use, 2 days per week of cocaine

use, one or more occasions of heroin use per week, and/or least

3 ecstasy use occasions per month during the 12 months prior

to assessment. Abuse of prescribed medication was measured

by asking participants whether they had taken medicine with-

out a doctor’s authorization, in larger amounts than prescribed,

or for longer periods than prescribed, in the 12 months prior to

assessment (adapted from Turner et al., 2001).

All study participants were recruited for a one time face-

to-face interview by using a snowball sampling (chain refer-

ral) method (McCracken et al., 1997). Given the fairly low

representation of drug and alcohol abusers in the general

population, different strategies were used to recruit sub-

stance abusing and non-abusing participants. Non-abusing

Latinas were recruited to participate in the study through

community health fairs, health clinics, radio announcements

on local Spanish-language stations, and advertisements on

local television channels. Substance abusing participants

were recruited through substance abuse support groups such

as Narcotics Anonymous (NA) and Alcoholics Anonymous

Arch Sex Behav (2010) 39:1305–1319 1307
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(AA) meetings and by advertising in a local alternative news-

paper, on an FM radio station, and through announcements

posted at local drug court programs.

Interviews were conducted in either Spanish or English by

trained interviewers using a structured questionnaire. This

questionnaire consisted primarily of existing and widely used

measures. All measures were pilot-tested to ensure that they

were culturally and linguistically sensitive to Latino culture

and to women. Many of these measures were already available

in both English and Spanish and had previously been used with

Latinas. Measures not available in Spanish were back-trans-

lated intoSpanish inaccordancewith guidelinesestablishedby

the Institutional Review Board and Office of Sponsored Re-

search Administration at Florida International University. The

questionnaire took 2–3 h to complete, and took place at

locations convenient to participants.

Measures

Demographics Variables

A demographic form asked participants to report their age,

nativity, the receipt of financial, emotion, or legal assistance

with immigration, family of origin socioeconomic status, an-

nual personal income, educational level, employment status,

marital status, and length of time in U.S. Length of time

in U.S. was defined as percent of the participant’s life that

had been spent in the U.S. This percentage was calculated by

dividing thenumberofyears a participant reported living in the

U.S. by her age. Because Latino families often may move back

and forth between the United States and their countries of

origin (Congress, 2004), even U.S.-born daughters may have

spent some time living outside of the United States.

HIV and Other Sexually Transmitted Infections (STI)

Each participant was asked if she ever had been informed by a

doctor or other health professional that she had gonorrhea,

syphilis, herpes, chlamydia, genital warts, Hepatitis C, HIV/

AIDS, vaginitis, or pelvic inflammatory disease. These ques-

tions were adapted from a survey designed for a study of

substance use and sexual risk behavior trajectories of young

adults (Life Course and Health Research Center, 1997). Par-

ticipant responses to the STI items were summed to compute a

total number of STI score. Mean total number of STI scores are

reported by dyad type in Table 1.

Unprotected Sex

Each participant was asked the number of times she had en-

gaged in oral, anal, and vaginal sex during the 12 months prior

to assessment. Participants were subsequently asked, ‘‘How

many of those times did you or your partner use a condomT
a
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during oral, anal, and vaginal sex?’’ These items also were

derived from the survey designed for a study of substance use

and sexual risk behavior trajectories of young adults (Life

Course and Health Research Center, 1997). From these re-

sponses, a condom use to sexual behavior ratio was calculated

for each participant. Mean participant condom use ratios by

sexual behavior and dyad type are reported in Table 1.

Attachment

A 25-item version of the Inventory of Parent and Peer At-

tachment (IPPA; Armsden & Greenberg, 1987) was used to

assess attachment between mothers and daughters. Data from

daughters rating their attachment relationships with their

mothers were used in the present analyses. Daughters were

asked to indicate their agreement with each item using a 5-

point Likert scale ranging from Almost never or never true

to Almost always or always true. In prior research, internal

consistency and test–retest reliability coefficients for the

IPPA have been acceptable (Adam & Chase-Lansdale, 2002).

However, because the IPPA was originally developed with

adolescent and young adult samples, we conducted a confir-

matory factor analysis to ensure that the previously reported

IPPA subscales/factors (i.e., communication, trust, and alien-

ation) were appropriate for the present sample of adult Latina

daughters. The confirmatory factor analysis of the three factor

model produced an inadequate fit to the data (see Kline, 2005,

for a review of fit statistics and acceptable values). The chi-

squarevalue (272df) was 578.67 (p \ .0001), the comparative

fit index (CFI) value was .85, and the root mean square error of

approximation (RMSEA) value was .08. One of the original

subscales (alienation) yielded inadequate evidence of internal

consistency in the current sample [e.g., Cronbach’s alpha

coefficient = .68, indicating the standard error of measure-

ment will be over half (0.57) a standard deviation and sug-

gesting a largeamountoferroror inconsistency in themeasure;

Nunnally & Bernstein, 1994]. It was, therefore, possible that

the scoring algorithm for the measure was not appropriate

for this population. As a result, we analyzed a factor solu-

tion where all of the items patterned onto a single factor. This

solution provided an adequate fit to the data, v2(261) =

443.44, p \ .0001; CFI = .91; RMSEA = .07. Therefore, a

total attachment scale score was used in the current study. We

calculateda totalattachmentscalescorebyfirst reversescoring

the alienation scale items and summing these reverse-scored

items with the items from the other subscales (communication

and trust). The Cronbach’s alpha coefficient for the total scale

score was .93 for the daughter sample in the current study.

Alcohol Use

The alcohol consumption items from the Health and Daily

Living Form (Billings, Cronkite, & Moos, 1983) were used to

assess participant alcohol use frequency during the 12

months prior to assessment and, in part, to determine dyad

membership (based on use rates during the 12 months prior to

assessment). The questions used in the current study assessed

how frequently participants consumed alcohol (i.e., alcohol

frequency) in the 3 and 12 months prior to assessment, using

an 8-point Likert scale ranging from 1 (never uses) to 8 (uses

every day).

Drug Use

The Drug Use Frequency measure (DUF; O’Farrell, Fals-

Stewart, & Murphy, 2003) was used to assess the frequency

of drug use among the participants during the 12 months

prior to assessment and, in part, to determine dyad mem-

bership (based on use rates during the 12 months prior to as-

sessment). The DUF also was used to assess illicit drug use

and non-medical use of prescription drugs (e.g., sedatives)

in the 3 and 12 months prior to assessment. The DUF mea-

sure assesses frequency of use for each separate illicit and

prescription drug (sedatives, hypnotics or tranquilizers; can-

nabis; stimulants; heroin; opioids; cocaine; PCP; hallucino-

gens; inhalants; others) using an 8-point Likert scale ranging

from 1 (never uses) to 8 (uses every day). Past research

(O’Farrell et al., 2003) indicates that DUF scores correlate

closely (r = .87) with collateral reports of drug use fre-

quency and with self-reports on other drug and alcohol use

measures (r values ranged from .83 to .98).

Sex Under the Influence of Substances

Sexual behavior under the influence of substances was mea-

sured using six items taken from a survey designed for a study

of substance use and sexual risk behavior trajectories of

young adults (Life Course and Health Research Center,

1997). Participants’ responses to the six selected items were

used to create a sex under the influence of substance risk

index (SUISRI). The six items assessed the frequency and

effects of substance use by both the participant and her sexual

partner(s) during the past 12 months. The first item assessed

how often the respondent (or her partner) drank alcohol be-

fore or during sex during the past 12 months. The next item

asked how often the respondent (or her partner) used drugs

before or during sex during the past 12 months. For these two

items, participants were asked to indicate their frequency on

the following scale for each item: 1 = Never, 2 = Rarely,

3 = Sometimes, 4 = Usually, 5 = Always. The third item

assessed, on average, how strongly the participant was af-

fected (i.e., intoxicated) by alcohol use prior to or during sex.

The fourth item asked how strongly the participant’s sexual

partner was affected (i.e., intoxicated) by alcohol use prior to

or during sex. Similarly, the fifth item assessed on average,

how strongly the participant was affected (i.e., intoxicated)
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by drug use prior to or during sex, and the sixth item asked

how strongly the participant’s sexual partner was affected

(i.e., intoxicated) by drug use prior to sex. For these last two

items, participants were asked to indicate their response on a

scale of 1 = not at all, 2 = somewhat, or 3 = very strongly.

The sex under the influence of alcohol risk index (SUIARI)

score was calculated by summing the three items referring to

alcohol. The sex under the influence of drugs risk index

(SUIDRI) score was calculated by summing the three items

referring to drugs.

Data Analysis Plan

The preliminary data analyses included calculating fre-

quency distributions for continuous variables to determine

whether they violated the assumption of normality. To ex-

plore for potential confounding variables, analyses of vari-

ance (ANOVA) and chi-square tests were performed to in-

vestigate for differences in demographic variables across

the four dyads. We also explored total number of sexually

transmitted infections, as well as condom use rates across

dyads. For variables where the omnibus ANOVA was sig-

nificant, pair-wise comparisons were conducted to identify

significant differences between and among dyads.

To test our primary hypotheses, we conducted three hier-

archical regression analyses. First, a bivariate correlation

matrix was created for all variables involved in the hierar-

chical regression analyses to assess for potential multicollin-

earity. Next, we examined the hypothesized predictors of sex

under the influence of any substance (alcohol or drugs). We

then estimated two planned post hoc decomposition models—

one with sex under the influence of drugs (including both illicit

and prescription drugs) as the dependent variable, and another

with sex under the influence of alcohol as the dependent var-

iable. Predictors were entered sequentially into each equation

in four blocks. Daughter’s age and marital status were entered

first, followed by nativity and time lived in the United States,

followed by dyad type, and finally by attachment to mother.

Entering age and marital status in the first block allowed us to

control for their effects when examining the contributions of

the predictor variables. Dyad type was entered in the third

block using dummy coded variables for Dyads 1–3, with Dyad

4 as the reference group.

Results

Frequency distributions for continuous variables were exam-

ined to determine whether they violated the assumption of

normality. All study variables appeared to be reasonably nor-

mally distributed with the exception of condomuse during oral

sex. Too few participants reported using condoms during oral

sex, causing the variable to be too positively skewed for

analyses. No significant differences were found among dyads

for total number of sexually transmitted infections, or condom

use ratios for anal or vaginal sex.

Demographic Differences Across Dyads

Significant dyad differences were found in age, percentage of

life spent in the U.S., and nativity of daughters (described

below). No significant differences were found among dyads

for daughter’s assistance with immigration, socioeconomic

status of family of origin, current personal income, education

level, employment status, and marital status.

Daughter Age, Nativity, and Years in U.S. by Dyad Type

As reported in Table 1, daughters from the ‘‘Mother, Daughter,

Substance Abusers’’ dyad (Dyad 1) were significantly younger

than daughters from the ‘‘Mother Non-Abuser, Daughter

Abuser’’ dyad (Dyad 3) and from the ‘‘Mother, Daughter, Non-

Abusers’’ dyad (Dyad 4). Daughters from the ‘‘Mother Abuser,

Daughter Non-Abuser’’ dyad (Dyad 2) also were significantly

younger than daughters from the ‘‘Mother, Daughter, Non-

Abusers’’ dyad (Dyad 4). Results also showed that the per-

centage of U.S.-born versus immigrant daughters also differed

by dyad (see Table 1). Daughters in substance-abusing-daugh-

ter dyads were more likely to be U.S.-born, compared to other

dyads. Finally, daughters from the ‘‘Mother, Daughter, Non-

Abusers’’ dyad (Dyad 4) reported significantly less time in the

U.S. than all other dyad types.

Hierarchical Regression Analyses

A bivariate correlation matrix, including variables involved

in regression analyses, is shown in Table 2. Thirteen partic-

ipants were dropped from the regression analysis because

they reported no sexual activity in the 12 months prior to

assessment. The remaining 145 participants were used in sub-

sequent analyses. Approximately 61% of the sample reported

sex under the influence of alcohol, and 27.6% reported sex

under the influence of drugs. Table 3 provides descriptive

data for attachment, alcohol use frequency, drug use fre-

quency, and sex under the influence of drugs and alcohol by

dyad type. Results of the regression analyses are shown in

Tables 4, 5 and 6, and are described below.

Sex Under the Influence of Any Substance

Results indicated that the overall set of predictors was related

to sex under the influence of substances, accounting for 27%

of variability, F(8, 144) = 6.35, p \ .001. Of the 8 hypoth-

esized predictors of sex under the influence of drugs or

alcohol, 2 were statistically significant. These effects in-

cluded Dyad 1 (drug-abusing mothers and daughters) versus
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Dyad 4 (non-abusing mothers and daughters) membership

(b = .50, p \ .001), and Dyad 3 (non-abusing mothers and

drug-abusing daughters) versus Dyad 4 membership (b =

.35, p \ .001). Drug abusing daughters reported more sex

under the influence of substances. Attachment to mother did

not emerge as a significant predictor in this model.

Sex Under the Influence of Drugs

Results indicated that the overall set of predictors was related

to sex under the influence of drugs, accounting for 20% of

variability, F(8, 144) = 4.12, p \ .001. Of the 8 hypothesized

predictors of sex under the influence of drugs, 2 were

Table 3 Descriptive statistics for predictor and criterion variables by dyad type

Variables Dyad 1

M (SD)

Dyad 2

M (SD)

Dyad 3

M (SD)

Dyad 4

M (SD)

Attachment 80.51 (19.56) 94.68 (20.94) 91.80 (19.01) 94.00 (15.74)

Alcohol use—past 12 monthsa 2.77 (0.86) 2.96 (1.47) 2.90 (0.93) 2.04 (1.12)

Illicit drug use—past 12 months

Sedativesa 1.83 (1.96) 1.06 (0.25) 1.84 (2.13) 1.47 (1.72)

Cannabisa 4.03 (2.99) 1.35 (1.00) 2.42 (2.30) 1.14 (0.65)

Stimulantsa 1.78 (1.64) 1.00 (0.00) 1.17 (0.63) 1.16 (0.91)

Heroina 1.03 (0.16) 1.00 (0.00) 1.12 (0.86) 1.00 (0.00)

Opiodsa 1.08 (0.36) 1.00 (0.00) 1.06 (0.31) 1.16 (1.06)

Cocainea 1.86 (1.88) 1.00 (0.00) 1.43 (1.36) 1.00 (0.00)

PCPa 1.00 (0.00) 1.00 (0.00) 1.00 (0.00) 1.00 (0.00)

Hallucinogensa 1.00 (0.00) 1.00 (0.00) 1.02 (0.14) 1.00 (0.00)

Inhalantsa 1.03 (0.16) 1.00 (0.00) 1.00 (0.00) 1.00 (0.00)

SUISRI 7.79 (4.56) 4.88 (2.83) 6.31 (3.43) 3.00 (2.01)

SUIARI 5.05 (2.81) 4.19 (2.69) 4.85 (2.52) 2.19 (1.89)

SUIDRI 3.89 (3.15) 2.00 (2.29) 2.65 (2.72) 1.33 (1.29)

Note: SUISRI sex under the influence of substances risk index, SUIDRI sex under the influence of drugs risk index, SUIARI sex under the influence of

alcohol risk index. Dyad 1 = drug-abusing mothers and daughters; Dyad 2 = drug-abusing mothers and non-abusing daughters; Dyad 3 = non-

abusing mothers and drug-abusing daughters; Dyad 4 = non-abusing mothers and daughters
a 1 = Never to 8 = Everyday

Table 2 Correlations among predictor and criterion variables

Variable 1 2 3 4 5 6 7 8 9 10 11

1. SUISRI –

2. SUIDRI .88** –

3. SUIARI .73** .34** –

4. Age -.09 -.11 -.02 –

5. Marital statusa -.22** -.16 -.29** .27** –

6. Length of life in U.S. (%) .21* .21* .16 -.28** -.11 –

7. Nativityb -.22** -.19* -.17* .31** .10 -.83** –

8. Dyad 1 .35** .31** .22** -.27** -.08 .14 -.19* –

9. Dyad 2 -.07 -.07 .02 -.12 -.05 .11 -.09 -.22** –

10. Dyad 3 .14 .03 .21* .10 -.09 .08 -.04 -.40** -.26** –

11. Dyad 4 -.43** -.28** -.44** .23** .20* -.29** .28** -.39** -.24** -.46** –

12. Attachment -.19* -.30** .05 -.06 .08 -.16* .14 -.29** .09 .07 .14

Note: SUISRI sex under the influence of substances risk index, SUIDRI sex under the influence of drugs risk index, SUIARI sex under the influence of

alcohol risk index. Dyad 1 = drug-abusing mothers and daughters; Dyad 2 = drug-abusing mothers and non-abusing daughters; Dyad 3 = non-

abusing mothers and drug-abusing daughters; Dyad 4 = non-abusing mothers and daughters

* p \ .05; ** p \ .01
a 0 = not married, 1 = married
b 0 = U.S. born, 1 = non-U.S. born
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statistically significant in the final step of the model, including

attachment (b = -.21, p \ .05) and Dyad 1 (drug-abusing

mothers and daughters) versus Dyad 4 (non-abusing mothers

and daughters) membership (b = .32, p \ .01). Drug abusing

daughters with a drug abusing mother, and those reporting less

attachment to their mother, reported more sex under the influ-

ence of drugs. Marital status may have failed to explain a sig-

nificant portion of the variability in sex under the influence of

drugs due to low statistical power resulting from the small

number of married (15.2%) and unmarried (31.2%) daughters

reporting sex under the influence of drugs.

Sex Under the Influence of Alcohol

Results indicated that the overall set of predictors was related

to sex under the influence of alcohol, accounting for 29% of

variability, F(8, 144) = 6.91, p \ .001. Of the 8 hypothesized

predictors of sex under the influence of alcohol, 6 were sta-

tistically significant in the final step of the model, including

daughter age (b = .20, p \ .05), marital status (b = -.24,

p \ .01), attachment (b = .19, p \ .05), Dyad 1 (drug-abus-

ing mothers and daughters) versus Dyad 4 (non-abusing

mothers and daughters) membership (b = .50, p \ .001),

Dyad 2 (drug-abusing mothers and non-abusing daughters)

versus Dyad 4 membership (b = .21, p \ .05), and Dyad 3

(non-abusing mothers and drug-abusing daughters) versus

Dyad 4 membership (b = .40, p \ .001). Older or unmarried

daughters reported more sex under the influence of alcohol.

In contrast to sex under the influence of alcohol, larger per-

centages of married (39.4%) and unmarried (67.9%) daugh-

ters reported engaging in sex under the influence of alcohol,

thereby, increasing the power to detect marital status effects.

Daughters with drug abusing mothers also report more sex

under the influence of alcohol. Surprisingly, daughters with

closer attachments to their mothers reported more sex under

the influence of alcohol. Because this finding was counterin-

tuitive and contrary to our hypothesis, we conducted a series of

post hoc regression analyses to explore it.

Table 4 Predictors of sex under the influence of substances risk index: results of a hierarchical regression model (n = 145)

Variable B SE B b t R2 DR2 F df

Step 1

Age -0.01 0.04 -.02 0.08

Marital status -1.98 0.78 -.22 -2.54* .05 .05 3.76* 2, 144

Step 2

Age 0.02 0.04 .04 0.46

Marital status -1.90 0.77 -.21 -3.12*

Length of life in U.S. (%) 0.01 0.02 .08 0.52

Nativity -1.13 1.10 -.15 -1.03 .09 .04 3.53** 4, 144

Step 3

Age 0.05 0.04 .10 1.26

Marital status 1.33 0.71 -.15 -1.87

Length of life in U.S. (%) 0.01 0.01 .05 0.41

Nativity -0.60 1.00 -.08 -0.60

Dyad 1 versus Dyad 4 4.47 0.81 .52 5.55**

Dyad 2 versus Dyad 4 1.57 0.99 .13 1.58

Dyad 3 versus Dyad 4 2.84 0.74 .35 3.84** .27 .18 7.22** 7, 144

Step 4

Age 0.04 0.04 .09 1.12

Marital status -1.28 0.72 -.14 -1.79

Length of life in U.S. (%) 0.01 0.01 .04 0.34

Nativity -0.61 1.00 -.08 -0.61

Dyad 1 versus Dyad 4 4.33 0.84 .50 5.18**

Dyad 2 versus Dyad 4 1.58 1.00 .13 1.59

Dyad 3 versus Dyad 4 2.83 0.74 .35 3.83**

Attachment -0.01 0.02 -.05 -0.64 .27 .00 6.35** 8, 144

Note: Dyad 1 = drug-abusing mothers and daughters; Dyad 2 = drug-abusing mothers and non-abusing daughters; Dyad 3 = non-abusing mothers

and drug-abusing daughters; Dyad 4 = non-abusing mothers and daughters

* p \ .05; ** p \ .01
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Post Hoc Hierarchical Regression Analyses

We conducted two separate post hoc hierarchical regression

analyses to investigate the positive association between at-

tachment to mother and sex under the influence of alcohol.

The analyses were conducted with two subsamples of daugh-

ters. The first subsample consisted of daughters with a drug

abusing mother (Dyads 1 and 2), and the second subsample

involved daughters with a non-drug abusing mother (Dyads 3

and 4). The aim of these analyses was to determine whether

the positive association between attachment and sex under

the influence of alcohol risk was unique to the daughters with

a drug abusing mother—possibly reflecting transmission of

the mother’s risk behavior (Wilder & Watt, 2002). That is, we

examined whether attachment to a drug abusing mother was

associated with greater risk for sex under the influence of

alcohol. The same sequence of variables and blocks used in

the primary regression analysis was also used in these post

hoc analyses. Because only two dyad types were included

in each model, a single variable was used to represent dyad

type.

Daughters with Drug Abusing Mothers

Fifty-four daughters with drug abusing mothers were used in

the first post hoc analysis. Results indicated that the overall

set of predictors was related to sex under the influence of

alcohol, accounting for 23% of variability, F(6, 53) = 2.35,

p \ .05. Of the 6 hypothesized predictors of sex under the

influence of drugs, 4 were statistically significant in the final

step of the model, including daughter age (b = .37, p \ .05),

marital status (b = -.35, p \ .05), attachment (b = .37,

p \ .05), and dyad membership (b = .30, p \ .05). Once

again, older or unmarried daughters reported more sex under

the influence of alcohol. Drug abusing daughters with a drug

abusing mother (Dyad 1) reported more sex under the influ-

ence of alcohol compared to non-drug abusing daughters

with a drug abusing mother (Dyad 2). Daughters with greater

Table 5 Predictors of sex under the influence of drugs risk index: results of a hierarchical regression model (n = 145)

Variable B SE B b t R2 DR2 F df

Step 1

Age -0.02 0.03 -.07 -0.68

Marital status -0.88 0.55 -.14 -1.61 .03 .03 2.14 2, 144

Step 2

Age -0.01 0.03 -.02 -0.17

Marital status -0.82 0.54 -.13 -1.51

Length of life in U.S. (%) 0.01 0.01 .15 1.03

Nativity -0.22 0.80 -.04 -0.28 .06 .03 2.32 4, 144

Step 3

Age 0.01 0.03 .05 0.51

Marital status -0.59 0.53 -.10 -1.12

Length of life in U.S. (%) 0.01 0.01 .14 0.99

Nativity 0.01 0.77 .01 0.01

Dyad 1 versus Dyad 4 2.28 0.61 .38 3.76**

Dyad 2 versus Dyad 4 0.38 0.75 .05 0.52

Dyad 3 versus Dyad 4 1.00 0.56 .18 1.79 .16 .10 3.68* 7, 144

Step 4

Age 0.01 0.03 .01 0.04

Marital status -0.45 0.52 -.07 -0.86

Length of life in U.S. (%) 0.01 0.01 .10 0.71

Nativity -0.05 0.75 -.01 -0.07

Dyad 1 versus Dyad 4 1.90 0.61 .32 3.10**

Dyad 2 versus Dyad 4 0.43 0.73 .05 0.59

Dyad 3 versus Dyad 4 1.01 0.55 .18 1.85

Attachment -0.03 0.01 -.21 -2.46* .20 .15 4.12 8, 144

Note: Dyad 1 = drug-abusing mothers and daughters; Dyad 2 = drug-abusing mothers and non-abusing daughters; Dyad 3 = non-abusing mothers

and drug-abusing daughters; Dyad 4 = non-abusing mothers and daughters

* p \ .05; ** p \ .01
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attachment to their drug abusing mother reported more sex

under the influence of alcohol.

Daughters with Non-Drug Abusing Mothers

Ninety daughters with non-drug abusing mothers were used

in the second subsample analysis. Results indicated that the

overall set of predictors was related to the sex under the

influence of alcohol, accounting for 35% of variability, F(6,

89) = 7.60, p \ .0001. Of the 6 hypothesized predictors of

sex under the influence of drugs, 2 were statistically signifi-

cant in the final step of the model, including marital status

(b = -.22, p \ .05) and Dyad 3 versus Dyad 4 membership

(b = .42, p \ .001). Again, unmarried daughters reported

more sex under the influence of alcohol. Drug abusing

daughters with a non-drug abusing mother (Dyad 3) reported

more sex under the influence of alcohol risk compared to non-

drug abusing daughters with a non-drug abusing mother

(Dyad 4). Attachment was not related to sex under the

influence of alcohol (b = .14, p = .14).

Discussion

The present study examined predictors of sexual behavior

under the influence of alcohol and drugs among a community

sample of adult Latinas. The results offer new knowledge

concerning the association between adult Latina mother–

daughter relations, substance abuse, and sexual behavior

under the influence of substances, a rarely studied HIV risk

behavior, especially in this population. Demographics (mari-

tal status, age), daughter and maternal substance abuse, and

daughter attachment to mother each explained significant

variance in sexual behavior under the influence of alcohol

and/or drugs.Although this study has begun to identify salient

familial andsubstanceabuse relatedvariablesassociatedwith

sex under the influence of substances, future studies are

needed to identify additional determinants of this hazardous

risk behavior to help reduce health disparities in HIV con-

traction among adult Latinas in the U.S.

Age and marital status explained a significant portion

of the variability in sex under the influence of alcohol. The

Table 6 Predictors of sex under the influence of alcohol risk index: results of a hierarchical regression model (n = 145)

Variable B SE B b t R2 DR2 F df

Step 1

Age 0.02 0.03 .07 0.80

Marital status -1.97 0.54 -.31 -3.62** .09 .09 6.59** 2, 144

Step 2

Age 0.04 0.03 .11 1.31

Marital status -1.92 0.54 -.30 -3.54**

Length of life in U.S. 0.01 0.01 .07 0.46

Nativity -0.58 0.77 -.11 -0.75 .11 .03 4.31** 4, 144

Step 3

Age 0.05 0.03 .16 1.86

Marital status -1.47 0.51 -.23 -2.88**

Length of life in U.S. 0.01 0.01 .02 0.16

Nativity -0.32 0.72 -.06 -0.45

Dyad 1 versus Dyad 4 2.72 0.58 .44 4.71**

Dyad 2 versus Dyad 4 1.82 0.73 .21 2.50*

Dyad 3 versus Dyad 4 2.29 0.53 .40 4.34** .26 .15 7.22** 7, 144

Step 4

Age 0.06 0.03 .20 2.33*

Marital status -1.59 0.50 -.25 -3.17**

Length of life in U.S. 0.01 0.01 .05 0.42

Nativity -0.31 0.71 -.06 -0.44

Dyad 1 versus Dyad 4 3.10 0.59 .50 5.28**

Dyad 2 versus Dyad 4 1.79 0.71 .21 2.50*

Dyad 3 versus Dyad 4 2.30 0.52 .40 4.43**

Attachment 0.03 0.01 .19 2.49* .29 .03 6.29 8, 144

Note: Dyad 1 = drug-abusing mothers and daughters; Dyad 2 = drug-abusing mothers and non-abusing daughters; Dyad 3 = non-abusing mothers

and drug-abusing daughters; Dyad 4 = non-abusing mothers and daughters

* p \ .05; ** p \ .01
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finding that older daughters were more likely to engage in

sexual behavior under the influence of alcohol, controlling

for other predictors, is consistent with studies indicating that

the highest rate of drinking among women occurs between

the ages of 25 and 44 (National Institutes of Health, 2000).

For unmarried Latinas, sexual activity may be more likely to

occur in the context of their or their sexual partners’ heavy

drinking in comparison to married women. This suggests that

alcohol abuse may particularly increase HIV risk among

unmarried adult Latinas. This finding is consistent with

others suggesting that alcohol and drug use decreases fol-

lowing marriage (Bachman et al., 2002). More statistical

power may have been necessary to detect associations for sex

under the influence of drugs. Given that sex under the influ-

ences of substances is associated with impaired decision

making (Volkow, 2006) and with lower likelihood of condom

use (Maisto, Carey, Carey, Gordon, & Schum, 2004), it is

important for future research to use larger samples to explore

the effects of marital status on sexual behavior under the

influence of drugs.

Daughter nativity and length of time in the U.S. did not

predict sex under the influence of substances, although it is

important to note that daughters from the substance abusing

dyads reported more time in the U.S. and were more often U.S.

born.Nativity, immigrationstatus, and languageusehavebeen

found to be associated with sexual risk behaviors in Latina/o

adolescents and young adults (Abraido-Lanza, Armbrister,

Flórez, & Aguirre, 2006; Adam, McGuire, Walsh, Basta, &

LeCroy,2005;Afable-Munsuz&Brindis,2006).Latinaimmi-

grants often struggle with balancing traditional Latino norms

and values (e.g., forbidding premarital sex) with conflicting

sets of sexual expectations and values espoused by their U.S.

born peers and partners (Raffaelli & Ontai, 2001). Latino cul-

tural directives or values, such as those encouraged by mari-

anismo, often socialize Latinas to be submissive to their male

partners and may impair Latinas’ decision-making ability con-

cerning the initiation of sexual intercourse resulting in greater

sexual risk behaviors (Weeks, Schensul, Williams, Singer, &

Grier, 1995). However, an association between nativity and

length of time in the U.S. and sex under the influences did not

emerge in the present study.

The absence of associations of nativity and time lived in

the U.S. to sexual behavior under the influence of alcohol and

drugs may be due, in part, to our use of a different sexual

outcome than has been assessed in prior work. Variables re-

lated to length of time in the U.S. have been suggested as

alternately protective or risk enhancing, based on the sexual

outcome studied (Deardorff, Tschann, & Flores, 2008). For

example, although greater acculturation to American cultural

practices is related to earlier sexual activity in Latinas, once

sexual activity has been initiated, low levels of acculturation

to American practices are thought to place Latinas at risk for

reduced condom use (Marin, Gomez, Tschann, & Gregorich,

1997). The null finding obtained in the present study may

have resulted from aggregating these different sets of rela-

tionships. Additionally, nativity and years spent in the U.S.

may affect behavioral outcomes differently depending on the

cultural context in which the person resides (Schwartz, Pan-

tin, Prado, Sullivan, & Szapocznik, 2006). In Miami-Dade

County, which has been a Latino ethnic enclave for two

generations, individuals may not acculturate to American

cultural practices with increasing time in the U.S. Years spent

in the U.S. may, therefore, not be associated with cultural

change for some immigrants to Miami and, perhaps, other

ethnic enclaves as well.

Dyad Type

Not surprisingly, substance abusing daughters engaged in

more sex under the influence of substances. This finding is

consistent with literature citing the association of substance

abuse with sexual risk behaviors among Latina women (Matos

et al., 2004; Paxton et al., 2004). It is noteworthy that only

substance-abusing daughters with a substance-abusing mother

differed from non-abusing daughters with non-abusing moth-

ers (the reference group) in sex under the influence of drugs.

Unexpectedly, substance abusing daughters with a non-abus-

ing mother were not statistically different from the reference

group in terms of sex under the influence of drugs. In contrast,

not only did substance-abusing daughters with substance-

abusing mothers differ from the reference group in sex under

the influence of alcohol, but surprisingly, non-abusing daugh-

ters with abusing mothers also reported more sex under the

influence of alcohol when compared to the reference group.

This complex pattern of findings suggests a particular risky

effect of mother’s substance abuse on daughter’s sex under the

influence of alcohol. Sex under the influence of alcohol was far

more prevalent than sex under the influence of drugs. Thus, not

only was there more statistical power to detect effects on sex

under the influenceofalcohol,but alcoholuse is legalandmore

socially accepted than drug use. Nevertheless, given the pres-

ent findings, alcohol abuse immediately prior to sexual behav-

ior may be an important target for preventive efforts to reduce

HIV contraction rates among adult Latinas.

Attachment to Mother

When alcohol and drugs were combined into a single sub-

stance use variable, attachment to mother failed to explain a

significant portion of the variability in sex under the influence

of substances. However, contrasting patterns emerged when

sex under the influence of each substance was analyzed sepa-

rately. As hypothesized, closer attachment to mother was

related to less sex under the influence of drugs. Thus, attach-

ment with mother appeared to serve as a protective mecha-

nism against sex under the influence of drugs. However,
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attachment to a drug abusing mother was identified as a risk

for sex under the influence of alcohol. Both of these findings

may be viewed as consistent with Bogenschneider’s (1996)

ecological risk/protective theoretical framework and with

Lerner’s (1995) developmental-contextual perspective. As

outlined earlier, the family represents the primary context

for human development over the lifespan (Steinberg, 2001;

Szapocznik & Coatsworth, 1999). Attachment to the mother

may help to protect Latinas from obtaining drugs (or affili-

ating with drug-using sexual partners). However, because

alcohol is widely available to adults, attachment to a sub-

stance using mother appeared to increase risk. Many sub-

stance abusing mothers identified alcohol as their drug of

choice (second only to non-prescribed sedatives). It is pos-

sible, then, that risk for consumption of a specific substance—

in this case alcohol—was responsible for the counter-intui-

tive finding. Attachment to an alcohol-abusing mother was

associated with risk for heavy alcohol use prior to sexual activ-

ity in adult Latina women.

Limitations

The present findings should be interpreted in light of several

important limitations. First, the cross-sectional design used in

the present study does not permit causal inferences to be

drawn. Future longitudinal research is needed to study the

ways in which Latina mothers’ substance abuse, as well as

their daughters’ substance abuse, affects the daughter’s sexual

behavior under the influence of drugs and alcohol over the

lifespan. Furthermore, it is also important to examine other

parent–child pairings—such as father–daughter, father–son,

and mother–son—in terms of sex under the influence of sub-

stances in Latina/os. Second, although it helps to recruit rela-

tively small and dispersed populations, snowball sampling in-

creases the likelihood of obtaining a nonrepresentative sam-

ple. To counter this limitation, efforts were undertaken to

include participants from major Latino subgroups, such as

Cuban Americans and Puerto Ricans. However, some groups

(e.g., Mexican American and Puerto Rican) were not well

represented due to their underrepresentation in the Miami-

Dade County area in general. According to 2003 U.S. Census

data (U.S. Census Bureau, 2007), Hispanic subgroups in

Miami-Dade County constituted 60.97% of the total county

population. The percentage of each subgroup was estimated as

30.98% Cuban, 23.35% Other Hispanic or Latino, 4.07%

Puerto Rican, and 2.57% Mexican. Thus, the current study’s

sample was representative of Latinas living in Miami-Dade

County, but not of the larger U.S. Latino population. Future

studies are needed with nationally representative samples

to enhance the generalizability of the present results. Third,

sexual risk behaviors and substance abuse are highly stigma-

tized among Latinas, which often inhibits their discussing and

revealing personal information with others (Larkey et al.,

2002). Although assessors were trained to detect inconsisten-

cies in participants’ responses and to note such inconsistencies

in a clinically and culturally sensitive manner (De La Rosa,

Rahill, Rojas, & Pinto, 2007), socially desirable responding

may have occurred. Finally, given that we attempted to re-

cruit substance abusing participants through self-help support

groupsandannouncementspostedat localdrugcourtprograms

(among other methods), the substance abusing participants

may have been seeking help—or in trouble with the law—

more often than would be obtained within a random sample.

Despite these limitations, the results from the current

study can serve as a platform for future research investigating

sexual decision making and sex under the influence of sub-

stances among Latinas. It is important for future research, as

well as for substance abuse and HIV interventionists, to as-

sess sexual behavior under the influence of alcohol and drugs

among Latinas in the U.S. Interventionists and researchers

should consider the particular risks for unmarried, older, and

substance abusing Latinas, as well as those with a substance

abusing mother. Focusing on these characteristics of risk may

improve the efficacy of interventions with Latina participants

and clients. Such culturally informed research and inter-

ventions also may help to identify additional contextual and

intrapersonal factors affecting sex under the influence of

alcohol and drugs among Latinas. Continued research and

intervention development may help to facilitate the genesis

and refinement of empirically based HIV and drug prevention

and treatment programs for Latinas.
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Abstract This qualitative study explored partner selection

in a sample of immigrant Latino men who have sex with men

(MSM). In-depth interviews were conducted with men living

in the greater New York metropolitan area who had been born

in Brazil (n = 10), Colombia (n = 14), or the Dominican Re-

public (n = 9). One focus group was conducted with MSM

from each of the three countries (9 Brazilian, 11 Colombian,

and 5 Dominican participants). A grounded theory approach

revealed three main themes relating to partner selection. The

first concerned stereotypes of how Latino and Anglo-Ameri-

can men tend to behave in their sexual encounters and relation-

ships. The participants perceived Latinos to be more affec-

tionate and passionate, whereas they saw Anglo-American

men as more independent and practical. These cultural dis-

crepancies sometimes resulted in a preference for Latino part-

ners. A second theme concerned stereotypes of the national

groups, including expectations that Brazilians would be sexy

and sensual and that Dominicans would have large penises.

As found in other research on MSM of color, ethnic and

national stereotypes were associated with experiences of

sexual objectification. The third theme addressed the impor-

tance of masculine characteristics in sexual attraction and

partner selection. Negative feelings towards effeminate men

who did not conform to normative male physical or behav-

ioral presentation reflect a stigma found inside and outside of

the gay community. These findings suggest that gender and

ethnic stereotypes play an important role in shaping partner

choice and have implications for sexual risk and relationship

formation.

Keywords Latino �MSM � Sexual partner � Stereotypes �
Masculinity

Introduction

Research on the selection of sexual partners has frequently

focused on factors influencing the choice of long-term mates

by heterosexual men and women, whereas the process of

partner selection among men who have sex with men (MSM)

has received much less attention. The literature has shown

that individuals often seek mates who are similar to them-

selves in intelligence, values, personality attributes, and

physical characteristics (Buss, 1985). In addition, certain

traits in potential partners, including intelligence, sense of

humor, honesty, kindness, good looks, facial attractiveness,

and dependability, have been reported as important by men

and women—both gay and straight (Bailey, Gaulin, Agyei, &

Gladue, 1994; Gómez, Mason, & Alvarado, 2005; Lippa,

2007). Age of partners has also been reported as relevant,

with a preference for younger aged partners professed by gay

and straight men (Silverthorne & Quinsey, 2000).
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This qualitative study examined partner selection in a

sample of immigrant Latino men who have sex with men.

Little has been reported about partner selection among MSM,

and even less is known about the process among Latino

immigrant MSM. This group is at high risk for HIV (CDC,

2008) and, therefore, it is important to gain further under-

standing of their sexual partnering.

Theoretical approaches to the issue of partner selection

have often taken an evolutionary perspective, emphasizing

the survival value of strategies of mate selection (Buss,

Shackelford, Kirkpatrick, & Larsen, 2001), including when

explaining differences in preferred traits for partners in long-

term relationships and short-term sexual encounters (Buss &

Schmitt, 1993). Although MSM grow up within a dominant

heterosexual culture that emphasizes the link between sex

and reproduction, it has been argued that among MSM the

type of relationship desired is more relevant than evolu-

tionary factors in determining the importance of various traits

(Gobrogge et al., 2007). In a study of internet personal ad-

vertisements, gay men sought short-term sexual encounters

more frequently than straight men, but both gay and straight

men reported a wider acceptable age range for short-term

than long-term partners. In studying MSM, it is important to

examine partner selection for short-term sexual encounters,

as well as longer term relationships.

The process of partner selection can also be shaped by

issues stemming from ethnicity and culture (Dı́az & Ayala,

1999; Gómez et al., 2005). In qualitative interviews with

participants in the Seropositive Urban Men’s Study, race and

ethnicity were often cited when describing an ideal partner,

with some men preferring partners of their own ethnicity and

others preferring those with different backgrounds (Gómez

et al., 2005). Racial, ethnic, and national stereotypes influ-

enced not only participants’ preferences for certain partners,

but also potential partners’ perceptions of participants. Many

men of color have reported experiences of sexual stereotyp-

ing and objectification (Gómez et al., 2005); for example,

African American men have described being approached

solely because of the stereotyped view that they have large

penises (Teunis, 2007).

Partner selection among MSM also can be influenced by

gender expectations. Gómez et al. (2005) noted that the major-

ity of their participants valued masculine and devalued femi-

nine appearance in their partners, but that this pattern was

especially evident among the Latino and African American

men. For these men, masculine appearance and comportment

were typically viewed as essential in a partner.

The preference for physically masculine partners may be

shaped by a gay cultural context, as well as more general

Western patriarchal values that accord greater status to men.

The development in the gay community of an ideal of a

physically masculine man has been described as a reaction

against earlier conceptions of gay men as effeminate (Con-

nell, 2005), as well as a response to AIDS and its accompa-

nying loss of body mass strength (Halkitis, 2001). Further-

more, it has been argued that the stigma associated with

gender-nonconformity in the larger society is internalized

by gay men and results in a preference for masculine part-

ners and an antipathy toward effeminate men (Taywaditep,

2001).

The desire for partners who behave in a masculine manner

can also be viewed within a Latino cultural context. Appro-

priate masculine behavior in Latino cultures has sometimes

been described with the construct of machismo. Although

there has been disagreement about the definition and current

applicability of the term, machismo was historically depicted

as hypermasculinity (Gutmann, 1996; Mirandé, 1997). Char-

acteristics seen as male (e.g., activity, strength, dominance,

sexual prowess, aggression) were prescribed, and those seen

as female (e.g., passivity, weakness, and vulnerability) were

proscribed for men (Mirandé, 1997).

The enactment of masculinities in Latino cultures, how-

ever, has been shown to be more complex and varied than this

definition implies (Gutmann, 1996; Mirandé, 1997). Two re-

cent studies of machismo provided evidence of multiple dimen-

sions of Latino masculinity, including emotional expressive-

ness and affiliation (Arciniega, Anderson, Tovar-Blank, &

Tracey, 2008; Torres, Solberg, & Carlstrom, 2002). Further-

more, differences in gender stereotypes for expressing emo-

tions (e.g., love, sadness, embarrassment) have been shown

to be smaller for Latinos in the U.S. than for European Ameri-

cans, thus suggesting greater cultural acceptance for emotion-

al expression among Latino than among Anglo men (Durik

et al., 2006). However, among Latino MSM, as among other

groups of MSM, other aspects of femininity, such as manner-

ism and appearance, are devalued (Sandfort, Melendez, &

Dı́az, 2007; Taywaditep, 2001).

This qualitative study investigated partner selection—the

process of choosing and being chosen—among Brazilian,

Colombian, and Dominican MSM in the New York area.

Although representation of these three groups in the U.S. has

substantially increased in recent decades, they have received

little research attention (Logan, 2001; Luiz, 2005). It has

been argued that more research should address heterogeneity

among Latinos (Torres et al., 2002), and the inclusionofLatino

immigrants from three countries enabled us to examine both

commonalities and discrepancies in the experience of Latino

MSM. In this article, we explored three broad issues that arose

repeatedly in theconversationof themen in this study.First, we

explored how stereotypes of Latino and Anglo-American men

impacted their sexual encounters and relationships. Second,

we examined how ethnic and national stereotypes influenced

partner selection. Third, we investigated how conceptions of

masculinity shaped partner choice.
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Method

Participants and Procedure

The research for this article was conducted in the greater New

York City area (Manhattan, Queens, Newark) among immi-

grant Brazilian, Colombian, and Dominican MSM. Partici-

pants were recruited between autumn 2004 and spring 2005

as part of a larger research project on contextual influences of

sexual risk behavior among immigrant Latino MSM (see Zea,

Reisen, Poppen, & Bianchi, in press). Data reported in this

paper came from focus groups and in-depth interviews con-

ducted in the qualitative phase of the research project. Re-

cruitment methods included snowball sampling, advertise-

ments in gay publications and on internet websites, flyers, and

referrals from health and prevention programs serving the

Latino gay community.

Three focus groups were conducted, one for participants

from each of the three countries of origin, in the participants’

native language (i.e., Spanish or Portuguese). There were two

facilitators in each focus group, at least one of whom was a

native speaker and at least one of whom was a gay man

(sometimes the same person). Focus group guides were used

to structure the conversation in a manner that ensured rele-

vant issues were covered, but facilitated spontaneous dis-

cussion and inclusion of unanticipated topics. Topics covered

included immigrant gay community, sexual partners and

activities, sexual identity, drug and alcohol use, and HIV and

STI risk. Individuals of the three national groups were asked

about ways in which their nationality affected their sex lives

within the gay community in New York City. Focus groups

lasted approximately 2 h. Participants were reimbursed $50

for their time and given $5 to cover the cost of transportation.

Eligibility criteria included having been born in Brazil,

Colombia, or the Dominican Republic, being 18 years of age

or older, and having had sex with a man in the last three

months. Individuals who met eligibility requirements could

participate in either the focus groups or in-depth interviews,

but not both. The number of participants in each of the focus

groups was as follows: 9 in the Brazilian group, 11 in the

Colombian group, and 5 in the Dominican group. The ages of

focus group participants ranged from 20 to 57 years, with a

mean of 37 years. The average length of time in the USA was

approximately 10 years, with a range of 4 months to 24

years. About 60% of the participants in focus groups reported

that they were in a relationship with a primary male partner.

Semi-structured in-depth interviews were conducted in

the language of preference of the participant. Interviewers

were native speakers of Spanish or Portuguese, but also fluent

speakers of English. Interview guides were developed to

loosely structure the conversations and to address a variety of

topics, including migration, sexual behavior, sexual partners,

condom use, and drugs and alcohol. Questions were suffi-

ciently open-ended to allow unanticipated topics and themes

to emerge and be discussed. Interviews lasted approximately

90 min, and participants received $65 in reimbursement for

time and transportation costs. Questions that addressed the

topics for this paper most directly were: ‘‘Do you think that

your race, ethnicity or national origin impacts your sexual

life?’’ and ‘‘Tell me a little about whom you are sexually

attracted to. Do you have any preferences in terms of eth-

nicity, style, age, gender roles, etc.?’’

Participants in the in-depth interviews met the same inclu-

sion criteria as focus group participants. Fourteen Colombian,

12 Dominican, and 10 Brazilian men participated in the in-

depth interviews, but three Dominican participants were later

eliminated because they revealed in the interviews that they

were not immigrants, but rather had been born in the U.S.

The remaining 33 interviewees comprised the final sample.

Table 1 shows the demographic characteristics of the partici-

pants from the in-depth interviews, who are listed there and in

the text below with pseudonyms. We do not use any name for

the focus group participants.

The average age of those interviewed was 35 years, with a

range from 18 to 58. The median length of time in the U.S. for

interview participants was 10 years, with a range from one to

26 years. About 40% of the participants reported having a

primary partner at the time of the interview. The Dominican

participants differed from the Colombian and Brazilian par-

ticipants in that they were slightly younger and less educated.

Even though the majority of the sample had some college

education, many of our participants were economically dis-

advantaged because of their immigrant status.

All focus groups and interviews were tape-recorded and

data were transcribed for analysis using Atlas.ti 5.0. Inter-

views were coded in the original languages by a team of four

researchers, three of whom were native speakers of Portu-

guese or Spanish. There were at least two coders for each

interview, one of whom was a native speaker of the language

of the interview. The coding of the first four interviews was

done simultaneously by three coders in order to establish

criteria for coding. Thereafter, the majority of interviews

were coded by two coders and discrepancies in coding were

resolved through discussion and consensus as suggested by

methodology guidelines provided by Frieze (2008). The anal-

ysis of the data was guided by the principles of grounded

theory (Glaser, 1992), such that themes and relationships

were identified and then modified, accepted, or rejected as

additional information and insight emerged over the course

of the analysis. Categories were developed within each theme

and continuous coding and use of memos were applied to

allow for ongoing revision of categories. The final scheme of

themes and categories was reviewed and checked against the

coded data.

Arch Sex Behav (2010) 39:1321–1330 1323

123



Results

Three themes concerning partner selection emerged in the

interviews and focus groups: (1) stereotypes of Latino and

Anglo-American men; (2) stereotypes of the specific immi-

grant groups; and (3) masculinity in sexual preferences and

roles. The topics covered within each of these themes are

presented in Table 2, as is the number of respondents from

each group who contributed to each category. Because some

topics emerged spontaneously within interviews and focus

groups, not all topics were discussed by all respondents.

Stereotypes of Latino and Anglo-American Men

The participants reported a consistent difference in how

Latino and Anglo-American men approached sexual encoun-

ters and romantic relationships. Sex was described as being

something more ‘‘cerebral’’ and practical for Anglo-Ameri-

cans, but more emotional and passionate for Latinos. The

perception that Anglo-American men are less affectionate

and more pragmatic than Latinos sometimes resulted in

feelings of emptiness or lack of intimacy experienced by

participants during sex. A Brazilian man (Jorge) described

Table 1 Demographic

characteristics of participants for

in-depth interviews (N = 33)

a All names in this table are

fictitious

Namea Age Years in U.S. Education Relationship status HIV status

Brazilians

Antônio 43 19 Some college Widower Positive

Jorge 52 10 College Single Positive

Francisco 52 23 Some college Partnered Positive

João 34 5 College Single Positive

Gilberto 36 7 College Single Positive

Joaquim 39 19 College Partnered Unknown

Guiomar 25 5 Some college Partnered Unknown

Bruno 28 1 Some college Partnered Unknown

Edson 28 2 College Girlfriend Negative

Oswaldo 31 8 High school Single Negative

Colombians

Rodolfo 50 16 High school Partnered Unknown

Edgar 45 24 Some college Single Unknown

Luis 58 24 Graduate school Single Positive

Gabriel 48 3 College Single Negative

Eduardo 35 9 College Partnered Negative

Esteban 34 10 College Single Negative

Rubén 35 15 Some college Partnered Negative

Gonzalo 42 3 Graduate school Partnered Positive

Mario 38 7 Some college Single Negative

Carlos 23 15 High school Partnered Negative

Jairo 28 10 College Partnered Negative

Luciano 34 9 High school Single Negative

Mauricio 29 16 College Single Negative

Álvaro 33 2 Graduate school Single Negative

Dominicans

Fabio 45 20 High school Single Unknown

Guillermo 25 14 High school Single Unknown

Leopoldo 18 18 Some high school Single Negative

Samuel 42 12 Some college Single Positive

Pedro 33 4 Some college Partnered Unknown

Pablo 23 6 Some college Single Negative

Rafael 31 26 Graduate school Single Unknown

Miguel 28 28 High school Single Negative

Felix 32 16 Some college Partnered Negative
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sexual relations in the U.S. as devoid of feelings and me-

chanical:

[In the U.S.] you are like a robot, a sex machine… you

have sex, you get up, you are done, you leave, you clean

yourself, and you don’t even know who you had sex

with. With me, it is different, it is not like that. Feelings

must be involved, one must feel something to be able to

have sex with another person, which the majority here

don’t do.

In addition, the men in this study expressed the belief that

Latinos are passionate, more spontaneous, and less likely to

plan or prepare for a sexual encounter—qualities that could

potentially lead to greater HIV risk. For example, this situ-

ation was described by a Colombian participant (Edgar):

I think it is like one’s nature, no? That is, I don’t know if

[Latinos] are hotter or more passionate, or what it is. But

it’s like one loses control over taking care of oneself. On

the other hand, not an American. An American… it has

happened to me that we go to bed and the first thing he

does is open the night table and put the condom on me for

when the moment comes. Not the Latino. In fact, one

says tohim, ‘‘Do you havea condom?’’ ‘‘No, I don’thave

a condom.’’ ‘‘Well then, there is no condom, let’s go.’’

A lack of feeling of closeness was an especially salient

theme that emerged throughout discussions relating to An-

glo-American partners, especially when participants were

seeking an enduring relationship. Some of the participants

(e.g., Gabriel) believed that ‘‘it is very difficult to find a

[stable] partner in the U.S.’’ As João, a Brazilian man put it,

‘‘Here, it is very hard to have relationships, I have tried

several times…people only want to have sex.’’ The difficulty

in finding stable relationships in the U.S. was partially attrib-

uted to cultural differences in norms concerning affiliation,

relationships, and emotional attachment. A participant in the

Colombian focus group made the following observation:

When you first start seeing someone, you are in love,

and you want to be with that person all the time, you

want to make plans with that person, you want to share

good things with that person. In contrast to an Ameri-

can, who makes plan on his own, [a Colombian] makes

plans with his family and his partner. Therefore, there

are these cultural clashes…

The dissatisfaction with relationships in the U.S. differed

starkly from participants’ expectations upon coming to the

U.S. Many initially anticipated dating or forming long-term

relationships with Anglo-American men. The desire of La-

tino MSM to explore something new—to date Anglo-Amer-

icans rather than other Latinos—was discussed in both the

Brazilian and Dominican focus groups. One participant ex-

plained: ‘‘I believe that each one of us when you first set foot

in this country that the last thing you thought was that you

would have a relationship with another Brazilian gay man,

[but] with a Gringo, yes. Am I lying?’’

Not only were Anglo-American men new, appealing, and

different, they represented a social status unavailable to many

newly arrived immigrant Latinos. A Colombian focus group

participant described an idealized image of the ‘‘blue-eyed

and white’’ Anglo-American man, a partner preference aris-

ing from white men’s dominant status within the U.S. More-

over, Latino men who became romantically involved with

American men were often able to experience some of the

privilege associated with their partner’s social status. A Bra-

zilian man (Bruno) described the experiences of some immi-

grant MSM with Anglo-American partners in this manner:

I think that the Brazilians who become involved with

Americans do fine for a while and they live a fantasy life

that is not theirs, because many Americans have a good

Table 2 Number of interviews and focus groups contributing to major themes and categories by ethnic group

Major themes and categories Brazilian Dominican Colombian

Stereotypes of Latino and Anglo-American men

Latinos—more passionate and lack control over sexual situations 1 IDIa – 2 IDI

Anglo-Americans—more cold, practical, independent in relationships 3 IDI, FGb – 2 IDI, FG

Idealized image of the ‘‘gringo’’ boyfriend 1 IDI, FG FG FG

Stereotypes of the specific immigrant groups

Sexual objectification of Brazilian and Dominican men 7 IDI, FG 4 IDI –

Positive consequences on sexual stereotypes 1 IDI 1 IDI, FG FG

Negative consequences on sexual stereotypes 3 IDI, FG 1 IDI, FG 1 IDI

Masculinity in sexual preferences and roles

Preference for masculine men and/or devaluation of effeminacy 3 IDI, FG 3 IDI, FG 7 IDI

Sexual roles influenced by masculinity/femininity of partners 2 IDI – 5 IDI

a In-depth interviews (IDI), N = 33
b Focus group (FG), Brazilian (N = 9), Dominican (N = 5), Colombian (N = 11)
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social position…And the Brazilians who arrive here

and get involved with them get taken in by these con-

ditions—of living well, of having a car available, and in

the majority of times of having easy money through the

boyfriend….It is not like they [the Brazilians] get closer

[to Americans] out of self-interest, but rather the person

offers them these things and they let themselves be

swayed by it.

Some participants described how their initial desire to

have a relationship with Anglo-Americans dissipated over

time. They found themselves gravitating back towards other

Latino partners. As a Dominican focus group participant

noted, he felt ‘‘better off with my own race [ethnic group]

because I know it better and get along well with my own

race.’’ A participant in the Colombian focus groups explained

it in this way:

So, you try to have a relationship with an American, in

general it is one of the first relationships you have, and

even if you speak English very well, with you being

Latino, there will always be a time when, when you get

frustrated. You don’t understand, for example, what

your partner is trying to say, you don’t understand what

he is feeling, what he is experiencing…and these are

things that keep repeating themselves, keep repeating

…and then you say, ‘‘Oh well, there is a cultural dif-

ference here, and I prefer to be with a person who has

customs similar to mine’’. Even if this other [Latino]

person is jealous or possessive, they are not as indi-

vidualistic as the Americans are….and we are not as

cold as the Americans are. We are used to having a

person who is more attached by the bone to us. And that

is why I think I prefer a Latino or Colombian.

Stereotypes of the Immigrant Groups

In addition to talking about their own preferences for Latino

and Anglo-American partners, participants discussed how

perceived characteristics of men from their national groups

affected potential partners’ reactions to them. Brazilians and

Dominicans had strong beliefs about their group’s sexual

reputations, whereas Colombians did not.

There was a widely shared opinion among Brazilian par-

ticipants that Brazil’s image as an exotic and sexually

charged country was responsible for an image of Brazilians as

highly sensual and sexual by nature. According to the par-

ticipants, Brazilian MSM were regarded as very desirable in

the U.S. because of the expectation that they were good

lovers, who were ‘‘thinking of, talking about, and looking for

sex’’ all the time. A Brazilian man (Gilberto) described other

MSM’s reaction after finding out his nationality in this way:

When you say that you are Brazilian, man, it sounds like

it is something out of this world. It seems that they are

winning the lottery…there is a certain frenzy, it is like a

shot of energy.

In a similar vein, many potential sexual partners’ attrac-

tion to Dominicans was attributed to the reputation that

Dominicans have large penises. Dominican participants also

reported that others frequently assumed they were sexually

virile and always ready for sex. They noted that with non-

Dominican partners, they were often expected to be the active

and insertive partner. A Dominican participant (Felix) de-

scribed the reputation of Dominican gay men in the U.S. in

this way: ‘‘I think that being Dominican gives me the stamp of

being hot and it’s expected that… I be more ‘‘macho,’’ more

active, and that I enjoy penetrating, that I have a big penis.’’

In contrast to the Brazilian and Dominican participants,

Colombians did not report any particular sexual stereotypes

or reputation that would set them apart from other Latinos.

Some Colombians described themselves as being passionate

and affectionate in their sexual interactions, similar to other

Latinos. In addition, some Colombian participants empha-

sized their manner of speaking and level of education as

features that made them attractive to Anglo-American men.

The data indicated both positive and negative ramifications

of the sexual stereotypes of Latino men. Although the repu-

tations of Latinos in general or Brazilians and Dominicans in

particular made attracting casual partners easier, many par-

ticipants felt that these generalizations contributed to sexual

objectification. For example, Alvaro, a Colombian, expressed

such feelings when he stated that ‘‘[Americans think] ‘Ah

Latinos, to have sex with a Latino must be very good.’ But,

they really are not interested in anything else. And I am tired

of that.’’

Similarly, a Brazilian, Oswaldo, noted his experience of

sexual objectification due to his nationality being equated

with sex in the following way:

Many people attack me [sexually] because I am Brazil-

ian. As soon as you mention that you are Brazilian, they

want sex.Doyou understand?This isveryoffensive,you

know? Youprobablyhaveheard about this [before]. You

mention being Brazilian and everybody [says], ‘‘Wow!

My gosh, Brazilian! Hmmm, Good lay!’’ This happens a

lot… being Brazilian means that one is great for sex.

Pedro, a Dominican participant, described the process of

becoming disillusioned with the objectifying treatment he

experienced:

That was a label that they put on me, ‘‘The sexy one,’’

sexy everywhere I turned, and in the beginning it

seemed to be quite flattering, but after a while I realized
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that it was, or at least to my mind it seemed to be,

something quite offensive to tell you that you are sexy,

because what they mean was that you are good to fuck

with, nothing else.

Participants also described ways in which sexual objec-

tification sometimes resulted in pressure to perform sexually

or to conform to expectations. A Brazilian focus group par-

ticipant noted: ‘‘One has to prove that one is good [in bed]

since one is Brazilian, one must show the national prod-

uct…it’s like people are saying to you, ‘Come on, you Bra-

zilian, prove that you are a Brazilian for real!’’ Francisco

noted that objectification led potential sexual partners to as-

sume that as a Brazilian, he would be willing to engage in a

wide range of sexual behaviors: ‘‘I don’t like [this reputation]

because sometimes it is taken to the level of vulgarity or that

anything can happen and I believe in individuality; not all

Brazilians will have that sensuality or that sexuality.’’

Stereotypes may be particularly difficult for those men

who fail to conform to the expectations placed on their group,

which can even lead to distancing one’s self from the group.

João explained: ‘‘Since my sexual situation is not very active

right now, I avoid saying that I am Brazilian because I want to

avoid causing a certain disappointment….I tend to say that I

am Latino or South American.’’

Masculinity in Sexual Preferences and Roles

Beliefs about masculinity and femininity were widely dis-

cussed by participants in relation to partner selection. Mas-

culine characteristics were viewed as important criteria for

sexual attraction and several participants indicated that they

would never become interested in a man who was effeminate.

A Brazilian participant (Oswaldo) described his preference

for sexual partners in this way:

I like men who are very masculine. If the person is

effeminate, then it is a real turn off. The person can be

homosexual, as long as he is not flamboyant….[if he is]

I am not attracted, but when he is a man, a real man then

I am attracted.

Similarly, a Dominican focus group participant remarked,

‘‘I go to bed with guys who are masculine. Be it to fuck or be

fucked, but an effeminate man, no.’’

The acceptability of certain female characteristics varied

for different participants. Rubén, a Colombian, reported that

his partner had a small body size, like a woman, but was not

feminine. This physical characteristic made Rubén feel more

masculine and in control, as if he were the ‘‘Papi.’’ Other

participants noted that ways of dressing or grooming tradi-

tionally associated with women (e.g., tweezing one’s eye-

brows, wearing cologne) were ‘‘too gay’’ and a deterrent to

pursuing a relationship.

The definition of what constitutes masculinity was broader,

however, than might be commonly found in Anglo-American

culture in that it included a greater acceptance of emotion-

ality. The Latino men in this study did not associate emo-

tional expressiveness with femininity. As one Colombian

focus group participant explained, ‘‘We want to feel not femi-

nine, but rather possessive and passionate.’’ Thus, this type of

emotional behavior was not viewed as incompatible with

male gender expectations.

The stigma associated with gender non-conformity in both

the larger society and gay sub-culture provided an additional

motive for the choice of masculine partners. Bruno noted his

distaste for partners who display feminine traits:

If I wanted a woman I would grab a real one. So, I like a

person who carries himself as a man, who talks in a nor-

mal way, who dresses like a man, and that he be a person

that when we are seen together on the street people

would not say, ‘‘Here comes two faggots.’’

One participant, Luciano, described being conflicted

about his feminine tendencies and attempting to conform to a

masculine ideal. He described himself as being effeminate

his entire life and talked about his internal struggles to be-

come more masculine in this manner:

I was very effeminate while growing up and I suffered a

lot with that…so I want to be masculine. That is what I

want and that is what I like in other men, so I also want to

be masculine. So, I started to study the things that I did,

how I saw myself, the things that I did unconsciously

that were feminine-like, that were considered feminine

by society, and I started, little by little [changing] and I

am still working at it.

Partner selection for MSM could also involve the issue of

sexual role, and sometimes in the Latino cultural context,

insertive partners are considered masculine and receptive

partners are considered feminine. As one Colombian par-

ticipant (Jairo) put it, ‘‘We associate being the bottom as

taking the role of the woman, of being passive…of one who is

willing to receive the man and letting the man penetrate.’’ A

preference for masculine-seeming receptive partners was

also reported, however, which is consistent with the general

preference for masculine partners. A Colombian participant

(Gabriel) noted that he enjoyed having partners who were

receptive, but ‘‘act straight, in other words like men.’’

Most men in this study reported being versatile in their role

for anal intercourse (i.e., taking insertive and receptive roles),

but concerns about gender implications of sexual roles influ-

enced their behavior. For example, Alvaro remarked that he

preferred to be the top and was only willing to be the receptive

partner when, ‘‘the person [is] very virile, someone who

awakens my desire to be ‘bottom’….very, very masculine.’’

Another participant, Bruno, reported taking the insertive role
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at the beginning of the sexual encounter, and thereby estab-

lishing his masculinity: ‘‘I don’t have a problem in being

bottom or top….because it is an exchange. But, in the

beginning I get pleasure from being the top like a man.’’

Discussion

Cultural expectations and stereotypes influenced the process

of partner selection among the Brazilian, Colombian, and

Dominican immigrant MSM in ways that were relevant for

both short- and long-term relationships. Common percep-

tions of Anglo-American men as cold, practical, and inde-

pendent contrasted with self-perceptions of Latino men as

passionate, emotionally expressive, loyal, and desirous of

close relationships. Although one would expect such per-

ceived differences to be salient in ongoing relationships, it

was also an issue in brief encounters.

The more collectivist orientation of Latino participants

was evident in their desire for greater emotional contact with

partners, even in short-term sexual encounters, where they

sometimes perceived their Anglo-American partners as

behaving in an impersonal manner. In addition, the Latino

men’s expectation that being in love involved having an in-

tense relationship, spending time together and with family,

and sharing all aspects of one’s life conflicted with the more

independent approach sometimes taken by their Anglo-

American partners, which at times resulted in Latino men

feeling lonely and dissatisfied in longer term relationships. It

is interesting to note that there was a tendency in some men

toward decreased desire for Anglo-American partners with

increased exposure and time in the U.S. due to these cultural

conflicts. Although the discrepancy in emotional style from

that perceived as typical of Anglo-American men was a re-

ported theme, it was not universally experienced by the La-

tino men in this study.

The cultural expectations and stereotypes described had

potential implications for HIV risk. Sexual scripts for Latino

men included passion and spontaneity—characteristics that

many described with pride. These characteristics, however,

were thought to contribute to Latinos’ lack of preparation for

and loss of control during sexual encounters, which ulti-

mately hindered consistent condom use. Previous research

has noted that loss of sexual control was a common reason

given by Latino gay men to explain failure to engage in safe

sex (Dı́az & Ayala, 1999). Some Latino men in the current

study interpreted the preparation, planning, and self-control

that their Anglo-American partners brought to sexual

encounters as antithetical to passion. It is important that HIV

prevention efforts for Latinos frame safer sex techniques as

compatible with caring, passion, and emotional intimacy.

Despite the cultural differences, many Latino immigrant

MSM reported being drawn to Anglo-American partners,

particularly in the early period after arriving in the U.S.

Anglo-American partners tended to have higher social status

and greater financial resources, and often provided their

Latino partners with access to privilege and money. Power

imbalances between partners, particularly when one partner

is receiving material goods or support from the other, can

diminish the dependent partner’s agency in sexual situations

and therefore may increase his HIV risk (Dı́az & Ayala,

1999). Although this may have been the case for the low-

income participants in the current study, more affluent Latino

immigrants would not be expected to experience this type of

power differential in their relationships with Anglo-Ameri-

can men.

Sexual stereotyping of racial, ethnic, and national groups

was an evident influence in the process of choosing and being

chosen as a sexual partner. Such stereotyping involves gen-

eralizations about potential partners based on characteristics

attributed to their groups. Although there may be some actual

differences among groups, the process of stereotyping fails to

differentiate among individuals within groups. Stereotypes

of Latino men as passionate lovers, of Brazilians as highly

sensual and sexual, and of Dominicans as having large pe-

nises were repeatedly reported. Although such images could

be interpreted as describing positive attributes in a lover, they

contributed to sexual objectification and dehumanization.

Some participants in this study felt that potential partners

reduced them to their national stereotypes, failed to see them

as whole people, and valued them only for their assumed

sexual characteristics. Although the Colombians in this study

perceived their own educational achievements as attractive to

potential partners, they and the Brazilian or Dominican men

made little mention of other personality characteristics.

The findings of this study were consistent with other re-

search showing objectification as a common experience

among gay men of color (Drummond, 2005; Gómez et al.,

2005; Teunis, 2007). Sexual stereotyping and objectification

may be especially common in partner selection for anony-

mous or brief sexual encounters. White men’s dominant

status, racist views of men of color, and perceptions of the

foreign as exotic or sexually exciting all contribute to sexual

objectification of men of color within the gay community

(Teunis, 2007). Research on sexual objectification has high-

lighted the negative impact on women’s mental health and

well-being resulting from objectification (e.g., Fredrickson,

Roberts, Noll, Quinn, & Twenge, 1998; McKinley, 1999).

Recently, studies have begun to document similar effects of

sexual objectification among gay men (Martins, Tiggeman,

& Kirkbride, 2007).

The Brazilian, Colombian, and Dominican men in this

study expressed a preference for masculine sexual partners

almost exclusively, a finding that is consistent with previous

research in multi-ethnic samples (Bailey, Kim, Hills, & Lins-

enmeier, 1997; Gómez et al., 2005). Moreover, they believed
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that their own masculine appearance and behavior were im-

portant in their success in attracting partners themselves. This

partiality for masculinity may reflect an implicit—and lar-

gely unconscious—endorsement of patriarchal views, which

value characteristics and behaviors ascribed to men (e.g.,

activity, strength, aggression) over those ascribed to women

(e.g., passivity, weakness, vulnerability). For Latino men,

gender-conforming masculine behavior also includes emo-

tional expression, nurturance, and family orientation (Ar-

ciniega et al., 2008; Torres et al., 2002); therefore, the greater

desire for warmer partner relationships than sometimes

encountered with Anglo-American men, as discussed above,

is not inconsistent with enactment of masculinity.

In Latino cultures, sexual roles during anal intercourse

have sometimes been associated with gender, such that in-

sertive (active) partners are viewed as masculine and recep-

tive (passive) partners are viewed as feminine. We found

some support for this perception in our study, as the relative

masculinity of partners sometimes determined sexual role,

with more masculine partners tending to take the insertive

role. Preference for a specific sexual role was rarely men-

tioned however, as an influence in partner choice; it was

clearly secondary to masculine characteristics in steering

partner selection.

In addition to the expressed preference for masculinity, we

also found an antipathy toward effeminate men as potential

partners. Attitudes stigmatizing effeminate men are evident

in the larger culture, as well as in gay and Latino cultures

(Connell, 2005; Mirandé, 1997; Taywaditep, 2001). This dis-

tancing from or rejection of men who are not masculine may

reflect internalized homonegativity or self-hatred among the

MSM themselves: for some participants, masculinity was

associated with heterosexuality and valued, whereas femi-

ninity was associated with homosexuality and shunned. A

number of authors have pointed out the internalized homo-

negativity and shame inherent in such a belief system, which

is not limited to Latino men (Bergling, 2001; Taywaditep,

2001).

Because gay men have traditionally been stereotyped as

displaying effeminate characteristics, distancing themselves

from effeminacy and men who appear effeminate may serve

to protect some MSM from the stigma associated with

homosexuality. They can preserve their own self-esteem by

linking sexual-orientation prejudice to gender atypicality,

and not to homosexual behavior per se. In addition, because

MSM continue to be targets of prejudice and discrimination

based on the stigma associated with homosexuality (Herek,

2007), some MSM avoid being seen with effeminate men. In

this way, they can lessen the probability of being identified as

gay in public, thereby shielding themselves from being a

target of homophobic behavior.

Unfortunately, the implications of these attitudes for the

well-being of effeminate men can be grave. Gender non-

conforming gay men tend to report more anti-gay discrimi-

nation than gender-conforming men and experience poorer

mental health outcomes (D’Augelli, Grossman, & Starks,

2006; Sandfort, Melendez, & Diaz, 2007; Taywaditep, 2001).

Potential rejection not only by the larger society, but also by

the gay community, can lead to negative self-concept and low

self-esteem among effeminate men. Moreover, the lack of

attraction to effeminate men among many MSM may result in

the disempowerment of such men in their sexual relation-

ships. Effeminate men’s compromised power position rela-

tive to their partners could diminish their ability to negotiate

condom use and insist on safer sex practices. This situation, in

combination with an expectation that effeminate men would

take the receptive role in anal intercourse, could result in their

increased vulnerability to HIV.

Limitations of this study included an approach that al-

lowed some themes to emerge naturally and, therefore, all

participants did not address all issues. Consequently, a direct

comparison of the experiences of the Brazilian, Colombian,

and Dominican men on all topics was not possible. The men

in this study discussed numerous cultural characteristics and

stereotypes that they believed were relevant to their choosing

or being chosen as a sexual partner. Although such stereo-

types clearly affected the experience of our participants and

their partners, we recognize that such stereotypes do not ac-

curately describe entire ethnic or national groups. Moreover,

the questions that opened the topic in the in-depth interviews

first addressed sexual attraction and then queried preferences

for partners based on ethnicity, style, age, and gender roles.

Such questions could have influenced respondents to focus

their attention on short-term sexual encounters, in which

partner characteristics such as appearance would be more

salient than qualities such as intelligence or honesty. Because

short-term encounters are common among MSM, however, it

is important to explore partner selection in this context as

well.

Further research is needed to investigate the prevalence of

the perceptions and experiences reported here and the extent

to which these gender- and culture-related factors influence

sexual behavior and sexual risk. In addition, future research

could explore mechanisms by which sexual stereotyping

might contribute to self- and other-objectification, as well as

the consequences of objectification among MSM and their

relationships with sexual partners. It is also important to

further understand the difficulties that MSM encounter in

trying to conform to gendered expectations of themselves and

the strategies used to deal with these difficulties especially for

men how are perceived as effeminate and stigmatized.

Gaining greater insight into the context of Latino gay men’s
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sexual encounters and relationships within the U.S. is crucial

in order to design effective HIV/AIDS prevention programs

and meet the mental health needs of this population.

Acknowledgement The preparation of this paper was supported by

Award Number R01 HD046258 from the Eunice Kennedy Shriver

National Institute of Child Health & Human Development (NICHD).

The content is solely the responsibility of the authors and does not

necessarily represent the official views of NICHD or the NIH.

References

Arciniega, G. M., Anderson, T. C., Tovar-Blank, Z. G., & Tracey, T. J.

G. (2008). Toward a fuller conception of machismo: Development

of a traditional machismo and caballerismo scale. Journal of
Counseling Psychology, 55, 19–33.

Bailey, J. M., Gaulin, S., Agyei, Y., & Gladue, B. A. (1994). Effects of

gender and sexual orientation on evolutionarily relevant aspects of

human mating psychology. Journal of Personality and Social
Psychology, 66, 1081–1093.

Bailey, J. M., Kim, P. Y., Hills, A., & Linsenmeier, J. A. W. (1997).

Butch, femme, or straight-acting? Partner preferences of gay men

and lesbians. Journal of Personality and Social Psychology, 73,

960–973.

Bergling, T. (2001). Sissyphobia: Gay men and effeminate behavior.

Binghamton, NY: Haworth.

Buss, D. M. (1985). Human mate selection. American Scientist, 73, 47–

51.

Buss, D. M., & Schmitt, D. P. (1993). Sexual strategies theory: An

evolutionary perspective on human mating. Psychological Review,
100, 204–232.

Buss, D. M., Shackelford, T. K., Kirkpatrick, L. A., & Larsen, R. J.

(2001). A half century of mate preferences: The cultural evolution

of values. Journal of Marriage and Family, 63, 491–503.

Centers for Disease Control (CDC). (2008). HIV/AIDS surveillance in

men who have sex with men (MSM). http://www.cdc.gov/hiv/

topics/surveillance/resources/slides/msm/slides/msm9.pdf. Retrieved

6 Oct 2008.

Connell, R. W. (2005). Masculinities (2nd ed.). Berkeley, CA: Uni-

versity of California Press.

D’Augelli, A. R., Grossman, A. H., & Starks, M. T. (2006). Childhood

gender atypicality, victimization, and PTSD among lesbian, gay,

and bisexual youth. Journal of Interpersonal Violence, 21, 1462–

1482.

Dı́az, R. M., & Ayala, G. (1999). Love, passion and rebellion: Ideologies

of HIV risk among Latino gay men in the USA. Culture, Health, &
Sexuality, 1, 277–293.

Drummond, M. J. N. (2005). Asian gay men’s bodies. Journal of Men’s
Studies, 13, 291–300.

Durik, A. M., Hyde, J. S., Marks, A. C., Roy, A. L., Anaya, D., & Schultz,

G. (2006). Ethnicity and gender stereotypes of emotion. Sex Roles,
54, 429–445.

Fredrickson, B. L., Roberts, T. A., Noll, S. M., Quinn, D. M., & Twenge,

J. M. (1998). That swimsuit becomes you: Sex differences in self-

objectification, restrained eating, and math performance. Journal
of Personality and Social Psychology, 75, 269–284.

Frieze, I. H. (2008). Publishing qualitative research in Sex Roles
[Editorial]. Sex Roles, 58, 1–2.

Glaser, B. G. (1992). Emergence vs. forcing: Basics of grounded theory
analysis. Mill Valley, CA: Sociology Press.

Gobrogge, K. L., Perkins, P. S., Baker, J. H., Balcer, K. D., Breedlove, S.

M., & Klump, K. L. (2007). Homosexual mating preferences from

an evolutionary perspective: Sexual selection theory revisited.

Archives of Sexual Behavior, 36, 717–723.
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Abstract HIV prevention efforts require a focus on reduc-

ing high risk sexual behavior. Because these are self-reported,

assessments that reduce memory bias and improve elicitation

of data are needed. As part of a multi-site psychometric study

of club drug use, abuse, and dependence, data were collected

with a test-retest design that measured the reliability of the

Washington University Risk Behavior Assessment for Club

Drugs (WU-RBA-CD). Reliability was assessed separately

by sex via kappa coefficients and intraclass correlation coef-

ficients (ICC); z tests compared coefficients by sex. A total of

603 participants were interviewed by independent assessors

with 5 days in between interviews. Reliability for all 51 items

of the sexual activity section of the WU-RBA-CD ranged from

.23 to1.00; 71% (n = 36) of items resulted inmoderate tohigh

reliability (.55–1.00). Number of lifetime sex partners was

consistently reported for same-sex partners for both men and

women and opposite-sex partners. Items with high reliability

included reporting ever being under the influence of ecstasy

(.87) or GHB (.87) while having sex. Items with lower reli-

ability included those that queried the determinants ofcondom

use (.45–.82) and about behaviors and attitudes experienced

while using drugs (.23–.87). Very few sex differences were

revealed in the reliability of reportedsexual activities. Overall,

the WU-RBA-CD performed with fairly high reliability rates.

Assessing situations of when, how, and why individuals use

condoms may offer the clearest evaluation of determinants of

sexual behaviors, yet those items are not as reliable.

Keywords Sexual behaviors �Measurement �Reliability �
Club drug use

Introduction

As part of the response to HIV prevention efforts, public

health professionals have developed methods to assess high

risk behaviors for HIV infection. To measure both the risk for

and effectiveness of HIV prevention efforts, reliable and valid

assessments are needed. The development of appropriate

measures has evolved throughout the HIV epidemic as risk

behaviors have changed and different populations have be-

comeinfected. Primarily,measurementerrorcanbeattributed

to memory error, poor item content, flawed administration of

instruments, as well as many other factors (Fenton, Johnson,

McManus, & Erens, 2001; Johnson et al., 2000; Schroder,

Carey, & Vanable, 2003a, 2003b).

Drug-using populations are frequently thought to be unre-

liable concerning their self-reported measures of risk behav-

iors, yet data do not support this claim (Goldstein et al., 1995;

Klinkenberg et al., 2002; McElrath, Chitwood, Griffin, &

Comerford, 1994; Needle et al., 1995; Petry, 2001; Twitchell,

Huber, Reback, & Shoptaw, 2002). Studies among drug using

populations report moderate to high reliability in reportsof sex

and drug-related behaviors, which used test-retest and inter-

rater reliability methods (Compton, Cottler, Dorsey, Spit-

znagel, & Mager, 1996; Cottler et al., 1997, 1998b; Goldstein

et al., 1995; Horton, Compton, & Cottler, 2000).

Memory error, recall bias, and poor question construction

are consistently documented as factors of measurement error
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and, in turn, they contribute to the limitations of study findings.

Specific to sexual behaviors, memory error is found to be

dependent on length of reference intervals, behaviormeasures,

and frequencies of the targeted behavior (Schroder et al., 2003a).

Assessments must balance the length of time an individual is

able to recall accurately and the length of time that is repre-

sentative of the individuals’ practices. Two to three months

reference intervals are often justified as an intermediate length

of time that assesses riskbehaviors more appropriately (Kauth,

Lawrence, & Kelly, 1991; Schroder et al., 2003a). Alterna-

tively, longer reference intervals offer opportunities to assess

behaviors that would influence overall levels of sexual risk, if

reliably reported. Self-reported sexual behaviors have been

found to be more reliable when response options are dichot-

omous. The limitation of dichotomous items is that they only

capture whether or not the behavior occurred and not the trend

of the behavior over time, which may limit a thorough

assessment of current level of risk (Tourangeau & Smith,

1996). Research has suggested that indicators, such as age at

first sex, are strong predictors of risk and are reliable (Catania,

Gibson, Chitwood, & Coates, 1990).

Assessing risk by using frequencies are scrutinized due to

research suggesting that as frequency of behaviors increase, the

accuracy of reporting that target behavior decreases (Schroder

et al.,2003b).Withhigher frequencybehaviors, roughestimates

tend to be provided. For example, number of sex partners is

‘‘rounded’’ to increments of five or ten with higher frequencies

(Tourangeau & Smith, 1996). Although the actual count will

offer more data for risk analysis, a valid count may be difficult to

obtain both due to the reference interval and to challenges in

recalling the actual frequency (Schroder et al., 2003b). High

frequency behaviors may encourage adopting a shorter recall

period. Low frequency behaviors seem to be more memorable

and are more likely to be reported even if that behavior did not

occur during the specified timeframe. Incidence data are re-

ported to be more reliable, except when referring to behaviors

that may not be engaged in regularly. Research suggests directly

querying the frequency of these low frequency behaviors,

thereby learning how often one is engaging in the activity. This

method offers an opportunity for individuals to perceive this

behavior as more common and increase comfort to respond

honestly,unlikeadichotomousmeasure regarding theirengage-

ment in behaviors in which they may not typically engage

(Durant & Carey, 2000; Schroder et al., 2003b; Tourangeau &

Smith, 1996).

Social desirability has also been documented as a signif-

icant contributor to recall bias as individuals may respond in a

manner that assumes a more socially conservative response

when assessing sexual behaviors, which incorrectly mini-

mizes the level of risk (Fenton et al., 2001; Schroder et al.,

2003b). Research has found that reporting of sexual behav-

iors differs by sex and may influence biases in responses. This

has most commonly been found in questions concerning

number of opposite-sex partners with men reporting higher

frequency than women. This has been documented in situa-

tions where communities would converge with number of

sex partners due to a finite group of sex partner possibili-

ties (Catania et al., 1990, 1995; Tourangeau & Smith, 1996).

Other items which seem to reveal sex-based biases include

frequency of self-stimulation, oral sex with an opposite sex

partner, and frequency of unprotected sex (Tourangeau &

Smith, 1996). It is unclear that sex differences exist consis-

tently based on behavior or which sex gives more accurate

reports (Catania et al., 1990, 1995; Durant & Carey, 2000).

With these challenges to reliability and validity, it is neces-

sary that the field continues to develop assessments that are

reliable for the most sensitive behaviors, so that risk can be

accuratelyassessed.Oneof themostwidelyusedassessmentsof

sexual behaviors, the NIDA Risk Behavior Assessment (RBA),

was validated and originally used in a multi-city study of a drug-

using population (Needle et al., 1995). Versions of the RBA

continue to be used to assess levels of risk behaviors associated

with sex, drug use, attitudes, and beliefs about associated behav-

iors varying populations (Cottler et al., 1998a; Dowling-Guyer,

1994; Inciardi, Surratt, Kurtz, & Weaver, 2005; Needle et al.,

1995; Twitchell et al., 2002). In the present study, revisions to

the RBA were made to enrich diagnostic data collected for a

club drug (ecstasy, rohypnol, ketamine, and/or GHB) use,

abuse, and dependence study. As part of that study, reliability

data were generated and the current analyses assessed reliability

of reports of sexual behaviors from the revised version of the

RBA by sex.

Method

Participants

The data come froma tri-city study ofclub druguse, abuse, and

dependence conducted in St. Louis, Miami, and Sydney. The

study was a nosological assessment of the constructs and rel-

evance of DSM-IV criteria for ecstasy, ketamine, rohypnol,

and GHB. In addition, behaviors and attitudes associated with

club drug use were evaluated. The analyses presented test the

reliability of the sexual behavior measures of the Washington

University Risk Behavior Assessment (WU-RBA) between

sexes.

Each study site utilized identical research protocols. Inter-

ested participants contacted researchers after they were recruited

through flyer distributions in high volume areas such as com-

munity centers, dance clubs, and in school newspapers. The

flyers were designed to recruit current club drug users to

participate in a research study. Eligible individuals were 15

years of age and older who had used ecstasy more than five

times lifetime and at least once in the past 12 months, who

spoke English. A total of 927 club drug users were screened
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and eligible at all three sites. Approximately 300 (35%) of

these participants did not return for retest interviews. Two

participants identified as transgendered and were not in-

cluded for the sex-based comparisons. The study design was

developed to make eligible participants who reported recent

ecstasy use, at the time a commonly used club drug. This

created an opportunity to examine the role of multi-drug use

among an ecstasy-using sample.

A total of 603 individuals from St. Louis (n = 278), Miami

(n = 182), and Sydney (n = 143) completed test-retest inter-

views. Over one-third of the sample was non-White (36%) and

female (40%); the mean age was 23.3 years (SD = 5.15;

range, 16-59). Specific demographic characteristics by study

site are described in Table 1. The interviews and protocol

procedures were approved by the Washington University

Human Research Protection Office, University of Delaware

(for the Miami site, where co-investigators were affiliated), and

the University of New South Wales Human Research Ethics

Committee.

Measures

Demographic characteristics were collected during the initial

interview.Theseincludedage,sex,andrace/ethnicity.TheWash-

ington University Risk Behavior Assessment (WU-RBA-CD)

was modified from the NIDA’s Risk Behavior Assessment,

which was originally developed for use in cooperative agreement

studies of HIV risk behaviors (Coyle, 1998; Needle et al., 1995).

This assessment was originally designed to collect self-reported

sexual behaviors, HIV risk perceptions, patterns of drug use, and

influence of drug use on sexual behaviors among an adult pop-

ulation. The revised RBA included questions related to situations

where club drugs are used and the impact they may have on

sex partner selection, types of sexual acts, condom use while

using club drugs, and sexual pleasure while using club drugs.

In addition, attitudes regarding condom use, age of first sex,

ever oral/vaginal/anal sex, forced sex, number of sex partners

in the past 3 months, trading sex for club drugs/ housing/

food/money, and condom use consistency were measured.

Specific items are included in Tables 3 and 4.

In addition, the Club Drug-Substance Abuse Module (CD-

SAM) was modified from the CIDI-Substance Abuse Module

(SAM) version developed by Washington University for the

DSM-IV field trials (Cottler & Helzer, 1989; Cottler et al.,

1995; Horton et al., 2000). Diagnostic items were added to the

CD-SAM specific to club drugs that mimicked question pat-

terns of other drug use, abuse, and dependence diagnoses. This

enhanced the existing comprehensive assessment of use and

physical, psychological, and withdrawal symptoms listed for

illicit drugs covered in the SAM. These data were included to

describe the lifetime drug-using patterns of the sample.

Procedure

Data were collected between 2002 and 2005. Intensive train-

ing and certification on administering the instruments and the

overall interview protocol were required for all interviewers.

Interviewer training typically consistedof3–5 daysof training

on the instruments and testing with volunteer participants.

Informed consent was given for participation in the study. For

individuals under 18 years of age, parental informed consent

was provided. Initial and retest interviews were conducted

with independent raters and completed between 5 and 7 days

after the initial interview. This protocol aimed to limit recall of

their previous responses and not encounter many true score

changes. Participants were remunerated for each of their

interviews.

Data analyses were conducted with SAS (version 9.1) and

STATA (version 8.0). Descriptive and bivariate analyses

were conducted to provide the prevalence rates of lifetime

substance use disorders, as assessed by the CD-SAM. Test-

retest reliability analyses were conducted in two ways: kappa

coefficients were conducted for the dichotomous variables

and intraclass correlation coefficients (ICC) were conducted

Table 1 Demographic characteristics by study site (N = 603)

St. Louis

(n = 278)

Miami

(n = 182)

Sydney

(n = 143)

p

M SD M SD M SD

Age (in years) 23.3 5.5 23.5 4.9 22.9 4.8 ns

Number of ecstasy pills (lifetime) 186.4 541.4 224.9 528.7 234 348.4 ns

Female 43.5% 39.0% 40.7% ns

Race/ethnicity ns

African American 15.1% 2.2% 0.0%

Asian 1.8% 1.6% 12.0%

Caucasian 74.9% 32.8% 82.4%

Hispanic or Latino 2.5% 56.3% 0.0%

Other 5.7% 7.1% 5.6%
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for the continuous variables. The kappa statistic ranges from

-1.00, which signifies total disagreement, to 1.00, signifying

total agreement. Typically, kappa values less than 0.40 indicate

marginal agreement, 0.40–0.60 indicate moderate agreement,

0.60–0.75 indicate good agreement, and values greater than

0.75 indicate excellent agreement (Bishop, Fienberg, & Hol-

land, 1975). The ICC was calculated by obtaining the difference

in the error for each of the mean squares and divided by the sum

of those errors. Similarly, ICC range from -1.00 to 1.00 with

values less than 0.40 indicating poor agreement, 0.40–0.75

indicating moderate to good agreement, and values greater than

0.75 indicating excellent agreement (Fleiss, 1986). Z statistical

tests were conducted to compare the reliability coefficients by

sex.

Results

Drug Use Patterns

High proportions of the sample reported lifetime use of opi-

ates (30%), hallucinogens (26%), ecstasy (25%), ketamine

(22%), cannabis (23%), cocaine (21%), alcohol (17%), GHB

(10%), rohypnol (6%), and amphetamines (5%). Although

not shown, sex comparisons by drug use were conducted by

v2 tests revealed that more women reported using cannabis

than men (33.1% vs. 17.6%; p \ .001). Other drug use was

not significantly different by sex.

Sexual Behavior Patterns by Sex

Sex differences in reported sexual behaviors were measured by

the WU-RBA-CD. ANOVAs were conducted for categorical

and continuous variables; v2 analyses were conducted for

dichotomous variables. As shown in Table 2, women more

often than men reported ever having vaginal sex (p = .02),

although 94.9% of men in sample also endorsed having vaginal

sex. Most of the sample reported having had oral sex (98.2%)

and significantly more men reported having anal sex than wo-

men (49.0%vs. 40.8%; p = .05). Men reported their first sexual

encounter at a younger age than women (15.0 vs. 15.5 years;

p = .01). The mean number of lifetime male sex partners for

men was 7.0 (SD = 57.1) and for women 12.7 (SD = 15.7).

The number of lifetime female sex partners differed signifi-

cantly (p\ .001) between sex, with men reporting a mean of

24.8 (SD = 76.4) lifetime female sex partners and women

reporting a mean of 1.7 (SD = 3.9) female sex partners. Men

reported having three or more sex partners within the past three

months more often than women (p\ .001).

There were no significant sex differences in reports of

condom use for oral sex, 3.8% reporting almost always or

always using condoms during oral sex. Men reported more

consistent condom use during anal sex (p = .02) and vaginal

sex (p \ .03).

Most of the sample (92.5%) reported consenting to sex the

first time, of those who had sex; yet, 9.7% of women reported

more often than men that they had not consented to sex the

first time (p = 0.01). Further, 16.4% of the sample reported

having experienced forced sexual contact with a dating

partner; women more often than men reported this behavior

(23.0% vs. 8.6%; p \ .001).

There were no significant differences between sex for those

who had traded sex for club drugs (4.8%) or club drugs traded

for sex (3.8%). Men reported more often than women having

exchanged club drugs for money, food, clothing or housing

(32.1% vs. 13.3%; p \ .001). In response to questions about

sexual repertoire and perceptions of pleasure from drugs, the

majority of the sample thathad reportedusing ecstasy (76.0%),

ketamine (41.5%), GHB (61.5%), and/or rohypnol (36.1%)

reported that it made sex more pleasant. Most participants

reported that the club drug they had used during sex had no

effect on their partner selection (ecstasy [67.5%], ketamine

[63.1%], GHB [57.7%] or rohypnol [55.6%]). Participants

reported similar sexual experiences across sites and by sex

when using ecstasy (62.8%), ketamine (60.0%), GHB (56.4%)

or rohypnol (63.9%). Participants responded similarly when

asked about the likelihood of using condoms when using the

specific drugs ecstasy (69.2%), ketamine (80.0%), GHB

(64.1%) or rohypnol (72.2%).

Reliability of Self-Reported Sexual Activities

We found that the standard kappa and ICC reliability cate-

gories were less relevant in this study as many of our items

were found to be very reliable; therefore, we utilized more

stringent reliability categories where kappas and ICCs be-

tween .80 and 1.00 were identified as highly reliable, scores

of 0.55–0.79 were moderately reliable, and items\0.55 had

low reliability. Shown in Tables 3 and 4 are the 51 items and

the reliability coefficients assessed. The test-retest reliability

analyses ranged from a low of 0.36 to a high of 1.00. Overall,

16 (31.4%) items resulted in high reliability, 22 (43.1%) with

moderate reliability, and 12 (23.5%) items resulted in low

reliability. Rates of reliability were compared between sites

with no significant differences.

Reliability of Items Related to Sexual Initiation

Rates of reliability for most items related to the initiation of

sexual activities ranged from 0.80 to 1.00. Of the 11 items

related to sexual initiation, there was one item with signifi-

cant sex differences. These items included: ever having

vaginal sex (0.91), ever having anal sex (0.92), having been

pregnant (0.96), consenting the first time to have sex (0.80),
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and attraction to men (0.99) and women (0.97). There were no

significant sex differences among these items. However,

men, compared to women, were less reliable in their reports

of their lifetime female sex partners (0.79 vs. 0.99) and wo-

men were less reliable than men in their reports of number of

lifetime male sex partners (0.90 vs. 1.00). Both men (1.00)

Table 2 Differences in sexual behaviors among club drug users by sex as conducted by ANOVAS

Male (N = 353) Female (N = 248) p

M SD M SD

Lifetime number of sex partners

Male partners 7.0 57.1 12.7 15.7 .001

Female partners 24.8 76.4 1.7 3.9 .001

Age at first sex (in years) 15.0 2.8 15.5 2.1 .010

n % n % p

Ever had vaginal sex 335 94.9 246 98.4 .020

Ever had oral sex 348 98.6 245 98.0

Ever had anal sex 173 49.0 102 40.8 .050

Ever have been pregnant – – 69 27.8

Did not consent to sex first time 16 4.6 24 9.7 .010

Ever experienced forced sexual contact 30 8.6 57 23.0 .001

Gave club drugs for sex 9 2.5 4 1.6

Been given club drugs for sex 13 3.7 8 3.2

Traded club drugs for money, food, clothing

or housing

113 32.1 33 13.3 .001

Never use condom for vaginal sex 51 15.2 56 22.8 .030

Never use condom for oral sex 282 81.0 214 87.4

Never use condom for anal sex 72 40.9 50 48.1 .020

Sexual behaviors while using club drugs

Had sex on ecstasy (n = 450) 266 75.6 196 79.0

On ketamine (n = 47) 39 11.1 26 10.5

On GHB (n = 68) 52 14.8 24 9.7

On rohypnol (n = 24) 19 5.4 14 5.7

Sex is more pleasant when using ecstasy

(n = 450)

200 75.2 131 66.8

Using ketamine (n = 47) 15 38.5 8 30.8

Using GHB (n = 68) 33 66.0 15 62.5

Using rohypnol (n = 24) 8 50.0 4 28.6

More selective about sex partners when using

ecstasy (n = 450)

25 9.4 17 8.7

Using ketamine (n = 47) 2 5.1 4 15.4

Using GHB (n = 68) 3 5.8 1 4.2

Using rohypnol (n = 24) 1 5.3 0 0

More varied sex acts when using

ecstasy (n = 450)

81 30.5 55 28.1

Using ketamine (n = 47) 8 20.5 5 19.2

Using GHB (n = 68) 13 26.5 8 33.3

Using rohypnol (n = 24) 4 25.0 2 14.3

More likely to use condoms when using

ecstasy (n = 450)

17 6.4 12 6.1

Using ketamine (n = 47) 1 2.6 3 11.5

Using GHB (n = 68) 0 0 4 16.7 .020

Using rohypnol (n = 24) 1 5.3 2 14.3
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and women (0.99) were highly reliable in their reports of

lifetime number of same-sex partners.

Reliability of Condom-Related Items

Many of the items associated with the determinants of con-

dom use resulted in reliability coefficients ranging between

0.55 and 0.79. There were no sex differences in reliability

among of the 16 items measuring condom-related behaviors.

These determinants included items about condoms causing

less sensation (0.62), costing too much (0.67), being too

drunk or high to use condoms (0.69), not having a condom

available (0.66), having a partner object (0.57), and not

thinking about it (0.55). Not using condoms for religious

reasons was never misreported by any participant, (no par-

ticipant endorsed this item). Participants were unreliable

regarding other reasons for not using a condom such as: being

afraid to ask their partner (0.54) to use a condom, thinking

they or their partners could be infected with an STI or HIV

(0.48), believing that barrier methods did not taste good

during oral sex (0.52), or not wanting to take the time to put a

condom on (0.45). Consistent reports, regardless of sex, in the

frequency of use of condoms during sex varied, but all were

reliable: vaginal sex had an ICC of 0.71, anal sex had an ICC

of 0.55, and oral sex had an ICC of 0.82.

Reliability of Sex-Related Substance Using Behaviors

Items related to sexual behaviors and attitudes during con-

comitant club drug use resulted in a range of reliability. Of the

24 items pertaining to sex-related substance-using behaviors,

there were three items that were significantly different in

reliability by sex. Numbers of times someone had either been

given club drugs (0.99) or had given club drugs (0.97) in

exchange for sex were highly consistent and reliable. The

number of times someone had traded club drugs for exchange

of food, money, place to stay, or clothes resulted in an ICC of

0.83. Rates of reliability when queried about having sex while

using ecstasy or GHB were also high (kappa = 0.87), and for

rohypnol and ketamine, moderately reliable (0.68 and 0.70).

Men were less reliable than women (0.83 vs. 0.96) when

reporting the number of times they exchanged club drugs for

food, housing or clothing.

Participants were asked if their partner selectivity changed

with each drug use, which tended to have low reliability: being

more selective with a sex partner under the influence of ecstasy

had a reliability coefficient of 0.56, rohypnol 0.51, ketamine

0.60, and GHB 0.42. Women were more reliable in their re-

sponses to whether ketamine made them more selective in

their sex partners (0.94). The level of pleasure related to sex

when using club drugs ranged from 0.39–0.67. Specifically,

women were less reliable than men regarding GHB’s effect on

sexual pleasure (0.04 vs. 0.67). Participants were moderately

reliable when they were queried if they had more varied sexual

acts when on ketamine (0.57), ecstasy (0.62), GHB (0.70), and

rohypnol (0.72). The reliability for whether participants were

more likely tousecondomswhileusingeachclubdrugresulted

with lower reliability with kappa coefficients for ketamine

(0.23), ecstasy (0.52), GHB (0.41), and rohypnol (0.63). Other

significant differences did not occur between men and women

for items related to sex- and drug- using patterns.

Discussion

This study aimed to assess the reliability of a self-reported

HIV risk behavior instrument that was modeled after one

used in numerous studies with drug abusers (RBA). How-

ever, for this study, the RBA was revised to assess contextual

factors related to club drug use, abuse, and dependence in

three different communities: the Miami club scene, the St.

Louis rave scene, and the Sydney rave and club scene. For the

first time, reliability of club drug use patterns and sexual

behaviors reported by club drug users have been collected

using identical methods across multiple sites.

The findings of this geographically diverse study popula-

tion revealed that these club drug users, regardless of location,

were highly reliable reporters of their behaviors. There were

also very few differences in reliability of responses by sex.

Similar to previous research (Catania et al., 1990; Fenton et al.,

2001; Schroder et al., 2003a; Tourangeau & Smith, 1996), the

rates of reliability regarding sexual debut (ever having oral,

vaginal or anal sex and age of sexual initiation) were highly

reliable. Items that queried participants on their condom use

attitudes and beliefs, such as whether they would take the time

to put one on, were high or drunk, or had a condom to use had

moderate levels of reliability and no differences by sex in

reliability. Items where further development and research needs

tobeconducted includechallengeswithmeasuringcondomuse

negotiation and perceived susceptibility of STD/HIV. There

was perfect agreement for both men and women regarding

condom use where attitudes were well-established, such as not

using a condom because one’s religion doesn’t allow it.

Sex differences in reliability did occur when reporting

number of lifetime sex partners. There was near perfect

agreement for number of lifetime same-sex partners, yet sig-

nificant differences in reliability between sexes in number of

lifetime opposite-sex partners. The study did not assess sexual

orientation, just number of male and female sex partners for all

participants. This is a limitation of the study findings, as re-

ported behaviors differ from self-identified sexual orientation.

Other studies have found that same-sex partners tend to be a

low frequency behavior, and therefore individuals would

know exactly how many same-sex partners they have had

(Tourangeau & Smith, 1996). This may also be an effect of

Arch Sex Behav (2010) 39:1331–1341 1339

123



‘‘rounding,’’ memory error, or being cognitively unable to

accurately report for those witha highernumberofsex partners

(Bogart et al., 2007; Schroder et al., 2003a; Tourangeau &

Smith, 1996).

The assessments of specific club drugs and their effect on

sexual behavior during use were moderately reliable and

require further examination. Social desirability and its role on

low frequency behaviors may have affected the reliability of

responses to these items (Durant & Carey, 2000; Fenton et al.,

2001; Schroder et al., 2003a; Tourangeau & Smith, 1996).

Additionally, these items had lower prevalence rates, as ex-

pected with lower frequency behaviors. Yet, it is a well-

documented limitation of the kappa statistic that when there

are low prevalence rates, rates of reliability are lower as well

(Byrt, Bishop, & Carlin, 1993; Spitznagel & Helzer, 1985;

Viera & Garrett, 2005). Specifically, women had markedly

higher rates of reliability on items regarding selectivity of sex

partners when using ketamine and number of times they re-

ported exchanging club drugs, while men had significantly

higher rates of reliability in responding to whether GHB

enhanced sexual pleasure. All of these items had less than 4%

of the overall sample endorsing using GHB or ketamine.

While these findings revealed high reliability among most

of the items by sex and across study sites, some of the con-

fidence intervals associated with the ICC or kappa statistics of

each item were very wide. These wide confidence intervals

more often occurred with the items that had smaller sample

sizes, an expected effect similar to that discussed previously.

Some items had unexpectedly low kappa scores, which tends

to occur when there is low variability in responses. When near

perfect agreement with little or no variance occurs, kappa

scores are lower than anticipated. Therefore, the lower kappa

scores were superficially low, such as ever having oral sex

(0.61), consented to sex (0.68), and experienced forced sex

(0.64).

Future areas of methodological research should focus on

improving questions with low reliability and developing

additional risk assessments. Examining beliefs that influence

condom use offers insight to determining level of risk, yet

those beliefs are assumed to be static. These findings suggest

that beliefs that influence condom use are not static, are to be

determined at the time of sexual activity, and often, depen-

dent on partners. Items querying type of sex partner, specific

sex partner, and shorter recall time frames may yield more

insight than broader assessments of risk (Kauth et al., 1991;

Schroder et al., 2003a, 2003b; Tourangeau & Smith, 1996).

This study was conducted to assess the reliability of club

drug abuse and dependence criteria; the investigators also

developed an opportunity to assess sex- and drug-using behav-

iors in these populations. Studies such as these are important

as they serve as opportunities to promote the quality of assess-

ments in the field that measure risk behaviors and evaluate

change in behaviors. Based on these results, it is clear that few

sex differences in reliability exist, and that self-reported mea-

sures are reliable measures of risk with carefully implemented

assessments and protocols. Through these test-retest reliabil-

ity analyses, the WU-RBA-CD was found to be a highly reli-

able measure of sexual behaviors that may be used by others.
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Abstract Accurate knowledge about human sexual behav-

iors is important for increasing our understanding of human

sexuality; however, there have been few studies assessing

the reliability of sexual behavior questionnaires designed for

community samples of adult men. A test–retest reliability

study was conducted on a questionnaire completed by 334

men who had been recruited in Tucson, Arizona. Reliability

coefficients and refusal rates were calculated for 39 non-

sexual and sexual behavior questionnaire items. Predictors

of unreliable reporting for lifetime number of female sexual

partners were also assessed. Refusal rates were generally

low, with slightly higher refusal rates for questions related to

immigration, income, the frequency of sexual intercourse

with women, lifetime number of female sexual partners, and

the lifetime number of male anal sex partners. Kappa and

intraclass correlation coefficients were substantial or almost

perfect for all non-sexual and sexual behavior items. Reli-

ability dropped somewhat, but was still substantial, for items

that asked about household income and the men’s knowl-

edge of their sexual partners’ health, including abnormal

Pap tests and prior sexually transmitted diseases (STD). Age

and lifetime number of female sexual partners were inde-

pendent predictors of unreliable reporting while years of

education was inversely associated with unreliable report-

ing. These findings among a community sample of adult

men are consistent with other test–retest reliability studies

with populations of women and adolescents.

Keywords Reliability � Test–retest � Sexual behavior �
Men

Introduction

Our knowledge of human sexual behavior informs our

understanding of human sexuality. Data describing sexual

behaviors are usually collected through self-report; however,

there is concern that study participants’ self-reported sex-

ual behaviors may not be valid (Catania, Gibson, Chitwood,

& Coates, 1990; Franco, 1997; Potterat, Phillips, & Muth,

1987; Stoneburner, Chiasson, Solomon, & Rosenthal, 1986;

Weinhardt, Forsyth, Carey, Jaworski, & Durant, 1998) due to

several sources of measurement error, including the demands

of the recall task and the sociological context of the survey

(Schroder, Carey, & Vanable, 2003). For example, self-pre-

sentation bias—the result of a participant’s effort to manage

information in order to shape his or her image (Catania,

1999)—is a threat to validity if the participant’s presentation

diverges from reality.

Unfortunately, the validity of sexual behavior measure-

ments is difficult or impossible to assess due to cultural taboos

that disapprove of the direct observation of human sexual

behavior. Lacking a direct assessment of validity, studies

often collect data through repeated self-reported measures of

a sexual behavior to identify unreliable or inconsistent

responses that may point to measurement error and, there-

fore, a lack of validity (Carballo-Dieguez, Remien, Dolezal,

& Wagner, 1999; Müller, 2007; Rohan, McLaughlin, &
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Harnish, 1994; Schlecht et al., 2001; Schrimshaw, Rosario,

Meyer-Bahlburg, & Scharf-Matlick, 2006; Van Duynhoven,

Nagelkerke, & Van de Laar, 1999).

Test–retest studies have measured the reliability of sexual

behavior items in a variety of populations (Brener et al., 2002;

Kalichman, Kelly, & Stevenson, 1997; Schrimshaw et al.,

2006; Sohler, Colson, Meyer-Bahlburg, & Susser, 2000;

Taylor, Rosen, & Leiblum, 1994). Some studies find that self-

administered instruments, either of the paper and pencil

variety or computer assisted, reduce measurement error and

tend to produce reports of higher frequencies of sensitive

sexual and drug using behaviors than do face-to-face inter-

view methods (Boekeloo et al., 1994; Des Jarlais et al., 1999;

Le, Blum, Magnani, Hewett, & Do, 2006; Romer et al., 1997;

Simoes, Bastos, Moreira, Lynch, & Metzger, 2006a; Turner

et al., 1998). It is thought that higher frequencies of sexual

behaviors, particularly stigmatized behaviors, reflect greater

validity since adults may seek to manage their public image

by underreporting such behaviors (Catania et al., 1990).

Eight test–retest studies of self-administered sexual beha-

vior questionnaires (SAQ) have been published (Brener et al.,

2002; Durant & Carey, 2002; Kalichman et al., 1997; Müller,

2007; Schlecht et al., 2001; Sieving et al., 2005; St. Lawrence

et al., 1999; Taylor et al., 1994). With the exception of one

study from Germany that included only 12 men (Müller,

2007), these studies have assessed reliability for question-

naires designed for either adolescents or women. However,

the expression of measurement error may differ by age, sex,

or other population characteristics. For example, the novelty

of sexual behavior for adolescents may lead to better recall

(Tourangeau, 2000) than would occur among older, more

experienced males. Also, a generally higher cumulative

number of sexual partners for adults, as opposed to adoles-

cents, may make recall of these larger numbers more difficult

and thus lead to less reliable measures (Downey, Ryan,

Roffman, & Kulich, 1995; Durant & Carey, 2002; Van

Duynhoven et al., 1999).

When low reliability items are found in sexual behavior

questionnaires, it may also be useful to understand characteris-

tics, demographics or otherwise, that are associated with less

reliable items; however, predictors of lower test–retest reli-

ability for specific sexual behavior items have only occasion-

ally been reported in the literature (Morrison-Beedy, Carey, &

Tu, 2006; Needle et al., 1995; Schlecht et al., 2001; Williams

et al., 2000). Likewise, non-response to questionnaire items,

or refusal to answer specific questions, also increases mea-

surement error (Catania, McDermott, & Pollack, 1986).

Finally, studies often limit their reporting of reliability to

sexual behaviors and do not report the reliability of demo-

graphic characteristics and non-sexual behaviors collected

by the same instrument. A comparison of the reliability of

responses to questions about sexual behaviors and non-

sexual behaviors (some of which may be less associated

with image management) may provide further insight into

presentation bias.

The objective of the present study was to assess the test–

retest reliability of a wide range of sexual and nonsexual items

on a self-administered questionnaire delivered to a community

sample of 334 men in Tucson, Arizona. The study also sought

to assess predictors of unreliable reporting for lifetime number

of female sexual partners—a sexual behavior that is important

for better understanding the transmission of STDs.

Method

Participants

Men were recruited between September 2003 and May 2005

to a longitudinal study of the natural history of genital human

papillomavirus (HPV). Men were enrolled if they met eligi-

bility criteria that included an age of 18–44 years, a residence

in southern Arizona, no prior penile or anal cancers or genital

warts, a willingness to comply with a total of four visits over

18 months, and no plans to relocate within the next two years.

Recruitment was conducted at a variety of community

locales through flyers targeting a large university campus,

advertisements in local newspapers and on radio, direct mail

advertisements, and face-to-face recruitment at a public STD

clinic. Participants were offered a total of $110 for completing

all visits of the longitudinal study. Men consented to partici-

pation in the study using forms and protocols approved by

the Institutional Review Board of the University of Arizona.

Additional details of recruitment and study design have been

described elsewhere (Giuliano et al., 2008). Men were in-

cluded in the reliability study if they attended both the run-in

visit (an initial visit to establish the participant’s suitability for

and interest in the study) and the baseline visit approximately

two weeks later.

Participants attending both visits had a mean age of 30.2

years (median 28.7) at baseline. A majority identified as white

(75.9%) while 19.5% reported a Hispanic ethnicity. Table 1

includes additional characteristics of the study population.

Procedure

Men expressing interest in participating in the study received

an appointment to come to the clinic for an initial visit. At this

run-in visit, those who consented to the study experienced all

participant activities to help them determine whether they

wanted to remain in the longitudinal study which would re-

quire their participation for an additional 18 months. Partici-

pants completed a paper and pencil 86-item self-administered

questionnaire, and a study clinician collected exfoliated skin

cells at external genital sites for HPV testing. Men were then

scheduled for the baseline visit approximately two weeks later
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(M = 21.5 days, SD = 23.8, median = 16 days, range 9–292

days), at which time they completed the same self-admin-

istered questionnaire again. Men received their first HPV test

results at their follow-up visit, approximately six months

later. No participants were excluded from the reliability study

based on their test–retest intervals.

Of 379 men who completed a run-in questionnaire, 334

returned to complete a baseline questionnaire and were in-

cluded in the reliability study. A comparison of study par-

ticipants and those who did not return for the baseline visit

found no statistically significant differences with regard to

any variable.

Measures

The questionnaire contained 86 items with 16 demographic

questions, seven alcohol use questions, eight tobacco use

questions, and 55 sexual history/sexual behavior questions.

The questionnaire had previously been used to assess sexual

behavior in women (Giuliano et al., 2002) and had been

adapted for and pre-tested with men.

The sexual history and sexual behavior items assessed

history of STDs; circumcision; incidence and frequency of

penetrative sexual behaviors (vaginal, anal, and oral sex)

with women and men; age at first intercourse; number of

female and male sexual partners; frequency of condom use

with vaginal and anal sex; incidence and frequency of sex

with ‘‘steady’’ and other partners; time since last vaginal sex

and anal sex; and history of paying for sex. Participants were

asked to recall their frequency of substance use and sexual

behaviors for varying periods of time, including the last

month, the last three months, and lifetime.

A subset of items from the questionnaire was selected for

assessment of reliability with preference given to items

where reliability coefficients would not be biased by the test–

retest interval. For example, while the questionnaire required

recall of behaviors over several time periods, items with a

one-month recall period were not assessed because the time

interval between test and retest (M = 21.5 days) would have

led the participant to recall sexual behavior for largely dif-

ferent time periods. A total of 39 variables were assessed,

including 28 categorical, three ordinal, and eight discrete

variables. Demographic, tobacco use, sexual history, and

sexual behavior variables were included in the assessment. A

discrete variable for number of days between the test and

retest was created to estimate how a lengthening interval

might affect reliability. In addition, a variable for number of

years since first sexual intercourse was created.

Data Analysis

Refusal rates for each questionnaire item were calculated. A

refusal was recorded if a participant chose the refusal option

Table 1 Characteristics of study participants at baseline (n = 334)

Variable N %

Age (in years)

M = 30.2; range, 18–44 331 –

Refusea 3 0.9

Raceb

White 224 75.9

Black 12 4.1

American Indian/Alaskan Native 8 2.7

Asian 6 2.0

Other 36 12.2

Don’t know 1 0.3

Refuse 8 2.7

Ethnicity

Hispanic 65 19.5

Non-Hispanic 263 78.7

Refuse 6 1.7

Marital status

Single, never married 208 62.3

Married 46 13.8

Cohabitating 33 9.9

Divorced/widowed 39 11.7

Refuse 8 2.4

Education (in years)

Less than 12 20 6.0

12–15 174 52.1

More than 15 136 40.7

Refuse 4 1.2

Household income, monthly

Less than $1500 124 37.1

$1500–$3999 121 36.2

More than $3999 35 10.5

Don’t know 26 7.8

Refuse 28 8.4

Age at first sexual intercourse (years)b

Less than 15 45 14.0

16–17 136 42.2

18–19 86 26.7

20–29 45 14.0

Refuse 10 3.1

Lifetime number of female sexual partnersb

M = 15.0 ± 19.6 (1–99) 291 –

Refuse 22 7.0

Ever had sex with a man

Yes 70 21.7

No 249 77.1

Refuse 4 1.2

a A refusal was defined as leaving the question blank or choosing the

refuse option for questions that were not otherwise precluded by a skip

pattern
b Numbers do not add to 334 due to skip patterns
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on any particular item or if the participant declined to answer

an item that was not precluded by a skip pattern. If a partic-

ipant responded to a question that should have been skipped

because of skip instructions, the response was not used in

calculating refusal rates or reliability coefficients.

For categorical variables, the kappa statistic (j) was cal-

culated. Unlike percent agreement, j identifies the level of

agreement after correcting for chance agreement (Cohen,

1960). Benchmarks for interpretingj values followed Landis

and Koch (1977). Since the j statistic can be unstable in sit-

uations where there are a small number of cases (Maclure &

Willett, 1987), reliability was not assessed for binary vari-

ables with a case total of less than five (Schroder et al., 2003).

For ordinal variables, a weighted j statistic was cal-

culated (Cicchetti & Allison, 1971) in order to distinguish

among levels of disagreement. For instance, in responding

to a question about the frequency of condom use with five

possible responses, if a subject chose the adjacent catego-

ries of ‘‘more than half the time’’ and ‘‘half the time’’ on

run-in and baseline, respectively, simple j will identify zero

agreement between the two responses; however, weighted j
will give credit for the partial agreement.

Discrete variables were assessed using the intraclass cor-

relation coefficient (ICC) (McGraw & Wong, 1996). All ICCs

created from skewed variables were transformed using Fish-

er’s z transformation before calculating confidence intervals

(Rosner, 2000). Confidence intervals were then transformed

back to the original scale. Outliers were assessed using scatter

plots and none were considered highly influential.

Logistic regression was performed to identify predictors of

unreliable reporting for lifetime number of female sexual

partners. This variable was chosen because studies have

identified lifetime number of sexual partners as particularly

susceptible to measurement error (Schlecht et al., 2001; Van

Duynhoven et al., 1999) and because it has been strongly

associated with an increased risk for HPV and other STDs

(Nielson et al., 2007; Nyitray et al., 2008). Also, compared

with other candidate variables in the questionnaire, lifetime

number of female sexual partners had more discordant re-

sponses which led to more stable regression coefficients. A

dichotomous variable was created to delineate unreliable vs.

reliable reporting of number of partners. Unreliable reporting

was defined as a difference between test and retest of five or

more partners. The cut point identifying unreliable reporting

was intended to highlight discrepancies that could more seri-

ously bias estimates of effect. For example, because persons

who have fewer than approximately five lifetime female

sexual partners may be at lower risk for genital HPV infection

(Nielson et al., 2007; Vaccarella et al., 2006), a discrepancy of

five or more partners on test and retest could bias estimates of

the effect of lifetime number of sexual partners on HPV

infection. Conversely, the cut point of five partners difference

between test and retest allowed for true variation in number of

lifetime female partners that may have occurred between

test and the retest conducted an average of 21.5 days later.

Bivariate associations were computed between this dependent

variable and ten potential predictors of unreliable reporting

(age, race, ethnicity, marital status, education, income, coun-

try of birth, number of years since first intercourse, lifetime

number of female sexual partners, and length of test–retest

interval). A likelihood ratio test with a p value of less than .20

identified candidate variables for multivariate regression.

Independent predictors of unreliable reporting collected at the

baseline visit were identified using a backwards selection

process. Potential confounders were identified by their asso-

ciation with both the dependent and independent variable and

by their ability to substantially modify the independent vari-

able odds ratio. Finally, goodness-of-fit for the final model

was assessed using the Hosmer–Lemeshow test.

Results

Item refusal rates were generally below 5% with the excep-

tion of income, country of residence, length of residence in

the U.S., and three sexual behavior questions. The sexual

behavior questions asked about the lifetime number of female

sexual partners (refusal rate 3.7% on test and 7.0% on retest),

the frequency of sexual intercourse with women in the past

three months (refusal rate 6.5% on test and 7.8% on retest),

and the lifetime number of male anal sex partners (refusal rate

5.5% on test and 14.7% on retest).

Test–retest reliability for 37 items in the sexual behavior

questionnaire is shown in Table 2. Reliability was substan-

tial or almost perfect for demographic variables. Of these,

household income per month was the least reliable (weighted

j = .74). Most of the misclassification on income involved

participants switching between adjacent income categories.

j was .90 or greater for all tobacco-use items.

Most sexual behavior items also had almost perfect reli-

ability. Less reliable (but still substantially reliable) were

questions asking the participant to report the health condi-

tions of their sexual partners. For example, j was .67 for an

item asking the participant if he had ever had a sex partner

with an STD. Two additional variables (ever diagnosed with

genital warts and ever diagnosed with syphilis) are not in-

cluded in Table 2 because too few positive responses for each

item precluded calculation of a stable j statistic.

In bivariate analyses (Table 3), variables associated with

unreliable reporting of lifetime number of female sexual

partners were older age (OR, 1.13; 95% CI, 1.07–1.20), race

(OR, 4.34; 95% CI, 1.03–18.23 for black race compared with

white race), an increasing number of years since first inter-

course (OR, 1.12; 95% CI, 1.07–1.18), and an increasing

lifetime number of female sex partners (OR, 1.03; 95% CI,

1.02–1.05).
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In multivariate analyses (Table 4), older age (OR, 1.12;

95% CI, 1.06–1.20) and lifetime number of female sexual

partners (OR, 1.02; 95% CI, 1.01–1.04) were independent

predictors of unreliable reporting. Also, more than 15 years

of education, compared with 12–15 years of education, was

inversely associated with unreliable reporting (OR, .33; 95%

CI, .13–.88). Age and lifetime number of female sexual

partners were moderately correlated (Spearman r = .39;

Table 2 Kappa and intraclass

correlation coefficients by

questionnaire item

a N excludes refusals and

missing observations
b j: kappa
c ICC: intraclass correlation

coefficient
d CI: Confidence interval. For

ICC interval estimation, ICCs

were z transformed and then

converted back to the original

scale
e Weighted j after Cicchetti and

Allison (1971)

Variable Na jb or ICCc 95% CId

Demographics

Race 239 .83 .75–.91

Ethnicity 322 .98 .95– 1.00

Country of birth 330 .97 .92– 1.00

Years lived in the U.S. if not born in the U.S. 20 .99 .97– 1.00

Country of residence for most of life 302 1.00 –

Birth date 330 .95 .93–.96

Marital status 320 .93 .89–.97

Years of educatione 329 .92 .89–.96

Household income per monthe 301 .74 .68–.81

Tobacco use

Ever used tobacco 322 .90 .85–.95

Smoked at least 100 cigarettes 204 .99 .97– 1.00

Age started smoking cigarettes 130 .91 .87–.93

Years of smoking cigarettes 126 .93 .91–.95

Sexual health history

Ever diagnosed with a sexually

transmitted disease

330 .86 .80–.92

Ever diagnosed with genital herpes 324 .88 .74–1.00

Ever diagnosed with Chlamydia 324 .88 .80–.97

Ever diagnosed with gonorrhea 323 .81 .63–.99

Ever diagnosed with non-gonococcal urethritis 324 .82 .74–.91

Ever diagnosed with hepatitis B 322 .80 .60–.99

Ever diagnosed with hepatitis C 321 .80 .57–1.00

Ever diagnosed with HIV 324 .92 .77–1.00

Ever had sex partner with a sexually

transmitted disease

331 .67 .61–.74

Ever had sex partner with genital warts 332 .71 .63–.78

Ever had sex partner with an abnormal

Pap smear

330 .71 .65–.77

Circumcision 330 .93 .88–.99

Sexual behavior (lifetime)

Ever had vaginal sex 331 .98 .93–1.00

Ever had anal sex 327 .95 .92–.98

Ever had oral sex 329 .76 .59–.93

Age at first sexual intercourse 311 .91 .89–.93

Lifetime number of female sexual partners 289 .89 .86–.91

Use of a condom at first sex with steady partner 188 .76 .67–.85

Ever paid a woman for sex 311 .96 .92–1.00

Ever had sex with a man 317 .94 .90–.99

Lifetime number of male anal sex partners 49 1.00 –

Ever paid a man for sex 63 .78 .49–1.00

Sexual behavior (past three months)

Frequency of condom use for vaginal sexe 238 .83 .78–.89

Frequency of intercourse with women 219 .85 .80–.88
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p \ .0001) (data not shown). Holding lifetime number of

female partners constant at the sample mean of 15.0, there

was a 2% probability that a 25-year-old with more than

15 years of education would be unreliable on test and retest

for lifetime number of female partners. In contrast, there was

a 10% probability that a 40-year-old with more than 15 years

of education would provide unreliable answers on this item.

There would be a 25% probability that a 40-year-old man

with a high school education would provide unreliable an-

swers on his lifetime number of female sexual partners.

The final model fit the data well (Hosmer–Lemeshow

p = .43) and no confounders of the association between the

independent and dependent variables were identified. Fur-

thermore, the test–retest interval was not statistically asso-

ciated with the reliability of reporting lifetime number of

female sexual partners (p = .31, data not shown).

Discussion

The 334 men in this study, recruited from the general com-

munity, provided consistent answers to most demographic,

tobacco use, and sexual behavior questions on both test and

retest. The sexual behavior items were generally as reliable as

the demographic items. Reliability dropped somewhat for

items that asked about household income and the health of the

men’s sexual partners (e.g., partners’ histories of STDs or

abnormal Pap smears). The study’s overall findings were

consistent with other test–retest reliability studies with pop-

ulations of women and adolescents that also found generally

high reliability for sexual behavior questionnaires (Brener

et al., 2002; Durant & Carey, 2000; Sieving et al., 2005).

While men in this study were explicitly given permission

to refuse to answer items on the questionnaire, with a few

exceptions, most men completed all the questions. This is

consistent with observations from other studies (Peterson &

Catania, 1997). Items with higher non-response in the cur-

rent study included questions related to immigration. For

example, persons not born in the U.S. were asked how long

they had lived in the U.S. A total of 8.3% (2/24) on test and

12.5% (3/24) on retest refused to answer the question. The

refusal rates on immigration-related questions may be due,

in part, to participants who perceive a more threatening

climate for immigrants in the U.S. An item asking about

income was refused by 5.4 and 8.4% of participants on the

test and retest, respectively. The perceived threat associated

with divulging income information has been documented

previously (Peterson & Catania, 1997).

Regarding higher refusal rates for sexual behavior items,

6.5 and 7.8% of participants on test and retest refused to

report the frequency with which they had sexual intercourse

with women in the past three months. Also, on test and retest,

5.5% (4/73) and 14.7% (10/68) of men acknowledging sex

Table 3 Factors predicting unreliable reporting between run-in and

baseline visits for self-reported lifetime number of female sexual part-

ners: bivariate analyses

Variablea Nb ORc 95% CId

Age 286 1.13 1.07–1.20

Race

White 199 Reference

Black 10 4.34 1.03–18.23

Other 39 1.49 .52–4.28

Ethnicity

Non-Hispanic 230 Reference

Hispanic 55 1.23 .47–3.20

Marital status

Single, never married 174 Reference

Married 45 1.44 .49–4.23

Cohabitating 29 1.33 .36–4.94

Divorced/widowed 36 2.30 .82–6.46

Education (years)

Less than 12 13 2.19 .55–8.69

12–15 149 Reference

More than 15 126 .43 .17–1.06

Household income, monthly

Less than $1500 105 Reference

$1500–3999 110 1.07 .42–2.74

More than $3999 31 1.14 .29–4.51

Country of birth

U.S. 269 Reference

Other 19 .50 .06–3.88

Years since first sexual intercourse 285 1.12 1.07–1.18

Lifetime number of female sexual

partners

289 1.03 1.02–1.05

a At baseline
b Numbers do not add to 334 due to refusals and missing observations
c OR: odds ratio
d CI: confidence interval

Table 4 Factors predicting unreliable reporting between run-in and

baseline visits for self-reported lifetime number of female sexual part-

ners: multivariate analyses

Variablea Adjusted ORb 95% CIc

Age 1.12 1.06–1.20

Education (years)

Less than 12 .90 .18–4.57

12–15 Reference

More than 15 .33 .13–.88

Lifetime number of female sexual partners 1.02 1.01–1.04

a At baseline
b Odds ratios adjusted for other variables in the model
c CI: confidence interval
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with other men did not report the lifetime number of male

anal sex partners. Since this item came near the end of the

86-item questionnaire, it is possible that participant fatigue

led to the higher refusal rates. Refusal rates should be con-

sidered only a subset of the total amount of refused ques-

tionnaire items. Some men may have felt more comfortable

with answering a question falsely and less comfortable with

skipping a question or checking the refuse option (Catania

et al., 1990).

Increasing age and a greater lifetime number of female

sexual partners were independent predictors of unreliable

reporting while more than 15 years of education was

associated with reliable reporting for lifetime number of

female partners. Increasing measurement error on ques-

tionnaires in association with fewer years of education and

increasing age has been seen in prior research (Schlecht

et al., 2001; Van Duynhoven et al., 1999). It is also possible

that the effect of increasing age is simply requiring the older

person to remember more years of sexual activity, which

likely limits reliability due to memory failure (Fenton,

Johnson, McManus, & Erens, 2001; Kauth, St. Lawrence, &

Kelly, 1991; Lagarde, Enel, & Pison, 1995; Tourangeau,

2000). The present study’s finding among mostly hetero-

sexual men that a higher lifetime number of female sexual

partners was associated with more unreliable reporting of

those partners echoes prior research among women and gay

men where higher frequency behaviors were also associated

with increased measurement error (Downey et al., 1995;

Durant & Carey, 2002; Morrison-Beedy et al., 2006). Our

definition of unreliable reporting, a difference between test

and retest of five or more partners, may be appropriate given

the participants’ mean of 15.0 lifetime female sexual part-

ners. A lower cut point (e.g., a difference of only two or

more partners) would have labeled more participants as

inconsistent even though the actual difference between test

and retest would be small. Also, for men who added to their

lifetime number of sexual partners between test and retest, a

lower cutpoint would label more of these men as unreliable

even though they may have reported their number of part-

ners accurately. Conversely, allowing for a greater amount

of inconsistency in number of partners reported may have

been too low a standard for reliability.

We chose to assess the predictors of unreliable reporting

for lifetime number of female sexual partners because

number of sexual partners is a risk factor that is strongly

associated with HPV infection in men and therefore plays a

crucial role in determining risk for anogenital HPV in men.

Initially, we also planned to assess predictors of unreliable

reporting for a history of sex with men and for age at first

sexual intercourse—two variables that are also important in

determining risk for anogenital HPV; however, only life-

time number of female sexual partners generated a large

enough number of discordant answers between test and

retest to allow creation of a binary variable with adequate

cell sizes for men who reported their number of partners

reliably and men who did not.

The two variables of age and lifetime number of sexual

partners were moderately correlated as one would expect

given that the lifetime number of sexual partners cannot de-

crease as age increases. Given this correlation, one practical

use may be to support memory recall of lifetime number

of sexual partners in men over a certain age, for example,

using Timeline Follow-back methods (Carey, Carey, Maisto,

Gordon, & Weinhardt, 2001; Weinhardt et al., 1998).

Due to the time interval between test and retest (mean

21.5 days, median 16 days), participants were asked to recall

their sexual behavior for slightly different time periods. For

example, the reliability of the item, ‘‘In the past 3 months,

how many times did you have sexual intercourse with a

woman?’’ may be expected to decline if the frequency of the

men’s sexual behavior changed during the test–retest interval

in comparison to the three months prior to the test. To mini-

mize potential bias caused by the test–retest interval, items

measuring recall for time periods of one month were not

assessed. Also, a test–retest interval variable was created and

no statistically significant association was found between

interval length and the reliability of reporting lifetime num-

ber of female sexual partners. Other researchers have also

found the number of partners reported on test and retest

was unaffected by the recall interval (McElrath, Chitwood,

Griffin, & Comerford, 1994).

The interval between test and retest also could have

promoted bias if the period was short enough to allow the

recall of prior answers (Nunnally, 1978); however, such

explanations have been disputed as a significant source of

bias (McKelvie, 1992). In addition, this study’s test–retest

interval was a common span of time in test–retest studies

that may balance the competing goals of limiting recall of

prior answers while providing a largely overlapping refer-

ence period for both test and retest questions (Weinhardt

et al., 1998; Wiederman, 2002). Even so, it seems plausible,

for example, that a man intent on concealing a history of sex

with men may have invoked a strategy to remember his

answers to such questions, a situation that will bias the

reliability coefficient upwards. It also reminds us that highly

reliable data cannot be assumed to be valid. Alternatively, a

participant may have decided to conceal a behavior on the

test but then decided to answer truthfully on retest, which

would have attenuated the reliability coefficient.

The reliability coefficients we calculated may be inflated

because, compared with non-volunteers, men who volun-

teered may be less likely to be evasive about reporting their

sexual behaviors; thus, the study may not be generalizable

to a general population of non-volunteers. Also, the Landis

and Koch (1977) categories that label levels of reliability

as ‘‘almost perfect,’’ ‘‘substantial,’’ etc. are subjective;
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however, they are useful for discussions that compare reli-

ability coefficients.

This study could have been improved upon by the use of a

retest that explicitly referenced the same time period as the

original test. Such a measure may have reduced bias intro-

duced by the temporal offset of the test–retest interval.

However, such a measure would have required construction of

a different baseline questionnaire which then would have been

inappropriate for the longitudinal nature of the larger study.

As computer technology becomes more commonplace, it

seems likely that computer-assisted self-interview technol-

ogy will increasingly become the survey method of choice for

collecting accurate human sexual behavior data; however, it

is not clear that CASI survey methods increase the reliability

of sexual behavior survey methods in all situations (Jaya,

Hindin, & Ahmed, 2008; Jennings, Lucenko, Malow, &

Devieux, 2002; Jobe, Pratt, Tourangeau, Baldwin, & Rasin-

ski, 1997; Johnson et al., 2001; Le et al., 2006; Metzger et al.,

2000; Morrison-Beedy et al., 2006; Simoes, Bastos, Moreira,

Lynch, & Metzger, 2006b; Turner et al., 1998; Van den

Brakel, Vis-Visschers, & Schmeets, 2006). While there are

studies comparing CASI (or audio-CASI) with other survey

methods like self-administered questionnaires or face-to-

face interviews, we are aware of few studies reporting the

test–retest reliability of this method for a sexual behavior

questionnaire (Krawczyk et al., 2003; Romer et al., 1997;

Williams et al., 2000; Wolford et al., 2008). Since none of

these studies have assessed reliability in a general community

sample of adults, future research should assess the level of

test–retest reliability obtainable by CASI for sexual behavior

data collected from general populations.
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Abstract TheAIDSepidemicintheUnitedStatescontinuesto

disproportionately affect minorities of color, especially African

Americans. The purpose of this study was to explore the sexual

behaviors of a sample of African American HIV positive crack

smokers aware of their serostatus. Participants (100 men, 37

women) were included in this study based on the following cri-

teria: a minimum age of 18 years, HIV positive serostatus, treat-

ment with HIV antiretroviral medications for a minimum of 3

months prior to interview, crack cocaine use at least once in the

7 days prior to being interviewed, willingness to provide a urine

sample to confirm recent drug use, and vaginal or anal sex at least

once in the past 7 days. The questionnaire was a compilation of

other reliable surveys and was designed to collect sociodemo-

graphic data, drug use, sexual behavior, condom use intentions

and motivators, STD and HIV infection history, HIV medica-

tions, and adherence requirements. Participants reported having

1,266 different partners in the 30 days prior to the interview and

had traded sex for money or drugs with 68%. A total of 79 par-

ticipants had multiple partners and accounted for 1,247 partner-

ships. Rates of consistent condom use across partnerships were

low, indicating that more interventions in this at-risk population

are needed.

Keywords African-American � Crack cocaine � HIV? �
Sexual activity

Introduction

The AIDS epidemic in the United States continues to dispropor-

tionately affect minorities of color, especially African Americans.

African Americans now comprise a majority of individuals diag-

nosed with AIDS in the United States and a majority of deaths due

to the disease. Infection with HIV among African Americans is

rising at a much faster rate than for other racial/ethnic groups in the

country(CDC,2009).OncediagnosedwithAIDS,AfricanAmeri-

cans succumb sooner than Whites (CDC, 2009). A meta-analysis

by Smith et al. (2000) found that AIDS is now the leading cause

ofdeathamongAfricanAmericansaged25–44.Theco-epidemics

of crack cocaine and other sexually transmitted diseases among

African Americans residing in urban areas may partially explain

their higher levels of HIV infection (Timpson, Williams, Ross, &

Keel, 2005; Williams et al., 2000). Factors related to cocaine use

itself may increase the risk for HIV among crack smokers.

In an analysis of the HIV infection rate in New York City, Des

Jarlaisetal. (1999,2000)reportedthat theepidemicwasdeclining

among injection drug users. However, these investigators also

speculated that city-wide the epidemic may not be in decline

because of increasing rates of infection among crack cocaine smok-

ers. Ross, Risser, Peters, and Johnson (2006) noted the strong

association between crack use and syphilis in African Americans

in the early 2000s, suggesting that, in this population, sexually

transmissible infections are closely associated with crack smok-

ing. The behavioral effects that result from crack smoking also

increase the chances for HIV infection (Timpson, Williams,

Bowen, & Keel, 2003). Smoking crack induces a strong sense of

euphoria and other feelings of mood elevation that may lead to an

increased willingness to engage in sexual behaviors that are

highly risky (McCoy & Inciardi, 1995). For some new users, the

disinhibiting effect of crack results in more extreme sexual

orgasms and hypersexuality, creating a self- reinforcing behav-

ioral pattern. The effects of crack smoking also can induce cycles
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of binging and crashing that increase risk of sexual risk. Users

smoke crack in binging cycles, smoking as much as resources

allow for up to 3 or 4 days, then crashing for similar lengths of

time (Ross, Timpson, Williams, & Bowen, 2003; Williams et al.,

2001). Binge cycles may include frequent and prolonged sex-

ual activity with unknown partners (McCoy & Inciardi, 1995).

Sexual riskofHIVinfectionmaybeparticularlypronounced ifan

individual’s psychological functioning is impaired (Riehman,

Wechsberg, Zule, Lam, & Levine, 2008; Risser, Timpson,

McCurdy, Ross, & Williams, 2006; Williams & Latkin, 2004).

Research studies show that the sexual behaviors of crack smok-

ers may be amenable to brief interventions that focus on reducing

the number of sexual partners and, to a lesser extent, condom use.

Kotranski et al. (1998) found that 684 not-in-treatment drug users

decreased the number of partners with whom they had sex after

participating in a brief risk reduction intervention, and that 37%

initiated or increased condom use during vaginal sex. Cottler et al.

(1998) found similar results. Of 715 crack smokers participating in

brief intervention, 75% reduced the number of sexual partners and

5% eliminated their sexual risk, defined as having no sex or con-

sistently using condoms during vaginal sex. Kwiatkowski, Stober,

Booth, and Zhang (1999) reported similar results in a sample of

3,357 heterosexual, sexually active drug users participating in a

multi-site risk reduction study. In this sample, there was a 7%

increase in condom use 6months afterparticipating in a brief inter-

vention. However, 71% of the sample reported no change or less

condom use after 6months. Factors predicting increased condom

use included HIV positive status, being single with multiple sex

partners, or engaging in money for drugs or sex. Even so, Kwiat-

kowski et al. reported that only half of HIV positive drug users

increased their condom use. In a study of 1,362 participants, who

were both injectors and crack cocaine smokers, interventions were

compared using a nine session enhanced cognitive-behavioral

intervention and a two session standard counseling and testing

intervention developed by the National Institute on Drug Abuse

(Hershberger, Wood, & Fisher, 2003). The enhanced intervention

was rarely found to be different from NIDA’s standard counseling

and testing intervention in ‘‘reducing both drug and sex-related

risks’’ (Hershberger et al., 2003). Both interventions resulted in

significant reduction of most HIV risk behaviors. In another study

(Sterk, Theall, & Elifson, 2003), 265 African American women

who only used crack cocaine participated in an intervention that

used a randomized block design that assigned them to one of two

enhanced interventions or to the two-session NIDA standard inter-

vention. The two enhanced designs included a four-session moti-

vation intervention and a four-session negotiation intervention.

Participants were interviewed at baseline, post-intervention, and

6-month follow-up. Women in all three intervention groups

improved in sexual and drug using behaviors. The entire sample

reported reductions in crack use, trading sex, and having sex while

high. In a more recent study of a sample of 514 crack users, Ross,

Timpson, Williams, and Bowen (2007) found that 29% had par-

ticipated in a previous HIV prevention intervention in the past

12months. Those who had reported using condoms scored sig-

nificantly higher on all measures of condom use, had positive con-

domuseexpectations, andhadhighercondomrelatedself-efficacy

beliefs.

The great majority of studies investigating behaviors of drug

users at risk for HIV infection have examined seroprevalence

rates and risk behaviors as these are related to primary infection.

However, it is assumed that once individuals are aware of being

HIV positive, they will be more likely to use condoms during

sexual activity (Friedman et al., 1999; Ross et al., 2007). In a rela-

tivelyearlystudyofserodiscordantcoupleswhereoneof thepart-

ners was HIV seropositive and a drug injector and the other not a

drug injector, Friedman et al. (1994) reported a high level of con-

sistent condom use. Although the study did not squarely address

the issue of secondary prevention, it is significant because it can

be assumed that the seropositive partner was aware that he or she

was HIV positive and was behaving in light of this knowledge.

While primary prevention is a major concern, secondary pre-

vention is also important in preventing the HIV epidemic. How-

ever, little is known about HIV positive drug users who are aware

that theyareseropositive. Inapreliminaryinvestigationof therisk

behaviors of 137 African American crack smokers who were

aware of their seropositive HIV status, we found that the majority

of the sample smoked crack daily, had sex frequently, and used

condom inconsistently with all partner types (Timpson et al.,

2003). We also found that knowledge of HIV serostatus was not

related to condom use and that, except for primary partners, most

sexualencounters forHIVpositivecracksmokerswerewithpart-

ners whose status was unknown or who were HIV negative. The

purpose of the present study was to further explore the sexual

behaviors of a sample HIV positive crack smokers aware of their

serostatus. Awareness of HIV positive serostatus was confirmed

by treatment for HIV disease.

Method

Participants

Participants were included in this study based on the follow-

ing criteria: African-American, a minimum age of 18 years, HIV

positiveserostatus, treatmentwithHIVantiretroviralmedications

for a minimum of 3 months prior to interview, crack cocaine use

at least once in the 7 days prior to being interviewed, willingness

to provide a urine sample to confirm recent drug use, and vagi-

nal or anal sex at least once in the past 7 days. Individuals were

recruited fromneighborhoods in which they lived and from agen-

cies offering services to people who are HIV positive. Telephone

screening was preceded by being informed of the intent of the

screening and verbal consent. Those who appeared to meet eli-

gibility requirements as a result of the telephone screening were

asked to come to a neighborhood data collection center, provided

informed consent, and completed a more in depth screening
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instrument. Participants were also asked to bring with them bot-

tles for all or some of the medications they were currently receiv-

ing for HIV infection. After receiving informed consent, partic-

ipantswerescreenedbyaresearchassistantandasked toshowthe

medication bottles theyhadbroughtwith them.Of the225people

who were screened for the study, 137 were eligible and were

interviewed. None who were told that they were eligible refused

to participate.

If participants met eligibility requirements, they were asked

to respond to a risk behavior questionnaire. A research assistant

administered the 2-h survey. Participants were paid $20 for their

time. Study procedures were reviewed by the committee for the

protection of human subjects at the University of Texas, and all

participants signed informed consents.

The African American sample of 137 participants was mostly

male (n = 100, 73%) and single (n = 100, 73%). The age of

participants ranged from 21 to 53 years. Fifty-one percent of the

sample was 40 years of age or older and both the mean and

median age was 40 years. Individuals were almost equally pro-

portioned in sexual orientation with 49 (36%) who self-identified

as heterosexual, 49 (36%) as bisexual, and 44 (32%) as homo-

sexual. Most (n = 125, 91%) had completed a high school edu-

cation. Slightly more than a quarter of the sample (n = 36, 26%)

considered themselves to be homeless while 17 (12%) were liv-

ing in a shelter at the time of the interview. Fifty-eight (42%)

participants had ever injected drugs, and 11 (8%) had injected at

least once in the previous 30 days.

Measures

Data for this cross-sectional study were collected between March

1999 and July 2000, in Houston, Texas using the Elicitation of

Compliance and Adherence Behaviors Questionnaire (ECAB).

TheECAB,a compilationof other reliable surveys,was designed

to collect data regarding sociodemographic characteristics, drug

use and sexual behavior, condom use intentions and behaviors,

STD and HIV infection history, and HIV medication and adher-

ence history.

Sociodemographic data items on the ECAB were adapted

from the Texas Christian University Short Assessment Form

(Simpson, Knight, & Ray, 1993). This instrument has been

shown to be reliable and valid (Simpson et al., 1994). Drug use

information, both lifetime and current drug use, was collected

on the use of marijuana, methamphetamines, crack cocaine,

cocaine, heroin, and speedball (a mix of cocaine and heroin).

Thirty-day recall of current drug use has been found to be

reliable and to have a high level of validity in other studies

using the same or similar measures (Watters et al., 1992;

Weatherby et al., 1994).

Sexual behaviors were measured for 6 months and 30 days

prior to the interview.Datawerecollectedbypartner type,gender

of the sexual partner, and type of sexual behavior. Partner types

were defined as main, casual, drug trading (in which the partici-

pant was given drugs in exchange for sex), money trading (in

which the participant was given money in exchange for sex), and

new. Sexual behaviors asked about were oral, anal, and

vaginal sex. Condom use with a main partner was assessed by

askingparticipants if theyalwaysusedcondomswith thatpartner.

The total number of partners was computed as the sum of casual,

trading, and new partners. Main partners were not included in the

total. Condom use with casual, sex for drugs, sex for money, and

new partners was assessed by asking if condoms were always

used with the most recent partner of the respective type.

Two-tailed independent-samples t-tests (with equal variances

assumed) were used to assess differences in the mean number of

partnerships reported by men and women by each partnership type

and in the total number of partners reported. Fisher’s exact test,

two-tailed, was used to assess differences in the proportion of men

and women reporting partnerships of a given type and to assess

differences in theproportionsof totalpartnershipsaccountedforby

each partnership type. All analyses were conducted with SPSS

17.02.

Results

Seventy-seven (77%) men and 21 (57%) women reported having

at least one casual, trading, or new partner (p\.05). Sixty-seven

(67%) men and 11 (30%) women had at least one casual partner

(p\.001). Forty-two (42%) men and 12 (32%) women had a

money for drugs partner. Twenty-eight (28%) men and 12 (32%)

women had a money for sex partner. Nineteen (19%) men and 5

(14%)womenreportedanewpartner.Fifty-four(54%)menhada

main partner as did 27 (73%) of women.

A total of 1,266 sex partners in the 30 days prior to the inter-

view was reported (range, 0–200). The most frequent type of

partner was those with whom the participant had traded sex for

drugs (n = 440, 35%), followed by sex for money partners (n =

416, 33%), casual partners (n = 252, 20%), and new sex partners

(n = 158, 12%). Individuals in the sample had an average of 9.2

(SD = 24.9) sex partners in the 30 days prior to the survey com-

pared to 17.4 (SD = 87.6) in the prior 6 months. Thirty-nine par-

ticipants (29%) reported no partners, 19 (14%) reported one part-

ner, and the remaining 79 (58%) reported two or more partners.

Forty-two participants (31%) reported having only one type of

partner. The 79 individuals who had multiple partners accounted

for 1,247 of the 1,266 total partners (98%) or an average of 15.8

(SD = 31.3) partners in the 30 days prior to the interview.

As shown in Table 1, men accounted for 60% of the reported

partnerships. Twenty-nine percent of the men’s partners had

traded drugs with the participant for sex, compared to 44% of

women’s partners. Similarly, 28% of the men’s partners had paid

them money for sex compared to 40% of the women’s partners.

Men had a casual relationship with 27% of their total partners

compared to 9% for the women. Sixteen percent and 7% of the

Arch Sex Behav (2010) 39:1353–1358 1355

123



partners were new for male and female participants, respectively.

For each of these percentage comparisons, p\.0001 using

Fisher’s exact test. As also shown in the table, women had a

significantly higher mean number of total drug trade partners and

a higher mean number of male drug trade partners. All other dif-

ferences in the mean number of partners were non-significant.

Withregardtocondomuse,18(22%)ofthe81participantswith

a main partner had always used a condom with that partner. Of the

78 participants with at least one casual partner, 26 (33%) used a

condom every time they had sex. Of those with a new partner, 3

(13%) of 24 had always used condoms. Eight (16%) of 51 par-

ticipants who traded sex for drugs consistently used condoms as

had 10 (26%) of the 38 of participants who traded sex for money.

Discussion

A sample of 100 male and 37 female African-American crack

smokers being treated for HIV reported having 1,266 partners in

the 30 days prior to the interview and had traded sex for drugs or

money with 67% of them. The 79 participants with multiple

partners were responsible for 1,247 (98%) of the partnerships. A

greater proportion of men than women reported any sex partner,

and a greater proportion of men than women reported casual

partners. Women had a highermeannumber of total sex fordrugs

partnersandagreatermeannumberofmaledrugsforsexpartners

than men. A greater proportion of female participants’ partners

were trading partners compared to males. Males had a higher

proportion of casual and new partners than did females. Men had

approximately the same proportion of casual partners as trading

partners and a lower proportion of new partners. Women had

approximately equal proportions of sex for drugs and sex for

money partners and approximately equal, and lower, proportions

of casual and new partners. The 79 individuals with multiple

partnersrepresentacoregroupwhohavethepotentialof infecting

large numbers of other individuals in their social and sexual

networks.Each timeapersonwithHIVhasanunprotectedsexual

encounter they place that individual at greater risk for contracting

HIV or contracting a new strain of HIV.

The continued need for research and the development of

effective interventions to increasecondomusein thispopulation

is evident. Sexual risk reduction for individuals who are HIV?

include abstinence or lifetime condom use or they risk re-

infection with a more virulent strain of HIV and/or transmitting

the virus to their sex partners. Previous studies have indicated

that less than half of HIV positive drug users consistently use

condoms (Avants, Warburton, Hawkins, & Margolin, 2000;

Friedman et al., 1999; Higgenbotham et al., 2000; Kwiatkowski

& Booth, 1998; Nilsson Schonnesson et al., 2008; Timpson

et al., 2003). The results of this study of African American crack

users support these findings, with few of the participants report-

ing consistent condom use. These HIV? crack smokers contin-

ued to use drugs, even while on antiretroviral medication, thus

increasing their likelihood of unsafe sex. As greater numbers of

heterosexual minority drug users are diagnosed with HIV disease,

secondary prevention of HIV infection will become increas-

ingly important.

Table 1 Total, mean, and range of respondent’s sex partners by type in the last 30 days

Male respondent’s partners Female respondent’s partners

Total (%) M SD Range Total (%) M SD Range

Total sex partners 755 7.55 18.17 0–169 511 13.81 37.44 0–200

Men 539 5.39 17.93 0–169 468 12.65 35.64 0–200

Women 216 2.16 4.36 0–22 43 1.16 4.69 0–28

Total drug trade partners 218 (29)* 2.18** 3.83 0–20 222 (44) 6.00 17.50 0–100

Men 123 1.23** 3.01 0–20 207 5.59 17.08 0–100

Women 95 .95 2.58 0–20 15 .41 1.57 0–9

Total money trade partners 211 (28)* 2.11 8.30 0–75 205 (40) 5.54 17.41 0–100

Men 191 1.91 8.24 0–75 192 5.19 17.03 0–100

Women 20 .20 .85 0–7 13 .35 1.51 0–9

Total casual sex partners 205 (27)* 2.05 2.89 0–20 47 (9) 1.27 5.09 0–31

Men 119 1.19 1.75 0–10 35 .95 3.63 0–22

Women 86 .86 2.45 0–20 12 .32 1.51 0–9

Total new sex partners 121 (16)* 1.21 7.18 0–71 37 (7) 1.00 4.94 0–30

Men 106 1.06 7.17 0–71 34 .92 4.61 0–28

Women 15 .15 .69 0–5 3 .08 .36 0–2

Note. Male participants (n = 100); female participants (n = 137)

* p\.0001 for percentage comparisons between males and females, Fisher’s exact test

** p\.05 for mean comparisons between males and females, independent-samples t-test (two-tailed, equal variances assumed)
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Limitations

The cross-sectional design, small sample size, and use of a

convenience sample limits the generalizability and direction of

the relationship between condom use and its predictors. How-

ever, itdoesgiveusan indicationof factors thatmayberelated to

inconsistent condom use in this difficult to reach population.

One of the more alarming findings of this study concerns the

large number of individuals who know they are HIV? yet con-

tinue to have unprotected sex. This suggests a strong need to

continue research and the development of effective and long

lasting sexual risk reduction interventions with sexually active

HIV? crack cocaine smokers. The shifting demographics of the

HIV pandemic to low-income heterosexual minority popula-

tions make it imperative to reduce the risk of HIV transmission

to sexual partners and to reduce the risk of re-infection in HIV?

persons.
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Abstract Childhood sexual trauma has been demonstrated

to increase survivors’ risk for engaging in unrestricted sexual

behaviors and experiencing adolescent sexual assault. The cur-

rent study used the sexual self-schema construct to examine

cognitive representations of sexuality that might drive these

behavioral patterns. In Study 1 (N = 774), we attempted to

improve the content validity of the Sexual Self Schema Scale for

child sexual abuse (CSA) survivors, introducing a fourth sexual

self-schema factor titled the ‘‘immoral/irresponsible’’ factor. In

Study2(N =1150), thepotentialdifferences insexualself-views,

as assessed by the four sexual self-schema factors, between CSA

survivors and non-victims were explored. In addition, Study 2

evaluated how these sexual self-schema differences may con-

tribute to participation in unrestricted sexual behaviors and risk

for sexual assault in adolescence. Results indicated that a history

of CSA impacted the way women viewed themselves as a sexual

person on each of the four factors. CSA survivors were found to

view themselves as more open and possessing more immoral/

irresponsible cognitions about sexuality as compared to women

who did not have a CSA history. In addition, the CSA survivors

endorsed less embarrassment and passionate/romantic views of

theirsexualselves.TheinteractionofCSAseverityandthesexual

self-schemas explained variance in adolescent sexual assault

experiences above and beyond the severity of CSA history and

participation in risky sexual behaviors. The findings suggest that

sexual self-viewsmayserve tomoderate therelationshipbetween

CSAandadolescent sexualassault. Implicationsof thesefindings

and directions for future research are discussed.

Keywords Child sexual abuse � Sexual self-schema �
Sexual risk � Adolescent sexual assault

Introduction

A growing body of research demonstrates that child sexual

abuse (CSA) interferes with the development of sexuality (Cole

& Putnam, 1992; Noll, Trickett, & Putnam, 2003; Polusny &

Follette,1995).ACSAhistory isarisk factor fordifficultieswith

sexual functioning and engaging in unrestricted sexual behav-

ior (Schloredt & Heiman, 2003). One way researchers have

attempted to explain the sexual behavior differences observed

between CSA survivors and nonvictims is by developing a

better understanding of cognitive representations of sexuality.

While many sexuality researchers have studied sexuality using

attitudinal, behavioral, or physiological methodologies, cogni-

tive representations of sexuality have only been explored in

a limited fashion (Andersen & Cyranowski, 1994). Although

there are multiple ways to understand cognitive sexuality, we

have chosen to use the sexual self-schema framework because

of the apparent usefulness of schema theory for understanding

the impact of CSA.

Sexual self-schemas have been defined as generalized cog-

nitive views about oneself as a sexual person (Andersen &

Cyranowski, 1994). One’s sexual self-schema is posited to be a

representation of one’s past experiences with sexuality and rela-

tionships, contributed to by the thoughts, emotions, and behav-

iors of the past events. As the cumulative record of one’s sexual

history, one’s sexual self-schema is the underlying mechanism
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that drives one’s current and future decisions, judgments, and

behaviors in the sexual domain (Andersen & Cyranowski, 1994).

Due to the largely interpersonal nature of sexuality, these sexual

selfviewswouldbeexpected to impactone’ssexualbehaviorsas

well as interpersonal processes. In their original research on the

sexual self-schema construct in women, Andersen and Cyra-

nowski (1994) identified three sexual self-schema factors: open/

direct, romantic/passionate, and embarrassed/conservative.

The theoretical basis of sexual self-schemas posits that these

schemas are based upon the individual’s sexual history. Conse-

quently, it would seem that traumatic childhood experiences

involving sexuality would significantly impact sexual self-

schemas, and the imprint of these experiences on CSA survi-

vors’ cognitive representations of sexuality might explain sex-

ual behavior differences observed between CSA survivors and

nonvictims. However, past studies examining these ideas have

yielded variable results. Despite their predictions that CSA expe-

riences would predict more negative sexual self-schemas,

Andersen and Cyranowski (1994) failed to find a significant

relationship between CSA history and sexual self-schemas in

adulthood when CSA was defined in a more restricted manner,

encompassing only exposure and sexual touching. More intru-

sive activities, such as childhood rape, were excluded from the

CSA definition. When more intrusive CSA experiences were

included in the definition in a subsequent study, a significant

association was found between presence of a CSA history and

less positive sexual self-schemas; that is, lower scores on the

open/direct and romantic/passionate factors (Reissing, Binik,

Khalife, Cohen, & Amsel, 2003).

Meston, Rellini, and Heiman (2006) further explored the

association between sexual self-schemas and CSA history,

including a broader range of abuse events in their assessment

of CSA. Meston et al. found that a CSA history negatively

impacted the romantic/passionate factor, and then investigated

how this relationship might explain sexual dysfunction experi-

encedbysurvivorsof sexualabuse.Their results indicated lower

levels on the romantic/passionate schema factor predicted

higher negative sexual affect during sexual arousal. This rela-

tionshipwas independentof theeffectsofseveralothervariables

which were also included in the regression model, including

anxiety and depressive symptoms.

As the theory predicts that one’s sexual self-schema would

shape current and future sexual behaviors, it is notable that these

previous studies examining the sexual self-schemas of CSA

survivors have only found CSA history to impact the positive

schema factors but have found no significant effect on the neg-

ative sexual schema factor—the embarrassed/conservative fac-

tor (Andersen & Cyranowski, 1994). It seems that some of the

negatively valenced views of sexuality endorsed by CSA sur-

vivors in the literature more broadly were not captured by the

sexual self-schema scale. Prior studies have found support for

negative sexual self-perceptions among CSA survivors that

encompass qualities such as guilt regarding sexual activities and

feelings (Walser & Kern, 1996), perceptions of self as promis-

cuous (Fromuth, 1986), views of sexuality in hostile terms

(Schloredt & Heiman, 2003), and feeling as if sex is bad and

dirty due to the abuse events and messages received from the

perpetrator (Maltz, 1991). In addition, negative sexual self-per-

ceptions have been associated with physical and psychological

abuse as well as sexual coercion in adult intimate relationships

(Offman & Matheson, 2004). The discrepancies between these

findings and those of previous studies examining the sexual self-

schemas of CSA survivors call into question the content validity

of the Sexual Self-Schema Scale for CSA survivors.

Moreover, the details of the cognitive processes that may be

driving the unrestricted sexual behavior consistently observed,

particularly in young adult CSA survivors, are not well under-

stood. Young women with a history of CSA have been shown to

have significantly higher rates of younger age at first consensual

intercourse (Miller,Monsoon,&Norton,1995;Nolletal.,2003;

Siegel&Williams,2003),ahighernumberofconsensualsexual

partners (Fergusson, Horwood, & Lynskey, 1997), less frequent

use of contraception (Noll et al., 2003), greater likelihood of

engaging in HIV-risk behaviors (Elze, Auslander, McMillen,

Edmond, & Thompson, 2001), more teenage pregnancies

(Fergusson et al., 1997), a higher endorsement of engaging in

risky sexual behaviors including extramarital affairs, contract-

ing sexually transmitted infections, engaging in sexual inter-

course on the first date (Walser & Kern, 1996), and finally, ado-

lescent sexual assault (Messman-Moore & Long, 2003). Fur-

thermore, CSA history has been found to be associated with

increased alcohol misuse (Wilsnack, Vogeltanz, Klassen, &

Harris, 1997), a behavioral pattern that has been consistently

related to adolescent and adult sexual assault risk as well as

increased engagement in unrestricted sexual behavior (Siegel &

Williams, 2003). Overall, CSA survivors have been found to be

at two to three times higher risk to experience adult sexual

assault than women without a CSA history (Marx, Heidt, &

Gold, 2005). Developing a more comprehensive understanding

of the cognitive representations of sexuality for CSA survi-

vors is an important area for further investigation as it has the

potential to identify modifiable targets for prevention.

The current study attempted to improve on the content valid-

ity of the sexual self-schema construct for CSA survivors by

introducing a sexual self-schema factor that captured the neg-

atively valenced self-assessments described in the literature

reviewed above. We then examined whether sexual self-sche-

mas as assessed by the Modified Sexual Self-Schema Scale

(SSSS) differed between women with and without a CSA his-

tory. Inaddition, theability of sexual self-schemas to explain the

processes by which early sexual abuse experiences become

linked to adolescent sexual trauma experiences was tested.

Specifically, we hypothesized that women with a history of

CSA would endorse more negative and less positive sexual

self-schemas thanwomenwhodidnotendorseaCSAhistory. In

addition, we hypothesized that these overall more negative sex-
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ual self-schemas would interact with the severity of partici-

pant’s abuse history to increase adolescent sexual assault. Role

of sexual self-schemas in explaining adolescent risky behavior

wasalsoaddressed.This studyextendspast researchof thisnature

by investigating whether differences in sexual self-schemas

describe the experience of adolescent sexual assault of women

with a history of CSA above and beyond the early sexual trauma

as well as participation in risky sexual behaviors, including

number of consensual sexual partners and alcohol usage.

Study 1

Method

Participants

A total of 774 college women were recruited from introductory-

level undergraduate psychology courses and participated in the

various stages of Study 1. Participants were recruited for three

separate phases of Study 1. The majority identified themselves

as Caucasian (87.3%), Protestant (61.5%), and never married

(97.1%). The mean age of the participants was 18.9 years. They

met with the investigator in an auditorium in group sessions.

Participants were administered packets of questionnaires to com-

plete anonymously following the completion of informed con-

sent forms. Approval for this study was obtained by the univer-

sity’s Institutional Review Board.

Measures

Background Information Basic demographic information

was assessed, including age, marital status, and ethnicity. Infor-

mation regarding participant’s child sexual abuse histories was

also gathered using an abbreviated version of the Life Experi-

ences Questionnaires (Jackson, Calhoun, Amick, & Maddever,

1990). Events assessed ranged from exposure and fondling to

completedvaginaloranal intercourse,andparticipants responded

to the items dichotomously (yes = 1 or no = 0). For the purposes

of Study 1, CSA was defined as endorsement of at least one form

of sexual contact that occurred prior to age 18 by someone at least

five years older than the participant, or of any age if the contact

was not consented to or involved coercion.

SexualSelf-SchemaScale (Andersen &Cyranowski,1994) This

scale consists of 50 trait adjectives (26 scored and 24 fillers) for

which participants were asked to rate the degree to which each

word described themselves on a 7-point scale ranging from 0

(not at all descriptive of me) to 6 (very much descriptive of me).

A major strength of the scale is that participants do not report

awareness that a sexual construct is being measured. The scale’s

total score was obtained by subtracting the negative factor score

(the embarrassed/conservative factor) from the sum of the two

positive factors (the open/direct and romantic/passionate fac-

tors). The embarrassed/conservative factor consisted of items

such as ‘‘self-conscious’’ and ‘‘cautious.’’ Example items from

the open/direct and romantic/passionate factors include‘‘frank’’

and‘‘revealing’’and‘‘loving’’and‘‘arousable,’’respectively. The

scale demonstrated high test–retest reliabilities at two and nine

weeks (r = .89 and .88, respectively) and good internal consis-

tency (alpha = .82). Analysis of response bias showed that the

correlations of the scale with measures of social desirability

and with positive and negative affectivity were non-significant,

r = .11 with social desirability and .26 with positive affect

and -.13 with negative affect. Convergent validity was dem-

onstrated by the significant and positive correlations of the total

score with measures of attitudes towards sex (r = .26), of sexual

behaviors (r = .30), of sexual arousability (r = .25), and of

romantic relationships (r = .32), and significant and negative

correlations with sex guilt (r = -.16). In addition, the expected

correlations between each of these measures and the three fac-

tors were found. The scale was not found to be associated with

self-esteem or extroversion and thus was found to demonstrate

good discriminant validity (Andersen & Cyranowski, 1994).

Positive and Negative Affectivity Scale (Watson, Clark, &

Tellegen, 1988) This scale consists of 10 words that measure

pure markers of positive affect or mood and 10 that measure

negative affect. Participants were asked to rate the extent they

were experiencing the different emotions at the current moment

on a 5-point Likert scale ranging from 1 (not at all) to 5 (extre-

mely), and the scale demonstrated significant stability over every

time frame. The internal consistency was .89 for positive affec-

tivity and .85 for negative affectivity.

Rosenberg Self-Esteem Scale (Rosenberg, 1965) This 10-

item self-report measure assesses self-esteem as a positive or

negative attitude toward the self using a five point Likert scale

with itemscoresadded.Thescale itemsshowgoodfacevalidity,

and self-reported self-esteem was found to be correlated with

depression scoresassignedby others, indicatinggood predictive

validity.

Sexual Arousability Inventory (Hoon, Hoon, & Wincze,

1976) This 14-item self-report questionnaire assesses the self-

perceivedabilityofawomantobecomesexuallyarousedacrossa

variety of experiences. Participants indicated on a scale of -1

(adversely affects arousal) to 5 (always causes sexual arousal)

whetherornotparticularactivities weresexuallyarousing.Activ-

ities include‘‘when a loved one kisses you passionately,’’‘‘when a

loved one undresses you,’’and‘‘when you make love in a new or

unusual place.’’Alpha coefficients of .91 and .92 for two samples

and Spearman-Brown split half coefficients of .92 for both

samples indicated excellent internal consistency. The test–retest
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reliability coefficient over eightweeks was .69. Data from female

college students illustrated the scales concurrent validity with

respect to sexual experience, activity, and satisfaction, and dis-

criminates between clinical and normal populations (Hoon et al.,

1976). More recently, women with congenital adrenal hyper-

plasia were found to have lower sexual arousability on the SAI

when compared to healthy women (Zucker et al., 2004).

SexualDesireInventory(Spector,Carey,&Steinberg,1996) This

13-item self-report instrument is designed to measure level of

sexual desire or yearning for sexual activity. It evaluates two

dimensions of sexual desire: solitary and dyadic desire. Partic-

ipants responded to items using a 7 or 8 point Likert scale,

indicating their strength of sexual desire (when you have sexual

thoughts, how strong is your desire to engage in sexual behavior

withapartner)or the frequency theyhaveexperiencedawishfor

sexual activity (during the past month, how often would you

have like to behave sexually by yourself?). Reliability of the

measure was assessed by determining internal consistency

which ranged from .86 to .96, and test–retest reliability at one

month was r = .76.

Index of Sexual Satisfaction (Hudson, Harrison, & Crosscup,

1981) On this 25-item scale, participants were asked to rate

their degree of sexual satisfaction in their sexual relationship with

their partner by applying a 5-point Likert scale, ranging from 1

(rarely or none of the time) to 5 (most or all of the time). Example

items include,‘‘I feel that my partner enjoys our sex life’’and‘‘I

feel that my sex life is boring.’’ The higher the score, the more

sexual dissatisfaction the participant is experiencing. Prior to

responding to the scale, participants were asked to choose from

five items to indicate the relationship status perspective from

which they were responding to the scale items. Specifically, they

indicated if they were basing their answers on a current sexual

relationship, basing their answers on a previous sexual relation-

ship,onaprevious intimaterelationshipwhere intercoursedidnot

occur,onacurrent intimaterelationshipwhere intercoursedidnot

occur, or finally, these questions were not applicable to them. The

measure has shown good reliability, with an alpha coefficient of

.92 and a test–retest coefficient of .93. The scale correlated sig-

nificantly with a measure of marital adjustment and of marital

satisfaction. The scale was also found to distinguish people with

known problems in sexual satisfaction from those known not to

have these problems.

Passionate Love Scale (Hatfield & Sprecher, 1986) The15-

item short form of this questionnaire was used in this study. This

scale measures‘‘longing for union with another’’by asking par-

ticipants to circle a number between 1 (not at all true) and 9

(definitely true). The short formof the scalehas an alpha compa-

rable to the full scale (.91 vs. .94). The scale is uncontaminated

by social desirability bias, but is highly correlated with other

measures of relationship intimacy and love.

Sexual Experience Scale from the Derogatis Sexual Function-

ing Inventory (Derogatis &Melisaratos, 1979) This subscale

evaluates the variety of participant’s sexual experiences rep-

ertoire by asking whether they have ever had any of the 24

listed sexual experiences (yes/no) and which ones they have

had in the past 30 days. A broad range of sexual experiences

were assessed including‘‘kissing on the lips,’’‘‘masturbating

alone,’’‘‘breast petting,’’and multiple positions of coitus (e.g.,

intercourse, side by side). This subtest of the DSFI shows very

high internal consistency (Cronbach’s alpha = .97) and two-

week test–retest reliability (r = .92).

Marlowe–Crowne Social Desirability Scale (Crowne & Marlowe,

1960) This 33-item scale is designed to measure partici-

pants’ responsestyle and needfor approvalbyanswering items

in socially appropriate ways. Example scale items include, ‘‘I

have never intensely disliked anyone,’’and‘‘I’m always will-

ing to admit it when I make a mistake.’’Participants respond to

the scale items using‘‘true’’or‘‘false.’’The internal consistency

coefficient for this scale was .88.

Procedure

Scale Construction of the Modified Sexual Self-Schema Scale

An additional sexual self-schema factor was developed

to improve the content validity of the original Sexual Self-

Schema Scale (Andersen & Cyranowski, 1994) by broad-

ening the domain of adjectives that might capture the impact

of childhood sexual trauma. An expert panel of 17 clinical

psychology faculty and graduate students with expertise in

child sexual abuse was consulted and assisted in the gener-

ation of adjectives to describe a ‘‘sexual woman.’’ This pro-

cess resulted in a 60-item list of descriptors. This measure

was administered to 142 participants who were asked to rate

how much each word was descriptive of a‘‘sexual woman’’on

a 7-point Likert scale. Participants were also asked to suggest

words they believed were missing from the list in addition to

completing a brief self-report assessment of their child sexual

abuse history. This step of the procedure resulted in eight new

adjectives being suggested by participants with CSA histo-

ries as well as five descriptors with severely restricted ranges

being eliminated from the measure. In addition, the item

‘‘prudent’’ from the original Sexual Self-Schema Scale was

replaced by its synonym‘‘sensible’’due to frequent reports it

was misunderstood by participants.

To ensure that the adjectives included in the final version of

the measure were distinct from self-esteem, social desirability,

and positive and negative affectivity, a new group of partici-

pants comprised of 256 women completed the Modified Sexual

Self-Schema Scale, the Rosenberg Self-Esteem Scale (Rosen-

berg, 1965), the Positive and Negative Affectivity Schedule

(Watson et al., 1988), and the Marlowe–Crowne Social Desir-

ability Scale (Crowne & Marlowe, 1960). The items on the
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revised scale were eliminated if their correlations with these

measures exceeded .30. This procedure yielded a list of 36

words.

A common factor analysis with an oblique rotation of the 36

wordswasconducted toassess the internal factor structureof the

scale. Four factors were identified by examining the eigenvalue

scree plot and factor interpretability, including the original sex-

ualself-schemafactorsdelineatedbyAndersenandCyranowski

(1994), in addition to a new 9-item factor labeled, ‘‘Immoral–

Irresponsible.’’The scale also included 23 filler adjectives. The

rotated factor pattern with loadings for each of the 36 items

is shown in Table 1. The open/direct factor explained 7% of

the total variance in the scale, while the passionate–romantic,

immoral–irresponsible, and embarrassed–conservative factors

explained 8%, 6%, and 7%, respectively. The possible range for

eachsexualself-schemascale factorwasasfollows:0–48for the

open–direct factor, 0–66 for the embarrassed–conservative

factor,0–48for the passionate–romantic factor, and 0–54 for the

immoral–irresponsible factor.

Reliability and Validity of the Modified SSSS A total of 376

women completed the Modified SSSS in addition to the

Rosenberg Self-Esteem Scale (Rosenberg, 1965), the Posi-

tive and Negative Affectivity Schedule (Watson et al., 1988),

the Marlowe–Crowne Social Desirability Scale (Crowne &

Marlowe, 1960), the Sexual Arousability Inventory (Hoon

et al., 1976), the Sexual Desire Inventory (Spector et al.,

1996), the Index of Sexual Satisfaction (Hudson et al., 1981),

the Passionate Love Scale (Hatfield & Sprecher, 1986), the

Sexual Experiences Subscale for the Derogatis Sexual Func-

tioning Inventory (Derogatis & Melisaratos, 1979), and an

instrument which solicited demographics and briefly asses-

sed childhood and adolescent sexual abuse experiences. To

evaluate the test–retest reliability of the measure, 101 par-

ticipants completed the Modified SSSS after a two-week

period.

Results

In regards to reliability, the Modified Sexual Self-Schema Scale

demonstrated good internal consistency (Cronbach’s alphas

ranged from .54 to .83) as well as good two-week test–retest

reliability (rs ranged from .76 to .86). Convergent validity was

shown by correlating each sexual self-schema factor with sexu-

ality and relationship measures. The new factor, immoral–irre-

sponsible, showed significant positive correlations with lifetime

sexual experiences and current sexual desire level. Consistent

with the findings of Andersen and Cyranowski (1994), the ori-

ginal subscales correlated with all the measures of sexuality (see

Table 2). The same procedure Andersen and Cyranowski utilized

to demonstrate the discriminant validity of the original scale was

used to determine the discriminant validity of the modified scale.

The modified scale’s ability to predict incremental variance in

sexual arousability and lifetime sexual experiences beyond that

explained by self-esteem, social desirability, and positive and

negative affectivity was assessed, and results indicated that all

four factors accounted for significant increments in explained

variance in the prediction of lifetime sexual experiences (see

Table 3). Finally, the incremental validity of the immoral–irre-

sponsible factorwas testedwith aseriesofhierarchical regression

analyses to determine if it added to the ability of the scale to

predict sexual and relationship measures beyond the original

three factors. The new factor accounted for a significant amount

of variance in predicting dyadic, solitary, and total sexual desire,

in addition to current and lifetime sexual behaviors, demon-

strating the unique added contribution of the new factor. These

results are shown in Table 4.

Discussion

The new sexual self-schema factor, labeled immoral–irrespon-

sible, developed in the current study assessed if women viewed

their sexual self as ‘‘bad,’’‘‘loose,’’‘‘immoral,’’ or ‘‘irresponsi-

ble.’’ These adjectives are consistent with the negatively val-

enced views CSA survivors have used to describe their sexual

selves, and it is posited that this factor improves the content

validity of the Sexual Self-Schema Scale for CSA survivors.

This fourth sexual self-schema factor did not detract from the

validity of the original scale, and offered incremental validity

in predicting aspects of sexual experience and desire. Conse-

quently, it seems that theadditional factoraugmented thescale’s

comprehensiveness in measuring components of women’s sex-

ual self-schemas.

Study 2 was designed with several aims in mind. First, we

hypothesized that women who endorsed a CSA history would

exhibit higher levels of the negative sexual self-schema factors

(immoral/irresponsible and embarrassed/conservative) and lower

levels of the positive sexual self-schema factors (open/direct

and passionate/romantic). In addition, we proposed that sexual

self-schemas would explain subsequent sexual revictimization

in adolescence, both directly and via engagement in risky sexual

behaviors (number of consensual partners and alcohol usage).

Study 2

Method

Participants

Participants in the study were 1,150 female undergraduate stu-

dents recruited through the research pool at a large southeastern

university. The mean age for participants was 19.4 years (SD =

1.64, range = 18–41). Most of the women (96.1%) had never

been married. However, 55.4% reported they were currently

involved in a romantic relationship. Racial composition of the
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participants was 74.5% Caucasian, 6.8% African American,

3.7% Asian, and the remaining 11.2% endorsed Native Amer-

ican, Pacific Islander, Hawaiian, or Hispanic racial back-

grounds. In regards to religious affiliation, 52.5% of the partic-

ipants endorsed being Protestant, 14.1% Catholic, and 13.7%

nonaffiliated. Of the participants, 97.7% reported being exclu-

sively or mostly heterosexual, and 2.3% reported being mostly

or exclusively homosexual. The study was approved by the

university’s Institutional Review Board.

Procedure

Participants received partial fulfillment of a departmental

research requirement when they volunteered for a study about

beliefs and attitudes regarding relationships. Thestudy involved

a 2-h group session that was conducted in an auditorium in a

university setting. Groups of 50–200 participants completed an

anonymous and confidential questionnaire that gathered infor-

mation about demographics, early sexual trauma experiences,

cognitions about sexuality, risky sexual behaviors, and adoles-

cent sexual assault experiences. After obtaining informed con-

sent, guaranteeing anonymity, and emphasizing the voluntary

nature of the research participation, the surveys were adminis-

tered in fixed order. When each participant finished completing

the survey packet, she received a written debriefing form and

wasencouraged tocontact the researcherwithanyquestions that

arose after survey completion. No participants chose to with-

draw or hand in a blank questionnaire.

Measures

Child Sexual Abuse History A modified version of the Life

Experiences Questionnaire (LEQ) (Jackson et al., 1990) was

used to assess CSA history. The questions solicited information

regarding demographics, family relationships, and 12 unwanted

sexual experiences. Detailed information about childhood sex-

ual abuse characteristics included the frequency, duration, and

nature of the abuse activities, age of the victim and perpetrator at

the time of abuse, relationship between victim and perpetrator,

whether the victim disclosed the abuse event to anyone, and

finally, emotional reactions to the disclosure experience.

For the purposes of the present study, childhood sexual abuse

was defined as either contact or non-contact abuse occurring

prior to the age 14 and was experienced as coercive and forced.

This definition was based on the definition of CSA established

by Wyatt, Lawrence, Vodounon, and Mickey (1992). However,

the current study’s definition of abuse included individuals who

experienced abuse events perpetrated by someone more than

five years older than the victim as well as events perpetrated by

someone of similar age. This decision was based on the recom-

mendation of Roodman and Clum (2001) who found that lim-

iting the definition of CSA to events perpetrated by someone

more than five years older than the victim was unnecessarily

restrictive, particularly when attempting to identify those CSA

survivors at risk for revictimization. Twelve abuse events were

assessed by the LEQ and, for each event, participants circled a

Table 1 Factor loadings of the Modified Sexual Self-Schema Scale

Item Factor

III

Embarrassed–

conservative

I

Passionate–

romantic

IV

Immoral–

irresponsible

II

Open–

direct

Timid 20.66 0.07 0.04 -0.16

Embarrassed 20.65 0.00 0.25 -0.16

Self-conscious 20.59 0.15 0.17 0.05

Cautious 20.51 0.06 -0.19 0.04

Stimulating 0.49 0.19 0.11 0.31

Conservative 20.45 0.06 -0.06 -0.08

Risk-taking 0.44 0.05 0.23 0.20

Uninhibited 0.41 0.18 0.17 0.11

Vulnerable 20.37 0.25 0.33 -0.06

Naı̈ve 20.30 0.04 0.14 -0.16

Inexperienced 20.26 -0.11 -0.14 -0.14

Romantic 0.08 0.73 -0.05 -0.10

Unromantic -0.23 20.66 0.20 0.14

Passionate 0.15 0.65 0.01 0.11

Warm -0.07 0.61 -0.19 -0.04

Sympathetic -0.23 0.60 0.03 0.12

Loving -0.06 0.57 0.04 0.02

Feeling -0.13 0.49 -0.11 0.20

Arousable 0.11 0.33 0.15 0.17

Bad -0.19 -0.04 0.63 0.07

Irresponsible 0.06 -0.09 0.57 0.03

Immoral -0.11 0.02 0.53 0.10

Sensible -0.25 0.02 20.46 0.39

Dependent -0.22 0.31 0.44 -0.15

Self controlled -0.16 0.11 20.44 0.23

Dirty -0.01 -0.12 0.42 0.09

Loose 0.10 -0.08 0.39 0.06

Experienced 0.31 0.23 0.34 0.24

Straightforward 0.06 -0.01 -0.01 0.80

Frank 0.03 -0.19 0.07 0.79

Direct 0.16 0.02 0.08 0.73

Broad minded 0.22 0.12 0.02 0.45

Casual 0.01 0.05 -0.01 0.45

Open minded 0.14 0.13 0.03 0.40

Outspoken 0.33 0.11 -0.03 0.39

Revealing 0.14 0.11 0.19 0.24

Factor identification numbers are based on Andersen and Cyranowski’s

(1994) factor numbers with Factor IV indicating the new factor identi-

fied in the present study
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number between 0 (never) and 5 (5 or more times), indicating

the number of times they had experienced the particular event.

For the analyses in which an abuse severity index was used, the

abuse severity score was calculated based on the nature and

frequency of the abuse activities participants endorsed. More

intrusive CSA experiences were assigned more points, and the

point value of a participant’s most intrusive experience was

multiplied by the frequency the event occurred to arrive at her

severity score. Higher numbers indicated more frequent and

intrusive abuse activities.

In the total sample of 1150 women, 238 (20.7%) partici-

pants were identified as child sexual abuse survivors and 912

(79.3%) were classified as non-victims. Of the participants

identified as CSA survivors, 144 (12.5%) reported they had

experienced multiple types of abusive activities. The most

common CSA activity was exposure of the perpetrator’s

genitals and 157 (13.7%) women endorsed this experience.

The second most commonly reported CSA experience was

genital fondling, reported by 131 (11.4%) participants; 33

women (2.9%) reported having experienced forced vaginal

intercourse; 94 women (39.5%) were abused by a family

member, while the remaining women were abused by acquain-

tances (12.2%), peers (44.5%), or strangers (3.8%). A total of 71

women (29.8% of the CSA survivors in the sample) reported

CSA experiences between the ages of three and five years. The

distributionofageofonsetofCSAwas:49women(20.6%)6–8,

34 women (14.3%) 9–11, and 84 women (35.3%) 12–13. CSA

survivors did not differ significantly from non-victims on race,

sexual orientation, marital status, family’s religious affiliation,

current religious affiliation, or current involvement in a roman-

tic relationship.

Sexual Self-Schemas The Modified Sexual Self-Schema

Scale was used to assess participants’ sexual self-schemas.

This scale includes the original sexual self-schema fac-

tors (passionate–romantic, open–direct, and embarrassed–

conservative) developed by Andersen and Cyranowski in

Table 2 Convergent validity of the Modified Sexual Self-Schema Scale: Pearson product-moment correlations of factor and total sexual self-schema

scores with sexuality and relationship measures

Scales Factor 1

Passionate–romantic

Factor 2

Open–direct

Factor 3

Embarrassed–conservative

Factor 4

Immoral–irresponsible

Total scale

ISSa 0.40*** 0.19** -0.26*** -0.09 0.40***

PLSb 0.38*** 0.11** -0.12** 0.01 0.25***

SAIc 0.40*** 0.19*** -0.11** 0.07 0.27***

SDId 0.28*** 0.15** -0.16** 0.18*** 0.19***

SESe (current) 0.23*** 0.11* -0.14** 0.11* 0.17***

SES (lifetime) 0.26*** 0.22*** -0.33*** 0.20*** 0.30***

* p\.05; ** p\.01; *** p\.001
a Index of Sexual Satisfaction
b Passionate Love Scale
c Sexual Arousability Inventory
d Sexual Desire Inventory
e Sexual Experiences Subscale of the Derogatis Sexual Functioning Inventory

Table 3 Discriminant validity of the Modified Sexual Self-Schema Scale:

percent incremental varianceaccounted forby factorsand total scale, above

self-esteem, social desirability, and positive and negative affectivity, in

predicting lifetime sexual experiences and sexual arousability

Lifetime sexual

experiences

% Incremental variance

Sexual arousability

% Incremental

variance

Passionate–romantic 3.74*** 10.74***

Open–direct 1.99*** 1.05*

Embarrassed–

conservative

7.42*** 0.29

Immoral–

irresponsible

3.97*** 0.35

Total 4.85*** 3.45***

* p\.05; ** p\.01; *** p\.001

Table 4 Percent incremental variance accounted for by immoral–

irresponsible factor, above and beyond original factors, in the predic-

tions of related criterion variables

% Incremental variance

Sexual dissatisfaction 0.62

passionate love 0.04

Sexual arousability 0.65

Solitary sexual desire 1.35*

Dyadic sexual desire 2.76**

Total sexual desire 2.97***

Lifetime sexual experiences 2.47**

Current sexual experiences 1.10**

* p\.05; ** p\.01; *** p\.001
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addition to the immoral–irresponsible factor developed in

Study 1 described above.

Unrestricted Sexual Behaviors The Heterosexual Behavior

Scale-Short form (HBI) (Bentler, 1968) is a 15-item question-

naire that assesses non-coercive heterosexual experiences. Fif-

teen sexual behaviors are listed in ascending order, from kissing

to vaginal and oral intercourse. Participants were instructed to

report the number of partners she had for each of the listed

behaviors on a 5-point Likert scale (0, 1–2, 3–5, 6–9, 10 or

more). The primary variables of interest in the current study

were the number of individuals with whom the participant had

engaged in intercourse as well as the variety of consensual sex-

ual activities in which the woman had participated. The number

used for the analysis in this study was the total number of con-

sensual sexualpartners reportedfor thevaginal intercourse item.

The Rutgers Alcohol Problem Index (RAPI; White & Labouvie,

1989) is a 23-item self-report measure that assesses adolescent

problem drinking. Participants indicated on a 5-point Likert

scale, ranging from 0 (none) to 4 (10 times)‘‘How many times

has this happened to you while you were drinking or because

of your drinking during the last year?’’ The scale has been

demonstrated to have a reliability of .92 and a 3-year stability

coefficient of .40.

Adolescent Sexual Assault Experiences The Sexual Expe-

riences Survey (SES) (Koss, 1985) is a 10-item self-report instru-

ment that assesses sexual victimization at or after the age of 14.

Adolescent sexual victimization was defined as endorsement of

oneormore of theunwanted sexualactivities. TheSES assessesa

variety of sexual assault experience ranging from forced sex play

to attempted and completed intercourse. Participants answered

each item reporting the occurrence of a particular activity since

age 14 (yes/no). Participants also indicated the number of times

the experience had occurred since age 14 on a 5-point scale rang-

ing from 1 (1 occurrence) to 5 (5 or more occurrences) in addition

to the number of occurrences specifically during the last year on

the same 5-point scale. Finally, the participants indicated if the

event had occurred during the past 3 months (yes/no). Scores

were computed as the sum of the responses to the 10 abuse event

items, with high scores signifying extensive trauma. The SES has

shown one week test–retest reliability of .93 and an internal

consistency of .74.

Adolescent sexual assault experiences were reported by

330 (27.9%) women in the sample and 320 (27.8%) women

endorsed having experienced multiple types of adolescent

sexual assault experiences. In this sample, the most common

adolescent unwanted sexual experience was participation in sex

play activities due to being overwhelmed by a man’s continual

arguments and pressure, reported by 248 (21.6%) participants.

In addition, 145 (12.6%) participants endorsed having experi-

enced forced sexual intercourse.

Results

The first step in the data analytic plan for Study 2 was to conduct

bivariate correlations and independent samples t tests to exam-

ine the inter-relationships among variables and determine

whether participants with a CSA history reported different

levels of the sexual self-schema factors than the women who did

not endorse a history of CSA. Then, the multiple regression

analytic strategy outlined by Baron and Kenny (1986) was used

to test the sexual self-schema factors as a mediator in the rela-

tionship between severity of CSA and risky sexual behaviors

(consensual sexual partners and alcohol usage). According to

the guidelines of Baron and Kenny, three criteria must be met to

establish a variable as a mediator, and these conditions can be

tested using a series of linear regression analyses. First, a sig-

nificant relationship must be established between the predictor

variable (CSA severity) and the potential mediator (sexual self-

schema factor). Next, the mediator and the dependent variable

(consensual sexual behavior and alcohol usage) must exhibit

a significant relationship. Finally, the relationship between

the predictor and the dependent variable must be significantly

reduced when the mediator is introduced into the regression

equation.Inorder toreducetheprobabilityofcommittingaTypeI

error, a Bonferroni-correction procedure was used in both the

linear and hierarchical regression analyses. In the linear regres-

sion analyses, an alpha level of .0125 was used to determine if a

value was significant. Lastly, a set of hierarchical regression

analysiswereconducted todetermine theadditivecontribution of

the sexual self-schema factors, beyond the effects of abuse sever-

ity and risky sexual behaviors, in predicting adolescent sexual

revictimization. A Bonferroni-correction was also used for the

hierarchical regression analyses, and the alpha level was set to

.00625.

Bivariate Correlations and t Tests

The bivariate correlations among the variables are shown in

Table 5. The relationship of sexual abuse history to sexual self-

schema factors was evaluated using planned pairwise compar-

isons. Separate t tests for each factor were conducted to inves-

tigate differences between women with and without a history of

CSA. Results of t tests indicated that there were significant dif-

ferences among CSA survivors on each of the sexual self-

schema factors. Descriptive statistics (M and SDs) for survivors

and non-victims on each of the scales are shown in Table 6.

Relationship Among CSA, Sexual Self-Schemas,

and Risky Sexual Behaviors

To this point, the results have indicated that there were group

differences between women with and without a CSA history on

the sexual self schema factors. Next, the relationships between
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CSA severity and sexual self-schema factors were explored.

According to Baron and Kenny (1986), these pairwise rela-

tionships between constructs are required as a first step for eval-

uating a model in which sexual self schema factors mediate the

relationship between CSA severity and risky sexual behaviors.

Four separate linear regressions were conducted on severity

of CSA and each of the sexual self-schema factors, with CSA

severitybeing thepredictorandeachof theschemafactorsbeing

the outcome variables. CSA severity significantly predicted

9.2% of the variance in the immoral/irresponsible factor, F(1,

1097) = 112.72, p\.0125, 7.6% of the variance in the open/

direct factor, F(1, 1097) = 91.20, p\.0125, 9.4% of the vari-

ance in the passionate/romantic factor, F(1, 1097) = 113.38,

p\.0125, and 5.9% of the variance in the embarrassed/con-

servative factor, F(1, 1097) = 70.34, p\.0125.

Eighthierarchical linear regressionswereconducted topredict

riskysexualbehaviorswitheachof thesexual self-schemafactors

serving as a potential mediator of CSA severity. Each set of hier-

archical regressions was composed of two steps. In the first step,

CSAwas the only predictorand, in the second step, the respective

sexual self-schema factor was added to the list of predictors (see

Table 7). This method allowed assessment of whether the sexual

self-schemafactoractedasamediator in the relationshipbetween

CSA and number of consensual sexual partners and CSA and

alcohol usage. Results from the models assessing the consensual

partners outcome variable will be reviewed first.

Mediational Models Predicting Consensual Sexual Partners

The results of the first step in each model indicated that CSA

severity was a significant predictor of the variance in number of

consensual sexual partners, t(1, 1091) = 11.44, p\.0125. This

step accounted for 10.6% of the variance in consensual sexual

partners. In the first model, adding the immoral/irresponsible

factor (Step 2) increased the percentage of consensual sexual

partners explained to 19.7%. A review of the beta coefficients in

the first model revealed that CSA continued to provide a unique

contribution to theexplanationof this riskysexualbehaviorafter

the sexual self-schema factor was added (B = .23, p\.0125).

Thus, although mediation was not supported in the first model,

the immoral/irresponsible factor provided a unique explanation

ofnumberofconsensual sexualpartners (immoral/irresponsible

factor: B = .32, p\.0125), suggesting that this sexual self-

schema factor may have explained this sexual behavior inde-

pendently from CSA severity. Results of the second model

indicated that adding the open/direct factor to the model (Step 2)

increased the percentage of variance in consensual sexual part-

ners explained to 14.4%. A review of the beta coefficients in the

Table 5 Pearson correlation coefficients among Study 2 variables

Variable 1 2 3 4 5 6 7 8

1. CSA severity – .34** .28** -.25** -.31** .32** .26** .57**

2. Immoral/irresponsible schema – .35** -.04 .10** .38** .35** .33**

3. Open/direct schema – .01 -.15** .27** .19** .28**

4. Passionate/romantic schema – .27** -.04 -.41** -.27**

5. Embarrassed/conservative schema – -.26** -.10** -.22**

6. Consensual partners – .47** .45**

7. Alcohol usage – .36**

8. Adolescent sexual assault –

** p\.001

Table 6 Group differences in sexual self-schemas, risky sexual behaviors, and adolescent sexual assault experiences

Measure Nonabused women (n = 766) Sexually abused women (n = 239) t(1003) Cohen’s d

M SD M SD

Sexual self-schemas

Open/direct 28.77 6.29 31.24 7.08 -5.11*** 0.37

Immoral/irresponsible 21.65 4.76 23.36 6.52 -4.41*** 0.30

Embarrassment/conservatism 34.63 6.27 32.64 7.29 4.12*** 0.29

Romantic/passionate 36.84 5.84 35.85 8.20 2.04** 0.14

Risky sexual behaviors

Consensual sexual partners 2.02 2.52 3.54 3.62 -7.28*** 0.49

Alcohol usage 9.69 12.87 11.90 13.71 -2.22** 0.17

Adolescent sexual assault experiences 0.38 0.78 1.55 2.35 -11.54*** 0.67

** p\.01; *** p\.001. Cohen’s d ¼ �x1��x2

s
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second model revealed that CSA continued to provide a unique

contribution to the explanation of the risky sexual behavior

(B = .27, p\.0125), but the open/direct factor provided unique

explanation as well (B = .20, p\.0125). Thus, the final criterion

for mediation was not met.

In the third model in which the romantic/passionate factor

was the proposed mediator, CSA continued to provide a unique

contribution to the explanation of number of consensual sexual

partners (B = .34,p\.0125), evenafter the romantic/passionate

factor wasadded to the model (Step 2). The romantic/passionate

factor was not a significant predictor (B = .05, p = .105). In this

model, the addition of the sexual self-schema factor did not

result inasignificant increase in thepercentageof thevariance in

consensual sexual partners explained. In the fourth model pre-

dicting consensual sexual partners in adolescence, adding the

embarrassed–conservative factor to the model increased the

percentage of variance in consensual sexual partners explained

to 14.9%. Results of the final model indicated that adding the

embarrassed/conservative factor provided a unique explanation

of consensual sexual partners when it was added to the model in

Step2(B = -.21,p\.0125).Areviewof thebetacoefficients in

thesecond step revealed thatCSAcontinued to providea unique

contribution to the explanation of consensual sexual partners

(B = .28, p\.0125), and consequently, the criteria for media-

tion were not fully met.

Mediational Models Predicting Alcohol Usage

The results of the first step in each model predicting alcohol

usage indicated that CSA severity was a significant predictor of

the variance, t(1, 1091) = 8.63, p\.0125. This step accounted

for 6.6% of the variance in alcohol usage. In the first model,

adding the immoral/irresponsible factor (Step 2) increased the

percentage of alcohol usage explained to 15%. A review of the

beta coefficients in the first model revealed that CSA continued

to provide a unique contribution to the explanation of alcohol

usage after the sexual self-schema factor was added (B = .16,

p\.0125). Although mediation was not met, the immoral/irre-

sponsible factor provided a unique explanation of alcohol usage

(immoral/irresponsible factor: B = .31, p\.0125), suggesting

that this sexual self-schema factor may have explained this risky

behavior independently from CSA severity. Results of the

second model indicated that adding the open/direct factor to the

model (Step 2) increased the percentage of alcohol usage

explained to 7.9%. A review of the beta coefficients in the

second model revealed that CSA continued to provide a unique

contribution to the explanation of the risky sexual behavior

(B = .22, p\.0125), but the open/direct factor provided unique

explanation as well (B = .14, p\.0125).

In the third model in which the romantic/passionate factor

was the proposed mediator, CSA continued to provide a unique

contribution to the explanation of alcohol usage (B = .24, p\
.0125), even after the romantic/passionate factor was added to

the model (Step 2). In this model, the romantic/passionate factor

was not a significant predictor (B = -.06, p = .074). Results of

the fourth model indicated that adding the embarrassed/con-

servative factor did not provide a unique explanation of alcohol

usage when it was added to model in Step 2 (B = -.05, p =

.079). A review of the beta coefficients in the second step

revealed that CSA continued to provide a unique contribution to

the explanation of alcohol usage (B = .25, p\.0125). The

addition of the sexual self-schema factors to the models did not

increase the percentage of the alcohol usage variance explained

in either of the final two models.

Table 7 Results for the hierarchical regression of the risky sexual

behaviors

Outcome R2 DR2 B SE B t(1091)

Consensual sexual partners

Step I 0.17*

CSA severity 0.33 0.05 11.44*

Step II 0.20* 0.09*

CSA severity 0.23 0.05 7.94*

Immoral/irresponsible schema 0.32 0.07 11.12*

Step II 0.14* 0.04*

CSA severity 0.27 0.05 9.24*

Open/direct schema 0.20 0.06 6.81*

Step II 0.19 0.01

CSA severity 0.34 0.05 11.40*

Passionate/romantic schema 0.05 0.06 1.62*

Step II 0.150* 0.04*

CSA severity 0.28 0.05 9.61*

Embarrassed/conservative

schema

-0.21 0.06 -7.43*

Alcohol usage

Step I 0.07*

CSA severity 0.26 0.05 8.63*

Step II 0.15* 0.08*

CSA severity 0.16 0.05 5.30*

Immoral/irresponsible schema 0.31 0.07 10.18*

Step II 0.08* 0.01*

CSA severity 0.22 0.05 7.16*

Open/direct schema 0.13 0.06 4.02*

Step II 0.07 0.01

CSA severity 0.24 0.05 7.66*

Passionate/romantic schema -0.06 0.06 -1.79

Step II 0.07 0.01

CSA severity 0.25 0.05 7.98*

Embarrassed/conservative

schema

-0.05 0.06 -1.76

* p\.0125
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Relationships Among CSA, Risky Behaviors, Sexual Self-

Schemas, and Adolescent Sexual Assault Experiences

Given that the relationship between CSA, sexual self-schemas,

and risky sexual behaviors was established in the previous

analyses, we investigated whether the sexual self-schemas of

CSA survivors predicted adolescent sexual assault experiences

in this population. A four-step hierarchical linear regression was

computed to predict adolescent sexual assault experiences. In

the first step, the predictor was CSA severity; in the second step,

riskysexualbehaviors were added to the list ofpredictors; and in

the third step, the predictors included CSA severity, risky sexual

behaviors, the immoral/irresponsible schema factor, the open/

direct schema factor, the romantic/passionate schema factor,

and the embarrassed/conservative schema factor. Finally, in the

fourth step, the interaction between each of the schema factors

and CSA were added to the predictor list. These terms included

the interaction between CSA and the immoral/irresponsible

factor (CSA 9 Immoral), CSA and the open/direct factor

(CSA9Open), CSA and the romantic/passionate factor (CSA9

Romantic), and CSA and the embarrassed/conservative factor

(CSA 9 Embarrass). The terms were added in the order listed

here. Risky sexual behaviors were included in the second step

to test whether the variables in subsequent steps added to the

explanation of variance in adolescent sexual assault experiences,

above and beyond this well-established risk factor. If schema and

severity of CSA were linked to adolescent sexual assault expe-

riences independently from risky sexual behaviors, then adding

schemas to the model that already contained risky sexual behav-

iors would show a significant increase in R2. The interaction term

variablesweredevelopedtoassess theroleofsexualself-schemas

for women with varying levels of CSA severity.

Thefirst stepcomprisedofCSAseverity explained 47%of the

variance in adolescent sexual assault experiences, F(1, 999) =

871.1, p\.00625, suggesting that CSA severity accounted for a

significant amount of the variance in adolescent sexual assault

experiences. The second step, which used CSA severity and ado-

lescent risky sexual behaviors as predictors of adolescent sexual

assault experiences, explained 52.3% of the variance in adult

sexual assault experiences, showing a statistically significant

increase in R2. This step suggests that risky sexual behav-

iors contributed significantly to the explanation of adolescent

sexual assault experiences related to CSA, F(1, 999) = 363.90,

p\.00625. Both increased engagement in consensual sexual

activity and higher alcohol usage were positively related to num-

ber of adolescent sexual assault experiences.

Next, the thirdstep,which includedCSAseverity, riskysexual

behaviors, and the four sexual self-schema factors explained

53%of thevariance inadolescent sexualassault experiences.The

immoral–irresponsible and romantic/passionate factors emerged

as the most noteworthy schema factors in predicting adolescent

sexual assault F(1,999) = 159.483, p\.001 in this step, although

they were not significant at p\.00625. These results indicate that

the relationships between these sexual self-schema factors and

adolescent sexual assault did not add significant explanation to

adolescent sexual assault experiences, above and beyond the

more well-established sexual trauma history and participation in

risky sexual behaviors.

Finally, the fourth step, which included CSA severity, num-

ber of consensual sexual partners, alcohol usage, all four sexual

self-schema factors, CSA 9 Immoral, CSA 9 Open, CSA 9

Romantic, and CSA 9 Embarrass explained 58% of the vari-

ance in adolescent sexual assault experiences, which corre-

sponded to a statistically significant increase in R2 from the

model tested in Step 3, F(1, 999) = 121.56, p\.00625. Each of

the interaction variables provided unique contributions to the

model, indicating that there were unique relationships between

CSA severity and adolescent sexual assault at varying levels of

the sexual self-schema factors. Post hoc analysis of these inter-

actions following the procedures of Aiken and West (1991)

revealed that at higher levels of the immoral–irresponsible self

schema factor the expected positive relationship between CSA

severity and adolescent sexual assault was observed. However,

at the lower level of the immoral-responsible self-schema, this

relationship was not found. Conversely, more positive relation-

ships between CSA severity and adolescent sexual assault were

observed at lower levels of the remaining sexual self-schema

factors—open–direct, romantic–passionate, and embarrassed–

conservative than at the higher levels. Further, at the higher levels

of these self-schema factors the relationship between CSA

severity and adolescent sexual assault was actually negative

(Table 8).

General Discussion

On the basis of the idea that sexual self-schemas are shaped by

one’s history with sexual experiences, it was hypothesized that

significant differences would be observed between the sexual

self-schemas of women who had a history of childhood sexual

trauma and those who did not. It was also hypothesized that

sexual self-schemas impacted by a history of CSA may partially

explain the increased engagement in unrestricted sexual behav-

iors and heightened risk for adolescent sexual assault observed

in populations of CSA survivors. While the results of the current

study supported the idea that CSA experiences affect cognitive

representations of sexuality in significant ways, it seemed that

the interaction between these sexual self-schemas and victim-

ization experiences was most useful in explaining why CSA

survivors were at heightened risk for adolescent sexual assault

experiences.

The current study found support for the validity of a new

sexual self-schema factor, the immoral–irresponsible factor,

developed in the current study to assess if women viewed their

sexual self as ‘‘bad,’’‘‘loose,’’‘‘immoral,’’or ‘‘irresponsible.’’A

major finding of the current study was that there were significant
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differences between CSA survivors and nonvictims on each of

the sexual self-schema factors, including the immoral–irre-

sponsible factor. This was the first study to demonstrate that

CSA survivors endorse the immoral/irresponsible factor that

explores cognitive representations of sexuality as immoral,

irresponsible, and bad significantly more than nonvictims. CSA

survivors also endorsed higher levels of the open/direct factor,

indicating CSA survivors were more open, direct, revealing,

and straightforward about sexuality. Finally, CSA survivors

endorsed the embarrassed/conservative and passionate/roman-

tic factors significantly less than nonvictims, indicating less

self-consciousness, caution, love, and passion in thinking about

sexuality. Overall, CSA survivors appeared less inhibited and

more likely to approach rather than avoid sexuality and sexual

situations when compared to nonvictims, but they also appeared

to experience a sense that they were bad and dirty rather than

loving and passionate when experiencing sexual feelings and

engaging in sexual behaviors.

These findings were consistent with the literature showing

that CSA survivors report more negative attitudes about sex

(Orr & Downs, 1985), including experiencing more sex guilt

(Walser & Kerns, 1996), considering sex as a hostile behavior

(Scholerdt & Heiman, 2003), and labeling themselves as pro-

miscuous even when engaging in similar levels of sexual behav-

ior as their peers who do not attach labels with negative con-

notations to their sexual behavior patterns (Fromuth, 1986).

Prior research has also found that CSA survivors report feeling

as if sex is something that is bad, dirty, and even controlling,

possibly due to the events of the abuse and messages received

from the perpetrator (Maltz & Holman 1987; Maltz, 1991).

However, it shouldbenoted,despite theseoverallmorenegative

views regarding their sexual selves, CSA survivors endorsed

less embarrassment regarding their sexuality as assessed by the

sexual self-schema factors, so this quality may be viewed as a

potential protective factor for sexual functioning.

In light of the finding that CSA survivors endorsed ideas

about sexuality being immoral and irresponsible, it makes sense

that these women were less able to view themselves as passion-

ate and romantic. Viewing one’s sexual self as immoral and

irresponsible would likely be inconsistent with thinking about

the sexual self as passionate and romantic. The finding that CSA

survivors endorse less passionate and romantic views about

sexuality is consistent with two prior studies (Meston et al.,

2006; Reissing et al., 2003).

Interestingly, this is the first study to find CSA survivors

reporting more open/direct sexual self-schemas despite the

extensive empirical literature supporting the higher levels of

consensual sexual activity of CSA survivors when compared to

non-victims and the evidence that sexual self-schemas reflect

past sexual behaviors (Andersen & Cyranowski, 1994). How-

ever, much of this body of research that reports CSA survivors

engage in increased levels of sexual behavior is drawn from

samples of young adult women such as college students (Alex-

ander & Lupfer, 1987; Meston, Heiman, & Trapnell, 1999).

There is another body of studies documenting that CSA survi-

vors have an increased likelihood of experiencing sexual avoid-

ance and dysfunctions which primarily comes from studies with

clinical samples (Becker et al., 1984; Jehu, 1988; Sarwer &

Durlak, 1996; Westerlund, 1992). CSA survivors in the clinical

samples were usually older than the women in studies exam-

ining college-age women. A pattern emerges in which some

CSA survivors engaged in high levels of sexual behaviors with

many partners while in their dating years; however, when they

become involved in more serious, committed relationships as

they mature, they experience difficulties with sexual desire and

arousal.

This study’s sample was primarily comprised of young and

relatively high functioning women and, consequently, it makes

sense that theresultswereconsistentwith thepathwaytowardan

increase in sexual behavior and interest. As these patterns of

sexual behavior have been linked to risk for revictimization in

Table 8 Results for the hierarchical regression of adolescent sexual

assault

Step R2 DR2 B SE B t(996)

I 0.47

CSA severity 0.68 0.00 29.51*

II 0.52 0.06*

CSA severity 0.59 0.00 25.43*

Consensual partners 0.17 0.00 6.55*

Alcohol usage 0.13 0.00 5.13*

III 0.53 0.08

CSA severity 0.57 0.01 22.06*

Consensual partners 0.16 0.00 7.11*

Alcohol usage 0.12 0.00 0.55

Immoral/irresponsible schema 0.06 0.01 2.16

Open/direct schema -0.03 0.01 -1.17

Passionate/romantic schema -0.06 0.01 -2.50

Embarrassed/conservative

schema

-0.03 0.01 -1.20

IV 0.58 0.05*

CSA severity 0.42 0.01 10.39*

Consensual partners 0.14 0.00 5.31*

Alcohol usage 0.13 0.00 5.15*

Immoral/irresponsible schema 0.02 0.01 0.64

Open/direct schema -0.02 0.01 -0.88

Passionate/romantic schema -0.01 0.01 -0.37

Embarrassed/conservative

schema

-0.02 0.01 -0.59

CSA 9 Immoral 0.31 0.00 2.84*

CSA 9 Open -0.48 0.00 -4.54*

CSA 9 Romantic -0.25 0.00 -2.58*

CSA 9 Embarrass -0.18 0.00 -2.14*

* p\.00625
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addition to other negative outcomes (Loeb et al., 2002; Mayall

& Gold, 1995), this new finding regarding higher levels of the

open/direct factor among CSA survivors raises questions about

Anderson and Cyranowski’s classification of the open/direct

factor as qualitatively positive. It seems it is positive to be open

with some moderation, but when openness becomes extremely

high or low, it can negatively impact sexuality and risk for vic-

timization. High levels of the open/direct factor may be more

likely to be problematic when women also exhibit co-occurring

low levels of the passionate/romantic factor, as was the case

with the CSA survivors in the current study. Such co-existing

sexual self-schemas may result in engaging in sexual behavior

of a more casual nature, involving more sexual partners but with

low levels of passion and caring involved.

Given thesignificantdifferencesbetweenCSAsurvivorsand

non-victims in regards to sexual self-schemas, it seemed impor-

tant to continue investigating these cognitions and their impact

on engagement in risky sexual behaviors and risk for adolescent

sexual assault. Although the sexual self-schema factors did not

mediate the relationship between CSA severity and adolescent

risky sexual behavior, in most instances, the sexual self-schema

factors explained additional variance in the risky behavior of

interest, beyond severity of CSA history. While the immoral/

irresponsible and open/direct factors explained additional var-

iance in both consensual sexual partners and alcohol usage, the

passionate/romantic factor did not explain additional variance in

either outcome’s variance. It may be that because sexual behav-

ioroftenoccursmorecasuallyamongcollegewomen,outside the

context of a long-term relationship or the desire for a romantic

relationship, the passionate/romantic factor was less predictive of

the risky sexual behaviors. In addition, the embarrassed/conser-

vative factor only added significantly to the prediction of con-

sensual sexual partners, not alcohol usage. College women who

are less embarrassed/conservative regarding sexuality are more

likely to engage in sexualbehaviorwith more partners, above and

beyond severity of their CSA history.

Anadditivemodelwas testedusinghierarchical regression to

determine if the sexual self-schema factors explained unique

variance in adolescent sexual assault, above and beyond abuse

characteristics and risky sexual behaviors. Interaction terms

were added to test for the moderating effects of the sexual self-

schema factors. The interaction between CSA and the immoral/

irresponsible factor, CSA and the open/direct factor, CSA and

the embarrassed/conservative factor, and CSA and the roman-

tic/passionate factor added significant contributions to the

explanation of adolescent sexual assault in CSA survivors. For

individuals high on the immoral/irresponsible factor, the rela-

tionship between CSA severity and adolescent sexual assault

experiences was significantly strengthened in a positive direc-

tion. However, for individuals low on the immoral–irresponsi-

ble factor, there was a decrease in adolescent sexual assault

experiences as severity of CSA experiences decreased. A pos-

sible explanation for this finding when women are high on the

immoral/irresponsible factor they may have more difficulty

engaginginassertiveandself-protectivebehaviors if theyencoun-

ter a risky sexual situation, particularly when they have severe

CSA history. The negative feelings (i.e., dirty, loose) evoked by

sexual situations may impede self-protective behaviors. This

finding isconsistentwithprevious researchwhichhas found that

women with CSA histories were lower in sexual refusal asser-

tiveness and reported they would be less likely to use active

forms of resistance when faced with hypothetical date rape

scenarios (VanZile-Tamsen, Testa, & Livingston, 2005).

The interaction between CSA severity and the romantic/

passionate factor was seemingly in direct contrast to the inter-

action explained above with the immoral/irresponsible factor.

At high levels of the passionate/romantic factor, the relationship

between CSA severity and adolescent sexual assault was neg-

ative. At low levels of the passionate/romantic factor, the rela-

tionship between CSA severity and adolescent sexual assault

was strongly positively. It makes theoretical sense that young

women who are choosing potential partners, but making these

decisions without viewing sexuality in a romantic way, may be

associating with individuals and attracting partners who are not

interested in forming relationships. These potential partners

may be more interested in interactions based on short-term, self-

serving motivations. Although much sexual activity, particu-

larly in college populations, occurs outside the context of any

established relationship, for CSA survivors who may also view

intimacy and sexuality as immoral and dirty, a less passionate

caring interaction may decrease the CSA survivor’s feelings of

comfort expressing her needs and desires.

Examination of the interaction between CSA and the embar-

rassed/conservative factor revealed that at high levels of the fac-

tor, CSA severity’s relationship with adolescent sexual assault

was negative. At low levels of the embarrassed/conservative

factor, the relationship between CSA severity and adolescent

sexual assault was significantly positive. A potential explanation

is that embarrassment and conservatism regarding sexuality

among CSA survivors is protective against subsequent victim-

izationas thesecognitionsaredrivingbehaviors thatareavoidant

of sexual situations (Andersen & Cyranowski, 1994). Conversely,

when CSA survivors are low in embarrassment regarding sexu-

ality, they are likely going to expose themselves to more sexual

situations, and therefore, from a simple probabilistic standpoint,

heighten their risk for adolescent sexual assault.

Finally, the pattern of the interaction between CSA and the

open/direct factor was inconsistent with the positive correla-

tions between the open/direct factor and both CSA severity as

well as adolescent sexual assault experiences. In addition, the t

tests revealed the mean for the open/direct factor was higher for

the CSA survivors than for non-survivors. Based on these data it

was expected that at higher levels of the open–direct factor, a

positive relationship would be observed between CSA severity

and adolescent sexual assault. However, this was not found. At

high levels of the open–direct factor, there was a negative
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relationship between CSA severity and adolescent sexual

assault. At low levels of the open–direct factor, there was a

positive relationship between CSA severity and adolescent

sexual assault. A coherent picture between the interaction pat-

tern and the earlier results emerged by focusing on the overall

pattern of these findings as well as the two adjectives that are the

cornerstones of this factor, openness and directness. The factor

seems to have a positive relationship with victimization expe-

riences when the factor was considered in its entirety. When

entered into the regression equation, it seemed likely that the

unrestricted sexual behavior variables partialled out much of

the variance associated with the openness component, leaving

behind the directness component of the factor. It makes theo-

retical sense that, for women with low levels of directness, ado-

lescent sexual assault experiences would increase as CSA

severity increases, as it seems this construct may be associated

with sexual assertiveness.

Due to the stringent control variables entered into the regres-

sion equation prior to each of these interaction terms, it appears

the impact of the interaction of the immoral/irresponsible, open/

direct, romantic/passionate, and embarrassed/conservative fac-

tors with childhood sexual trauma experiences is quite robust.

These findings underscore the comprehensive effect of CSA on

cognitive representations of sexuality as well as the importance

of attending to these specific types of cognitions about sexuality

among CSA survivors in a clinical setting. They also highlight

the unique relationship between the sexual self-schema factors

and CSA severity. It will be important for future studies that

examine these relationships to take abuse severity into account

in addition to examining a broad range of abuse experiences.

The current study had several limitations that should be

acknowledged. A major limitation of the current study was its

retrospective nature, and consequently, memory bias and other

unknown variables could have influenced the variables of

interest being assessed in this study. Due to its correlational

design, it was not possible to determine from the current study

which variables preceded or followed others, and no causal

relationship can be inferred from the results. Longitudinal data

are needed to determine the causal effect of sexual trauma expe-

riences on cognitive representations of sexuality as well as cog-

nitive representations of sexuality on sexual revictimization.

In addition, the current study used a convenience sample com-

prised of mostly white, heterosexual, well-educated women who

are not representative of the whole population of CSA survivors.

Additional research is needed to examine the immoral–irrespon-

sible factor in a clinical and more ethnically diverse sample of

women with a history of CSA to speak to the generalizability of

the findings of this line of research. The current body of research

onsexual self-schemafactorsdoesnotaddress the impactofother

types of traumatic events on sexual self-schemas such as physical

assault and emotional abuse, and future research is needed to

address the effects of cumulative trauma on sexual self-schemas.

As this was the first study to introduce the immoral–irre-

sponsible factor, future research should address the role of this

factor inexplainingsexualdysfunctionamongchildhoodsexual

trauma survivors. Future research geared at incorporating these

findings into therapy programs for survivors of CSA is also

needed. Subsequent revictimization among CSA survivors is

prevalent, and these cognitions about sexuality would be modi-

fiable targets for intervention and prevention endeavors. Also,

CSA survivors who present for treatment suffering from sexual

dysfunctions may be assisted by addressing these cognitions,

especially helping the CSA survivors increase their identity as

women who are passionate or romantic as opposed to dirty and

immoral. Finally, as CSA survivors are at heightened risk for

PTSD,futureresearchshould investigate the impactofPTSDon

sexual self-schemas as well as how psychological symptom-

atology and sexual self-schema factors may interact to increase

risk for revictimization.

This study contributes several important empirical findings to

the literature. The immoral–irresponsible factor is a new sexual

self-schema factor that augments the original scale and improves

its content validity for CSA survivors. This study demonstrated

that sexual trauma in childhood impacts multiple facets of sur-

vivors’ sexual self-perceptions, and these cognitions provide

important information about when CSA survivors are at height-

ened risk for adolescent sexual assault experiences. In addition,

the interaction between CSA severity and each of the sexual self-

schema factors explained unique variance in adolescent sexual

assault, above and beyond well-established contributors to ado-

lescent sexual assault. Despite the general assumption of mental

healthprofessionals thatCSAimpactscognitionsaboutsexuality,

very few studies have tested this idea empirically. This is the first

study to examine the impact these changes in cognitions about

sexuality might have on risk for adolescent revictimization.

Insummary, theprimarypurposesof thisstudywere to inves-

tigate differences between CSA survivors and non-victims in

cognitionsabout sexualityasassessed by thesexual self-schema

factors and to determine how these cognitions might impact the

risk of adolescent sexual assault. Perhaps the most important

result to highlight from this study is that CSA seems to have a

comprehensive effect on the sexual self-view of survivors. Sur-

vivors were more likely to view themselves as more sexually

openandlessconservative thannon-victims,andsurvivorswere

more likely toviewtheir sexuality inanegativelyvalencedman-

ner, associating their sexuality with descriptors such as immoral

and dirty as opposed to passionate and loving.
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Abstract This study estimated the risk of sexual victimiza-

tion associated with different family structures. Based on the

Danish Civil Registration System, all female visitors to the

Centre for Rape Victims (CRV) at the University Hospital in

Aarhus, during a two-year period (January 2005 to December

2006) were identified (N = 214) along with a control group

(N = 4,343) that was matched by age and residential loca-

tion. The family structure in the preceding year was used as a

predictor variable in a logistic regression model. Results in-

dicted that, compared to those who were married with chil-

dren at home, being single with children at home significantly

increased the likelihood of having visited the CRV. This is

consistent with the research literature that has shown that

single women with children are at risk for disadvantage on a

range of socioeconomic and psychological factors as well as

at risk for interpersonal violence.

Keywords Rape �Sexual victimization �Family structure �
Single mothers �Marriage

Introduction

Prevalence estimates of 6–14% for sexual assault of women

have been reported in large population based surveys in the

U.S. (Golding, 1999; Sorenson, Stein, Siegal, Golding, & Bur-

nam, 1987). There is limited information on self-reported

experiences of sexual victimization in Denmark. A national

youth probability study, based on participants aged between

13 and 15 years, found that 2.6% of the females reported

having been raped (Elklit, 2002). Sundaram, Laursen, and

Helweg-Larsen (2008) reported a higher estimate for adoles-

cent females (14–16 years) of 4% based on an analysis of the

Danish Youth Survey (Helweg-Larsen & Bøving Larsen, 2003).

Estimates from adult samples in Denmark and other Nordic

countries are consistently higher. Sundaram et al. (2008) re-

ported that 14% of females from the Danish National Health

and Morbidity Survey claimed at least once experience of

actual, or attempted, forced sexual activity. The estimate for

forced sexual activity based on the Prevalence and Health

Sequels of Violence project (Helweg-Larsen, Sundaram,

Heiskanen, & Piispa, 2003) was 4.6%, which was lower than

the same estimate from Finland (10%). In a large study of

females across five Nordic countries, 11.7% of the Danish

sample reported having experienced severe sexual abuse, which

was defined as actual or attempted penetration (Wijma et al.,

2003); this was lower than the estimate for the Finish sample

(15%) and higher than that for Sweden (5.8%). The use of

inconsistent definitions of sexual assault and rape and the

under-reporting of such experiences (Jewkes & Abrahams,

2002) leads to caution being required in the interpretation of

such estimates and may explain the variation in the preva-

lence rates.

The research evidence also suggests particular groups

have increased risk of sexual victimization. Increased rates of

sexual assault have been reported for females from racial

minorities (Elliott, Mok, & Briere, 2004), victims of child

sexual abuse (Campbell, Greeson, Bybee, & Raja, 2008),

women with severe disability impairments (Casteel, Martin,

Smith, Gurka, & Kupper, 2008), and women who report their

general health as poor (Cloutier, Martin, & Poole, 2002).
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Experience of sexual victimization and rape has been shown

to have negative consequences in terms of mental health, physi-

cal health, and interpersonal relationships. Research has pro-

vided evidence that sexual victimization is associated with a

rangeofpsychologicaland behavioralproblems(Resick,1993),

including posttraumatic stress disorder (Bromet, Sonnega, &

Kessler, 1998), recurrent depression, self-harming behavior,

and suicidal attempts (Floen & Elklit, 2007), alcohol abuse

(Hankin et al., 1999), disordered eating (Ackard & Neumark-

Sztainer, 2002), symptoms of psychosis (Shevlin, Adamson,

& Dorahy, 2007), and the abuse of prescription and recrea-

tional drugs (Kilpatrick, Acierno, Resnick, Saunders, & Best,

1997; Sturza & Campbell, 2005).

The dissolution of romantic relationships has also been

identified as a consequence of sexual assault or rape. Several

studies have noted that partnership break-ups are quite

common (35–59%) following sexual victimization (Becker,

Skinner, Abel, & Treacy, 1982; Burgess & Holmstrom, 1979;

Norris & Feldman-Summers, 1981). This may be, in part,

attributable to the social and interpersonal costs associated

with the aftermath of sexual victimization. Zweig, Crockett,

Sayer, and Vicary (1999) reported lower levels of relation-

ship quality and intimacy competence in victims of violent

sexual coercion and decreased interest and satisfaction in sex

(Siegel, Golding, Stein, Burnam, & Sorenson, 1990).

These findings indicate a significant methodological prob-

lem when estimating the risk associated with different family

structures and the risks of sexual victimization. The assess-

ment of family structure is generally concurrent with the self-

reported accounts of sexual victimization. For example, a pop-

ulation based survey study of 281 female registered voters in

one North Carolina city found that single status, divorce status,

and having children were associated with increased risks of

sexual assault (odds ratios 3.19, 9.56, and 2.09, respectively)

(Smith, Thornton, DeVellis, Earp, & Coker, 2002). Using

data from the National Survey of Mental Health in Australia,

Butterworth (2004) compared incidences of physical and sex-

ual violence reports of single mothers (N = 662) and part-

nered mothers (N = 1,602). Single mothers were found to be

over three times more likely (OR = 3.41) than partnered

mothers to report at least one form of physical or sexual

violence. These findings suggest that living without a partner

and having children increased the risk of sexual victimiza-

tion. However, it could also be argued that current family

structure was a result of prior sexual victimization; previ-

ously partnered women may have become unpartnered due to

their experience of sexual victimization. Furthermore, family

structure may be a proxy indicator of other variables that

predict sexual victimization, such as low socioeconomic

status (McLanahan & Percheski, 2008).

In order to establish the effects of different family types on

risk of sexual victimization, it would be preferable to conduct

a prospective study where family structure and previous

occurrences of sexual victimization were known and sub-

sequent occurrences of sexual victimization are then observed.

The use of such a cohort design has the desired property of al-

lowing the temporal ordering of events to be established. How-

ever, prospective designs are rarely employed as they are cost-

ly in terms of time to implement. Our study used the Danish

Civil Registration System (CRS), which stores information

on all Danish residents, to implement a quasi-prospective study.

Females who experienced sexual victimization were identi-

fied and their pre-victimization family structure and previous

experiences of sexual victimization were taken from the CRS.

This meant that the temporal ordering of family structure and

sexual victimization was established. In addition, the use of

information on annual income allowed for the statistical

control of this potentially confounding variable.

This study aimed to estimate the risk of sexual victimiza-

tion associated with different family structures. This study

will add to the existing research by (1) examining a broad

range of family structures, (2) addressing the temporal order-

ing problem by using family structure information before the

sexual victimization (and excluding cases of previous vic-

timization), (3) using a matched control group to assess dif-

ferences between those exposed and non-exposed to sexual

victimization, and (4) statistically controlling for differences

in financial status across the family structures.

Method

Participants

This study was based on the Danish Civil Registration Sys-

tem (CRS). A detailed description of the structure of CRS was

provided by Pedersen, Gøtzsche, Møller, and Mortensen (2006).

All females (N = 214), or cases, who visited the Centre for

Rape Victims (CRV) at the University Hospital in Aarhus,

Denmark during a two year period (January 2005 to Decem-

ber 2006) were identified and demographic information was

added based on the individual civil registrynumber (CPR). The

females who visited the CRV were aged from 13 to 87 years

(M = 26 years, SD = 13.41). The CPR data were used to ex-

tract a control group of 20 women for each case with the same

age and living in the same municipality; this equates to a prev-

alence rate of sexual victimization of 5%, which is between

the lower official statistics and the higher self-report estimates.

Any women who had visited the CRV since 1999 were not

included in the control group. For the time period January

2005 to December 2006, data from Denmark Statbank, the

central government agency for statistics, reported that there

were 54 rapes officially recorded in the Aarhus municipality.

The average female population in this municipality was

150,660 for the 2 year time period. Therefore, the officially
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recorded rapes and CRV attendance represented .04 and

1.4% of the population, respectively.

Family structure was a composite variable created from

register information on marital status, co-habiting status, and

number of children. The variable had six categories: (1)

married, children at home; (2) married, no children at home;

(3) single, children at home; (4) single, no children at home;

(5) cohabiting, children at home; (6) cohabiting, no children

at home. For the cases and controls, their family structure

during the year 2004 was recorded. The participant’s annual

income, in Danish krone (DKK), for the year 2004 was also

recorded.

Results

Data were missing on family structure for 151 controls (3.52%)

so the effective sample size for cases and controls was 4,343.

The cross-tabulated frequencies of cases and controls by fam-

ily structure are reported in Table 1. There were more than

expected cases in two family types (single, children at home

and cohabiting, children at home) although the difference

between the observed and expected counts was very small for

thegroup who were cohabiting with children athome. The over-

all association between family structure and CRV attendance

was statistically significant (v2 = 58.86, df = 5, p \ .01).

Data on income were missing for 421 controls (9.83%) and

25 cases (11.68%). The cases and controls differed signifi-

cantly on annual income. The mean income for controls (M =

115,438 DKK, SD = 109,126) was higher than for cases (M =

70,451 DKK, SD = 74,935) and this difference was statis-

tically significant, t(4046) = 5.60, p \ .01. To identify the

associations between specific family types and sexual vic-

timization, two logistic regression models were estimated.

For both models, the dependent variable was attendance at

the CRV in the 24-month period (2005–2006). For the first

model, the predictor variable was the family structure 2004,

and in the second model annual income added as a covariate.

For both analyses, the ‘‘married, children at home’’ group was

the reference category.

The results are shown in Table 2. For the first model, the

likelihood ratio test for the family structure variable was sig-

nificant (v2 = 54.14, df = 5, p\ .01) and the odds ratios indi-

cated that being single with children at home significantly

increased the likelihood of having visited the CRV, and being

married with no children at home reduced the likelihood

compared to those who were married with children at home.

For the second model, the likelihood ratio tests for the family

structure variable (v2 = 40.33, df = 5, p \ .01) and annual

income (v2 = 359.10, df = 5, p \ .01) were statistically sig-

nificant. The odds ratios indicated that being single with chil-

dren at home remained statistically significant, and the effect

for being married with no children at home became non-sig-

nificant.

Discussion

This study aimed to assess the relationship between family

structure and sexual victimization measured by attendance at a

CRV. The cross-tabulation results showed that higher than

expected rates of CRV attendance were found for single and

cohabiting women with children athome. Lower than expected

rates of CRV attendance were found for married women both

with and without children, and single and cohabiting women

with no children. The logistic regression indicated that single

women with children at home were 2.77 times more likely to

haveattended the CRV and marriedwomenwithout children at

home were 84% less likely to have attended the CRV than the

married women with children. The effect for married women

without children at home became non-significant when annual

income was statistically controlled for and the effect for single

women with children at home increased (OR = 3.27). There-

fore, this study suggested that family structures differed in

terms of the risk associated with sexual victimization while

controlling for different levels of income.

Table 1 Cross-tabulation of family structure and sexual victimization

Family structure 2004

Married, children

at home

Married, no

children at home

Single, children

at home

Single, no children

at home

Cohabiting, children

at home

Cohabiting, no

children at home

Cases

Count 65 2 57 59 18 13

Expected count 73.2 13.6 24.9 62.5 17.7 22.0

% 30.4 0.9 26.6 27.6 8.4 6.1

Controls

Count 1420 275 449 1210 342 433

Expected count 1411.8 263.4 481.1 1206.5 342.3 424.0

% 34.4 6.7 10.9 29.3 8.3 10.5
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Single women with children at home have a greater risk of

CRV attendance compared to their married counterparts, inde-

pendent of income. This is consistent with the research liter-

ature that has shown that singlewomen with children are at risk

of disadvantage on a range of socioeconomic and psycholog-

ical factors as well as risk of interpersonal violence. Single

mothers have been found to have lower income compared to

married mothers (Brown & Moran, 1997; Thomas & Sawhill,

2005), lower levels of educational achievement (Butterworth,

2004), and higher rates of unemployment (Macran, Clarke, &

Joshi, 1996). Lower levels of psychological well being for

single mothers have been consistently reported in the literature

(Butterworth, 2004; Cooper et al., 2008; Franz, Lensche, &

Schmitz, 2003; Hope, Power, & Rodgers, 1999) along with

elevated rates of substance and alcohol abuse (Barrett &

Turner, 2006). Single mothers, compared to partnered moth-

ers, were reported to be significantly more likely to have been

victims of rape, sexualmolestation, and severephysicalassault

or threatened with a weapon (Butterworth, 2004).

The mechanism by which this particular family type in-

creases the risks of a broad range of negative outcomes is not

clear. However, alternative theoretical models have been pro-

posed to explain the association between family type and

substance abuse (Barrett & Turner, 2006) and psychological

distress (Hope et al., 1999) and these may offer some guidance

in understanding the family structure-sexual victimization

link. These models share some explanatory variables, such as

the direct effect of economic deprivation and low levels of

social support. However, none of the theoretical models seem

to accommodate an explanation of sexual victimization as

such a model would need to accommodate explanations of

the motives of the assailant as well as the victim. As such,

any explanatory model based exclusively on characteristics

of the victim will be limited. An additional problem is that

any explanatory model will have to accommodate increasing-

ly large and heterogeneous family types (Andersson, 2002).

This study had some limitations. First, there was no inde-

pendent verification that every woman who attended the CRV

had actually been subjected to an attempted or completed rape

nor were there details of the nature of the assaults. Importantly,

the degree of physical force used in the assaults is unknown.

However, attendance at the CRV is an objective behavioral

indicator that is likely to be indicative of some type of sexual

aggressionhavingbeenexperienced. Second, thecontrol group

was matched only on the basis of age and living in the same

area. It is not known if the groups differed systematically on

potential confounding variables that are related to both family

structure and sexual victimization, such as socioeconomic

status. Third, not all women who experience sexual victim-

ization will have attended the CRV. It may be that married or

cohabiting women can find support from their husbands or

partners and are therefore less likely to attend the CRV. How-

ever, Ullman and Filipas (2001) found that marital status was

not a significant predictor of formal help-seeking in victims

of sexual assault. Fourth, it is possible that the family struc-

ture of some participants may have changed prior to experi-

encing sexual victimization. Finally, the percentage of the mu-

nicipality population that attended the CRV is much smaller

than would be expected given the prevalence estimates of

sexual victimization reported in the Introduction, and so the

sample may not be completely representative of the popu-

lation. However, the percentage is much larger than the offi-

cial government statistics, and this is consistent with previous

research that has reported higher rates of women attending

CRV’s than reporting to the police in Nordic countries (Nesv-

old, Worm, Vala, & Agnarsdóttir, 2005).
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Abstract Those who are rejection sensitive anxiously ex-

pect and readily perceive rejection. Rejection sensitivity is

hypothesized to predict behavior; however, this link may be

more evident in some contexts than others. The current study

examined the link between rejection sensitivity and condom

use. Australian young adults in romantic (n = 649, 70%

female) and casual (n = 144, 76.2% female) relationship

contexts completed measures on rejection sensitivity, con-

dom use preferences, and condom use. Regression analysis

showed that rejection sensitivity predicted condom use when

participants’ condom use preferences were at odds with those

they thought their partner held. Specifically, highly rejection-

sensitive individuals who preferred more frequent condom

use reported using condoms less often, if that was what they

thought their partners wanted. The results lend support to the

model of rejection sensitivity in that individuals comply more

with their perceived partner’s preferences if they are more

rejection-sensitive. The results also highlight the need to take

the situational context into consideration when examining

links between personality dispositions and behavior.

Keywords Condom use � Rejection sensitivity �
Condom use preferences � Relationship context

Introduction

In an effort to reduce rates of HIV and STIs, many researchers

have examined factors related to condom use. Although health

implications may be a primary motivating factor for conducting

such research, health implications may not be the only moti-

vating factor for condom use. Many scholars have suggested

that interpersonal factors may be more important than health

concerns to people making risky sex decisions and that a greater

emphasis is needed on the interpersonal dimensions of sexual

behavior (Amaro, 1995; Bromnick & Swinburn, 2003; Crock-

ett, Raffaelli, & Moilanen, 2003; Rosenthal, Hall, & Moore,

1992; Sheeran, Abraham, & Orbell, 1999). Thus, the current

study aimed to examine condom use as a behavior motivated by

interpersonal concerns. In particular, we were interested in how

the romantic views held by individuals related to condom use.

Romantic views refer to cognitive representations of relation-

ships that people hold (Furman & Simon, 1999) and may in-

clude constructs such as rejection sensitivity and attachment

style.

Rejection Sensitivity and Sexual Behavior

Those who are rejection sensitive readily perceive and anx-

iously expect rejection from others (Downey, Bonica, &

Rincon, 1999). In an effort to prevent rejection, individuals

may comply with what they perceive their partners to want.

Downey et al. suggested that one area in which compliance

may manifest is sexual behavior. We argue that those who fear

rejection may make condom use decisions based on what their

partner wants, rather that what they themselves want. In effect,

sexual compliance may manifest in condom use behavior.

In examining the link between rejection sensitivity and

sexual behavior, Young and Furman (2008) found that rejec-

tionsensitivitypredicted increased risk of sexual victimization

among adolescents. However, the relationship context under

which sexual victimization was taking place was unknown.

Additionally, the measure of sexual victimization included

experiences of the use of physical force to obtain sex. As the

construct of compliance involves voluntarily engaging in a
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behavior that one would rathernot do, it seems inappropriate to

consider forced sex as sexual compliance. Condom use may be

a more appropriate measure of sexual compliance.

The link between condom use and romantic views has been

investigated by attachment researchers. The construct of adult

attachment style shares similarities with rejection sensitivity.

In particular, attachment anxiety is characterized by fears of

abandonment and fears of being unloved (Collins & Read,

1990). Research suggests a link between attachment anxiety

and less frequent condom use (Feeney, Kelly, Gallois, Peter-

son, & Terry, 1999; Feeney, Peterson, Gallois, & Terry, 2000;

Kershaw et al., 2007), but also to more frequent condom use

(Bogaert & Sadava, 2002). One reason for these mixed results

may be that relationship status hasn’t always been considered.

More information is needed regarding how fears of rejection

may predict condom use in casual and romantic relationship

contexts. Research has shown that individuals expect to use

condoms more in casual versus romantic relationship contexts

(Ellen, Cahn, Eyre, & Boyer, 1996). In addition, those who

have casual sexual encounters use condoms more than those

who have romantic sexual encounters (Gebhardt, Kuyper, &

Greunsven, 2003; Juarez & Martı́n, 2006; Sheeran et al.,

1999). Therefore, it is apparent that relationship context is an

important variable to consider when predicting condom use.

When Should Rejection Sensitivity Matter?

In both romantic and casual relationships, it is also important

to consider whether each partner wants to use condoms.

Mischel and Shoda (1995) argued that in order to understand

how a personality disposition relates to behavior, it is not only

important to examine how behavior varies as a function of the

personality construct, but also the contexts in which this link

is strongest. If rejection sensitivity affects sexual behavior at

some times but not others, this may be a reflection of the true

nature of rejection sensitivity, rather than an inconsistent link

between rejection sensitivity and behavior.

The link between rejectionsensitivity andsexualcompliance

should be greatest when there is a chance of conflict or rejection.

When negotiating condom use, it is unlikely that rejection

sensitivity will affect behavior if both partners agree to use a

condom, or agree not to use a condom. In contrast, when one

partner wishes to use a condom but the other doesn’t, the chance

of conflict should be higher. These situations are more likely to

trigger rejection sensitivity. It is also these situations in which

weshouldexpect thosewithhigher levelsof rejectionsensitivity

to be more compliant and, therefore, it is important to consider

the condom use preferences of both partners.

Condom Use Preference

Many studies have examined attitudes towards condoms and

intentions to use condoms. Surprisingly, few studies have asked

participants whether they wanted to use condoms. At first

glance, these concepts appear similar, but there are important

distinctions to be made. Attitudes towards a behavior refer to

whether the individual’s evaluations of that behavior are

favorable or unfavorable (Ajzen, 1991). However, some indi-

viduals with negative attitudes towards condoms may still want

to use condoms to protect themselves against unwanted preg-

nancy and/or STIs. Intentions to perform a behavior refer to the

extent to which a person will try to perform a behavior (Ajzen,

1991). However, an individual may not intend to use condoms

but still want to use them. For example, some individuals may

not intend to use condoms due to their belief that they could not

convince their partners to use condoms, but they may still want

to use condoms. In order to accurately measure sexual com-

pliance, research should examine not whether individuals like

condoms, or whether they intend to use condoms, as such

constructs do not consider the overall condom use prefer-

ence. Instead, researchers should examine condom use prefer-

ences when examining condom use as a form of sexual

compliance.

In summary, the current study aimed to examine condom

use as a function of rejection sensitivity and condom use

preference discrepancies. It was expected that rejection

sensitivity would predict behavior in situations where indi-

viduals’ condom use preferences were at odds with their

partner’s perceived condom use preferences. The current

study grouped participants into four groups based on such

preferences. Two were congruent groups (both partners did

or did not want to use condoms) and two were incongruent

groups (participants either did or did not want to use con-

doms, and thought their partners wanted the opposite to

themselves). In the two incongruent groups, it was expected

that highly rejection sensitive individuals would be compli-

ant to what they perceived their partner’s condom use pref-

erences to be, whether that be by using condoms more or less

frequently. In the two congruent groups, it was not expected

that rejection sensitivity would be related to condom use. As

condom use often differs according to other birth control use,

this variable was controlled in all regression analyses (She-

eran et al., 1999). Additionally, since condom use and

expectations about condom use differ for romantic and casual

relationships, these effects were examined across both rela-

tionship contexts.

As an additional aim, the current study also sought to

describe the differences between condom use preference

groups. First, whether levels of condom use differed between

condom use preference groups, and second, whether men and

women were distributed significantly differently across

groups. As women expect their male partners to want use

condoms less than themselves (Edwards & Barber, 2009), it

was hypothesised that women would be overrepresented in

the group that wanted to use condoms more than they thought

their partners did.
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Method

Participants

Thecurrent study includedparticipantswith romantic (n = 649),

and casual (n = 144) relationship experience. All participants

were from one Western Australian university, were 18–25 years

of age, unmarried, and reported having sex with an opposite sex

partner during the past year. Seventy-one percent of participants

were born in Australia. The mean age of participants reporting

romantic relationship experience was 20.9 years (SD = 2.06).

Seventy percent were female. Those reporting casual relation-

ships were of similar age (M = 21.9; SD = 2.09) and gender

composition (76.2% female).

Measures

An online survey included sections on demographic infor-

mation, rejection sensitivity, relationship type, condom use

preferences, and sexual behavior.

Rejection Sensitivity

The Rejection Sensitivity Questionnaire (RSQ; Downey &

Feldman, 1996) presents participants with a number of situa-

tions where something is asked of another (e.g., you ask your

boyfriend/girlfriend if he/she really loves you). Participants

rated how concerned or anxious they would be over the person’s

response (1 = very unconcerned to 6 = very concerned) and

whether they expected the person to respond in an accepting

manner (1 = very unlikely to 6 = very likely). The RSQ

consists of 18 items using situations involving romantic part-

ners, friends,parents, andsignificantothers (a = .83);however,

the current study focuses on the six items that were specific to a

romantic relationship or a potential romantic relationship situ-

ation (a = .75).

A total rejection sensitivity score was calculated by fol-

lowing the instructions outlined by Downey and Feldman

(1996). This involved reversing the participants’ scores on

expectancy of acceptance to reflect expectancy of rejection,

and then multiplying the reversed score by their degree of

anxiety. Each of the multiplied scores was then averaged

across all six items, to provide a final rejection sensitivity

score. Higher scores reflect greater rejection sensitivity.

Relationship Type

Participants were asked about the different relationships they

had experienced during the last year. The definitions of

relationships are shown in the Appendix. All ‘‘other rela-

tionships’’ will be referred to as casual relationships in

analyses that follow. Participants who had experienced a

romantic relationship within the last year were asked to

think of their current or most recent romantic partner when

responding to the survey items on condom use preferences,

condom use and birth control use. The same method was used

for casual relationship experiences. Participants could respond

to either section on romantic or casual relationships, or both.

Condom Use Preferences

To assess participants’ own preference to use condoms, par-

ticipantswereasked‘‘Howoftendoyouwant touseacondom?’’

(1 = never to 5 = every time). To assess their perception of

their partner’s condom use preference, participants were asked

‘‘How often do you think your partner wants to use a condom?’’

(1 = never to 5 = every time). Some participants in casual

relationships indicated that they had sex with their partner only

once. Accordingly, such participants were presented with items

that were more relevant to their experiences as it did not make

sense to present a never-always frequency scale when they had

sex with their partners only once. Specifically, they were asked:

‘‘Didyouwant touseacondom’’and‘‘Doyouthinkyourpartner

wanted to use a condom’’? (1 = No, not at all to 5 = Yes, very

much). To bring the responses in line with those having sex

more than once, participants responding at the lower end of the

scale (with a 1 or 2) were recoded as 1 (never) and those

responding with a 4 or 5 were coded as 5 (every time). A small

number of participants responded with a 3 and were excluded

fromanalysis as itwasunclearwhich endof the scalewould best

represent their condom use preferences (n = 2 for own pref-

erences and n = 1 for partner’s perceived preferences).

To examine sexually compliant condom use behavior, par-

ticipants were divided into four groups based on their own

condom use preferences (more or less frequently) and congru-

ence with their partner’s perceived condom use preferences

(congruent or incongruent). The ‘‘Both Want’’ and ‘‘Both Don’t

Want’’ groups had condom use preferences that were congruent

with their partner. Specifically, when reporting condom use

preferences, these participants had preferences that were no

more than one point away from their partner’s perceived pref-

erences. In the ‘‘Both Don’t Want’’ group, both partners wanted

to use condoms less frequently. In the ‘‘Both Want’’ group, both

partners wanted to use condoms more frequently. Participants

were placed in one of two incongruent groups (the ‘‘Participant

Wants’’ and ‘‘Partner Wants’’ groups) when participants had

condom use preferences that were at least two points away from

theirpartner’sperceivedcondomusepreference. In the ‘‘Partner

Wants’’ group, participants wanted to use condoms less fre-

quently than they thought their partners did. In the ‘‘Participant

Wants’’ group, participants wanted to use condoms more fre-

quently than they thought their partners did.

If the participants rated their own or their partner’s con-

dom use preference as a 3, they were included in a congruent

group if they were only one point away from their partner, but

in an incongruent group if they were two points away from
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their partner. For example, if a participant rated their condom

use preference as a 3, and perceived their partner’s condom

use preference as a 2, then they were included in the ‘‘Both

Don’t Want’’ group. In contrast, if they perceived their

partner’s condom use preference to be a 1, then they were

included in the ‘‘Participant Wants’’ group. This ensured that

all participants in the incongruent groups had condom use

preferences that were at least two points away from their

partner’s perceived condom use preferences. If both the

participant and their partner’s perceived level of condom use

preference were rated as 3, they were excluded from analysis

(n = 22 for romantic relationships; n = 3 for casual

relationships).

Birth Control Use

Participants indicated which method of birth control they

generally used with that particular partner from a list. These

included not using protection or birth control, condoms, the

pill, and other forms of birth control (e.g., implanon, a dia-

phragm, having a vasectomy). Participants could endorse

more than one option if applicable (e.g., condoms and the

pill).

Condom Use

Participants were asked how often they used condoms with

their partner (1 = never to 5 = always). Participants who had

been in a casual relationship in which they had sex with their

partner only once indicated which method/s of birth control

they used that time. This resulted in a dichotomous measure of

condom use (yes/no). Similar to the condom use preference

measure, their responses were recoded to allow participants to

be included in the analyses. Those who used a condom with

their partner were recoded with a 5 as they technically used a

condom every time with their partner. Those who did not use

a condom were recoded with a 1, meaning they never used

protection with that partner.

Procedure

Participants were recruited to complete an online survey via

one of two ways: the School of Psychology homepage or an

email sent to university guild members. Posters were dis-

played on notice boards at various buildings around the

university directing students to the School of Psychology

homepage. All participants were required to enter their stu-

dent number and password to access the survey. This ensured

that only the university’s students participated and that re-

sponses were entered only once. Participants were assured

that although their student number was required to enter the

survey, identifying information would be kept separate from

their responses. The survey took approximately 15 min to

complete. To compensate participants for their time, they

were able to enter a lottery for a MP3 Player upon completion

of the survey.

Results

Descriptive information for rejection sensitivity, condom use

preference, partners’ perceived condom use preferences, and

condom use is shown in Table 1 for men and women in

romantic and casual relationship contexts. Analyses were

performed to examine whether the mean differences in condom

use frequency differed among condom use preference groups.

The mean levels of condom use for each group are shown in

Table 2. In analyses focused on casual relationships, the

‘‘Partner Wants’’ group was excluded due to low sample size

(n = 9). A one-way between-groups ANOVA was used with

post-hoc contrasts using Tukey’s tests to detect significant dif-

ferences in condom use frequency among condom use prefer-

ence groups. In romantic relationships, the ANOVA revealed

significant differences between groups, F(3, 616) = 276.50;

p\ .01, with ‘‘Both Don’t Want’’ participants using condoms

less than all other groups (p\ .01) and ‘‘Both Want’’ partici-

pants using condoms more than all other groups (p\ .01).

Table 1 Mean levels of rejection sensitivity, condom use preference, and condom use, by relationship type and gender

Variables Romantic relationships Casual relationships

Men

n = 188

Women

n = 458

Total

n = 649

Men

n = 33

Women

n = 110

Total

n = 144

M SD M SD M SD M SD M SD M SD

Rejection sensitivitya 11.06 4.11 11.86 4.89 11.62 4.69 11.27 5.13 12.29 5.28 12.09 5.26

Condom use preferenceb 2.51 1.63 2.62 1.69 2.60 1.68 3.46 1.88 3.64 1.75 3.61 1.77

Partner’s perceived condom use preferenceb 2.71 1.68 2.02 1.46 2.23 1.57 3.34 1.77 2.61 1.74 2.80 1.77

Condom useb 3.01 1.62 2.68 1.60 2.78 1.61 3.41 1.71 3.28 1.77 3.32 1.75

a Participants scores ranged from 1.50 to 29.50
b Absolute range 1–5
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In casual relationships, the between-groups ANOVA showed a

significantdifference in condomuse frequencybetweengroups,

F(2, 130) = 63.82; p\ .01. Tukey’s post hoc tests revealed

that all groups significantly differed from one another with

‘‘Both Don’t Want’’ participants using condoms the least

(p\ .05) and ‘‘Both Want’’ participants using condoms the

most (p\ .01).

Chi-square analyses were conducted to determine whether

men and women were distributed significantly differently

across condom use preference groups in romantic and casual

relationships. Seventy percent of participants in romantic

relationships were female, but results showed that men and

women were distributed differently across condom use

preference groups, v2(3, 656) = 49.04, p \ .01. Further

analysis suggested that the significant chi-square result was

due to the large residuals found in the ‘‘Partner Wants,’’

‘‘Participant Wants’’ and ‘‘Both Want’’ groups. Specifically,

fewer men (15%) and more women (85%) were found in the

‘‘Participant Wants’’ group than expected. Additionally, the

‘‘Partner Wants’’ group contained more men (69%) and

fewer women (31%) than expected. Finally, more men (41%)

than expected were found in the ‘‘Both Want’’ group. The

chi-square analysis was not significant for casual relation-

ships, v2(2, 144) = 3.44.

Multivariate Analyses

Multiple linear regression analyses were used to test the main

and interactive effects of rejection sensitivity and condom use

preference group on condom use frequency. Dummy variables

were created to allow the condom use preference groups to be

entered into the regression analyses. The ‘‘Both Don’t Want’’

group was the referent group. Analyses were run separately for

romantic and casual relationship contexts. At the first step, the

main effects of rejection sensitivity and the three condom use

preference group dummy variables were entered, along with

gender and other birth control use as control variables. At the

second step, the interaction terms were entered. The interac-

tion terms were created by multiplying dummy variable codes

with rejection sensitivity z scores.

Regression Analysis for Romantic Relationship Contexts

Statistics for the regression analysis are shown in Table 3. At

the first step, all three dummy variables and not being on an-

other form of birth control significantly predicted more con-

dom use. Neither rejection sensitivity nor gender significantly

predictedcondomuse. At thesecond step, the dummyvariables

and other contraceptive use remained significant predictors of

condom use. The dummy variable for the ‘‘Participant Wants’’

group significantly interacted with rejection sensitivity.

To test the nature of the interaction, condom use was re-

gressed onto rejection sensitivity separately for each condom

use preference group with gender and birth control retained as

control variables. Among ‘‘Participant Wants’’ participants,

rejection sensitivity significantly predicted less condom

use (B = -.05; SE B = .03; b = -.20; p \ .05). Among

Table 2 Mean levels of condom use frequency according to relation-

ship context and condom use preference group

Condom use

frequency

Romantic relationships

N = 628

Casual relationships

N = 132

M SD n M SD n

Both don’t want 1.67a 1.07 342 1.80a 1.24 36

Partner wants 3.74b 1.17 35

Participant wants 3.40b 1.38 100 2.58b 1.78 43

Both want 4.56c 0.70 140 4.75c 0.71 52

Values with differing subscripts in each column are significantly dif-

ferent from one another

Table 3 Summary of

hierarchical regression analysis

for variables predicting condom

use among sexually experienced

individuals in romantic

relationships (N = 617)

a Females = 0, males = 1
b Non-use = 0, use = 1

* p \ .05; ** p \ .01

Variable Model 1 Model 2

B SE B b B SE B b

Gendera -.06 .09 -.02 -.06 .09 -.02

Birth control useb -.73 .10 -.20** -.72 .10 -.20**

Rejection sensitivity -.01 .01 -.02 -.01 .01 -.01

‘‘Partner Wants’’ group 1.79 .19 .25** 1.91 .20 .27**

‘‘Participant Wants’’ group 1.61 .12 .36** 1.63 .12 .37**

‘‘Both Want’’ group 2.66 .11 .68** 2.65 .11 .68**

RS 9 ‘‘Partner Wants’’ .32 .18 .05

RS 9 ‘‘Participant Wants’’ -.26 .12 -.06*

RS 9 ‘‘Both Want’’ -.03 .12 -.01

Adjusted R2 .62 .63

F for change in R2 164.59** 3.15*
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‘‘Partner Wants’’ participants, rejection sensitivity did not

significantly predict condom use, but the coefficient was in the

expected direction with higher levels of rejection sensitivity

relating to more condom use, which would be the compliant

response for this group (B = .06; SE B = .04; b = .26;

p [ .05). For the congruent groups, rejection sensitivity did

not significantlypredict condomuse in the ‘‘Both Don’tWant’’

group (B = .01; SE B = .01; b = .01; p [ .05) or the ‘‘Both

Want’’ group (B = -.02; SE B = .01; b = -.11; p [ .05).

Regression Analysis for Casual Relationship Contexts

Statistics for the regressionanalysisare showninTable 4.At the

first step, rejection sensitivity significantly predicted less con-

dom use and the two dummy variables significantly predicted

more condom use. Neither gender nor birth control use was

significant. At the second step, the interaction between the

dummy variable, reflecting ‘‘Participant Wants’’ group mem-

bership, and rejection sensitivity was significant. This indicated

that rejection sensitivity interacted with being in the group in

which the participants wanted to use condoms more often than

they thought their partners did. Rejection sensitivity was not a

significant predictor of condom use at the second step, once the

interaction terms were taken into account.

Regression analyses were run separately for the three

condom use preference groups to investigate the direction

of the interaction with rejection sensitivity. Condom use

was regressed onto rejection sensitivity in each group with

genderand other birth control use retained as control variables.

Rejection sensitivity significantly predicted less condom use

in the ‘‘Participant Wants’’ group with a standardized beta of

-.57 (B = -.18; SE B = .04; p \ .01). Rejection sensitivity

did not predict condom use among participants in the ‘‘Both

Don’t Want’’ group (B = -.02; SE B = .04; b = -.08;

p [ .05) and the ‘‘Both Want’’ group (B = -.03; SE B = .02;

b = -.17; p [ .05).

Discussion

The current study examined the link between rejection sen-

sitivity and condom use, while taking into consideration

condom use preferences, to determine in what circumstances

rejection sensitivity predicted condom use behavior. In both

romantic and casual relationship contexts, the link between

rejection sensitivity and condom use was moderated by

condom use preference group membership. Specifically,

higher levels of rejection sensitivity predicted less condom

use in the ‘‘Participant Wants’’ groups. In groups where the

participants’ condom use preferences were congruent with

their perceptions of their partners’ preferences, the link be-

tween rejection sensitivity and condom use was not signifi-

cant. In the remaining ‘‘Partner Wants’’ group, rejection

sensitivity did not significantly predict condom use but the

relationship was in the predicted direction with higher levels

of rejection sensitivity being associated with more condom

use in romantic relationships. It is likely that the small sample

size of the ‘‘Partner Wants’’ group resulted in insufficient

statistical power to detect a significant relationship. In sum-

mary, rejection sensitivity predicted sexually compliant

condom use behavior when there was a discrepancy between

the participants’ condom use preferences and their partner’s

condom use preferences.

The resultsof the current study lend support to the argument

presented by Mischel and Shoda (1995) that a personality

disposition should relate to behavior particularly in situations

which act asa trigger to the personalitydisposition. In thiscase,

rejection sensitivity related to behavior in situations that were

ripe for conflict and rejection, that is, that the participant per-

ceived they had different preferences for condom use from

their partner. The results also suggest that the model of

rejection sensitivity (Downey et al., 1999) can be suitably

applied to compliant sexual behavior in both romantic and

casual relationship contexts among young adults.

Table 4 Summary of

hierarchical regression analysis

for variables predicting condom

use among sexually experienced

individuals in casual

relationships (N = 131)

a Females = 0, males = 1
b Non-use = 0, use = 1

* p \ .05; ** p \ .01

Variable Model 1 Model 2

B SE B b B SE B b

Gendera .11 .27 .02 .16 .26 .04

Birth control useb -.21 .23 -.06 -.17 .22 -.05

Rejection sensitivity -.08 .02 -.22** -.03 .04 -.07

‘‘Participant Wants’’ group .87 .29 .23** .86 .28 .22**

‘‘Both Want’’ group 2.90 .28 .79** 2.89 .28 .79**

RS 9 ‘‘Participant Wants’’ -.69 .28 -.23*

RS 9 ‘‘Both Want’’ .02 .28 .01

Adjusted R2 .53 .56

F for change in R2 30.57** 4.98**

1386 Arch Sex Behav (2010) 39:1381–1388

123



Young and Furman (2008) found that rejection sensitivity

predicted sexual victimization and suggested that youths who

were rejection sensitive may comply with their partner’s

pressures due to fear of rejection. The current results were

consistent with this suggestion and extend research on rejec-

tion sensitivity to condom use in both casual and romantic

relationship contexts. The current results also add to the lit-

erature on attachment anxiety and condom use. Past research

findings on attachment anxiety and condom use have been

mixed with one study finding attachment anxiety to be asso-

ciated with more condom use (Bogaert & Sadava, 2002), but

most studies have found attachment anxiety to be associated

with less condom use (Feeney et al., 1999, 2000; Kershaw

et al., 2007). The current results are consistent with previous

research finding attachment anxiety to be associated with less

condomuse, at least whenparticipantswanted to use condoms.

Young and Furman found that rejection sensitivity, but not

preoccupied attachment predicted sexual victimization, even

though the two constructs reflecting romantic views over-

lapped. They suggest that rejection sensitivity may be more

relevant to situations where setting boundarieswitha partner is

of concern as the measure of rejection sensitivity focuses on

acceptance from a partner, whereas preoccupied attachment

focuses on the emotional dependence upon a partner. The

current results suggest that there is a link between fears of

rejection and condom use that is dependent upon the context of

the sexual encounter, including the perceived condom use

preference discrepancy of the dyad. Thus, the results support

the idea that rejection sensitivity as a construct is relevant to

boundary setting with a sexual partner.

We also note that the results for condom use varied among

condom use preference groups. There were clear differences in

the frequency of condom use among the condom use preference

groups. Specifically, when both partners wanted to use con-

doms (the ‘‘Both Want’’ group), condom use was close to every

time. In contrast, in the ‘‘Both Don’t Want’’ group, condom use

was close to never. Condom use fell around the mid-range point

on the frequency of use scale in the groups where one partner

wanted to use a condom, but the other did not (the ‘‘Participant

Wants’’ and ‘‘Partner Wants’’ groups). Such results may help

inform health promotion efforts. Perhaps in couples where

neitherpartnerwishes tousecondoms,amorerealisticgoal than

increasing condom use may be to ensure that both partners have

STI and HIV tests before making the decision to have unpro-

tected sex. For couples with both partners wanting to use con-

doms, attention could be paid to the maintenance of condom

use. Finally, if an individual belongs to an incongruent group,

health promotion efforts could be directed towards respecting

one’s partner’s preferences to use condoms or in working to-

wards building communication skills about negotiating safer

sex with one’s partner.

One caveat to this health promotion approach is that par-

ticipants were coded as belonging to a condom use preference

group based on their perceptions of their partner’s condom

use preferences. We did not have the data to test the accuracy

of their perceptions. Therefore, it is possible that some

individuals who were assigned to the ‘‘Participant Wants’’

group had partners who wanted to use condoms more fre-

quently than they imagined. In such cases, it may be coun-

terproductive to educate individuals about skills to convince

their partner to use a condom (or to accept that they wear a

condom). To a rejection-sensitive person, the notion that their

partner may indeed be unwilling to use a condom, and that

they must convince them, would likely be an anxiety pro-

voking task that may be too much for them to attempt. Per-

haps it is simply their perceptions of their partner’s condom

use preferences that are inaccurate. If so, educating individ-

uals that others most likely want to use condoms as often as

they do themselves (Edwards & Barber, 2009) may prove a

more effective strategy for promoting safer sex.

Correcting misperceptions about partner condom use

preferences may be particularly important for women. The

current study showed that women were overrepresented in

the ‘‘Participant Wants’’ group. If women underestimate the

frequency at which their partners want to use condoms, they

may actually belong to the ‘‘Both Want’’ group, rather than

the ‘‘Participant Wants’’ group. In such cases intervention

could be directed towards correcting the misperception that

many men need to be convinced to wear condoms by edu-

cating women that generally men want to use condoms as

often as women do (Edwards & Barber, 2009).

Several limitations of the current study should be noted. The

number of participants recruited in the current study was satis-

factory, but few men with experience in casual relationships

participated.Assuch, thecurrent resultsmaynotgeneralizewell

to young men’s casual relationship experience. There was also a

lack of participants in the incongruent group where participants

wanted to use condoms less than they thought their partner did

(‘‘Partner Wants’’ group). This may have contributed to the

inability to detect a significant relationship between rejection

sensitivity and condom use in this group. Finally, the measure of

condom use was a single-item measure, although alternatives

are rare in this field of research (Noar, Cole, & Carlyle, 2006).

The measure of condom use preferences also may be limited by

the fact that participants were retrospectively reporting their

condom use preferences. It may be that participants adjusted

their condom use preferences to align with their behavior,

consistent with cognitive dissonance theory (Festinger, 1957).

Other recommendations for investigating condom use

behavior, however, have been followed (Noar et al., 2006).

This included controlling for birth control use and measuring

condom use specific to one particular partner which is not

often taken into account when predicting condom use,

according to the review by Noar et al. The other main strength

of the current study was that condom use was examined as an

interpersonal behavior, rather than just as health behavior.
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In summary, the current results extend the literature on

rejection sensitivity by applying the model to condom use

behavior. Rejection sensitivity was found to predict condom

use only when condom use preferences were perceived to be

discrepant from one’s partner. Thus, the results highlight the

importance of taking into account the condom use preferences

of individuals and their perceived partners’ preferences when

predicting condom use. When using an individual difference

variable to predict behavior, it is important to take the situation

into account and this claim has been supported in determining

the link between rejection sensitivity and condom use.

Appendix

Definitions of relationship types presented to participants
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Relationship

type

Relationship

sub-type

Presented definition

Romantic

relationships

No sub-types This is when you have had a

boyfriend or girlfriend. You

are both aware that you are in

an actual relationship

together. You may or may

have not have had sex

Other

relationships

This will include a variety of

casual relationships and

casual sex encounters

including:

A one night stand Sex with someone

you have just met

Sex with a friend You are primarily friends but

also have had sex

Sex with an ex-partner Having sex after you have

broken up

Casual relationships You have been seeing someone

casually, but the relationship

may not be ‘‘official’’. You

may be still seeing other

people or may be unsure

about where you stand with

each other. You may or may

not have had sex
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Abstract Opponents and proponents of erotic representa-

tions (referred to hereafter as‘‘pornography’’) have described

the effects of pornography from their perspective. Little, how-

ever, has been done in the way of research to investigate these

claims from the consumer’s point of view. This especially has

been so regarding the positive impact of such consumption on

a person’s sex life. Using a study group of 245 college stu-

dents, we examined this question in a framework of script-

ing theory. We wanted to see whether viewing pornography

appeared to expand sexual horizons through normalization

and facilitate a willingness to explore new sexual behaviors

andsexual relationships throughempowerment. Thedata sup-

ported this viewpoint and further showed the effects to be

mediated by gender and sexual preference identity. They sug-

gested, however, that established scripts were extended rather

than abandoned. We conclude with connections between our

findings and the widespread viewing of pornography in con-

temporary society.

Keywords Pornography � Sexual scripts � Gender �
Sexual preference � Normalization � Empowerment

Introduction

Pornography is intertwined in the sexualities of many people.

Although the consumption ofpornography in the UnitedStates

is difficult to measure, Rich (2001), has estimated that $10-$14

billion annually is earned from ‘‘video pornography…porn

networks and pay-per-view movies on cable and satellite,

Internet Web sites, in-room hotel movies, phone sex, sex toys

and…magazines….[P]ornography is a bigger business than

professional football, basketball and baseball put together.’’

Rich goes on to point out that: ‘‘People pay more money for

pornography in America in a year than they do on movie tick-

ets, more than they do on all the performing arts combined’’

(p. 462).

Despite pornography’s central place in American enter-

tainment, it still is the focus of great social controversy. On the

one hand, pornographic images have been attacked as a source

of social and moral evil and, on the other, have been defended

as contributing to sexual liberation. Attacks on pornography

come from both religious conservatives, who see pornography

as encouraging impersonal, casual sex, and from feminists

who claim that pornography makes the plight of women worse

by encouraging misogynist, sexist, and patriarchal attitudes.

This is seen as leading to the objectification of women, a loss

of respect for them, and to rape and violence against them

(Dworkin, 1981; Paul, 2005; Porn, Feminism, and the Meese

Report, 1987).

Although the attacks on pornography have centered on the

fear of its supposed negative effects, there has been little empir-

ical investigation of whether and how such effects may occur.

Moreover, when this has been attempted, results that do not sup-

port pornography’s negative image are often ignored or argued

away. For example, the in-depth research of the 1970 Com-

mission on Obscenity and Pornography showed no causal link

between pornography and violence (e.g., Goldstein, Kant, Judd,
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Rice,&Green,1971).Failure tofindnegativeeffects in the1970

research was displeasing to those with an anti-pornography

agenda (Rubin, 1984), and for whom being anti-porn waspart of

a wider conservative agenda. This shows how anti-pornography

sentiments do not necessarily rest on empirical evidence.

Rather, a negative effect is often believed to be the case whether

or not supporting evidence exists—especially if this fits a par-

ticular world view.

This can also be the case for those who take a liberal point

of view toward pornography. Defenders of pornography have

been firm in asserting the benign or positive effects of pornog-

raphy without strong empirical evidence to support their claims.

Other arguments that are common by defenders are directed at

the issue of censorship and the fact that the anti-pornography

focus is primarily ‘‘violent porn’’ and ‘‘child porn’’ rather than

what the majority of adults view (Klein, 2006). One interesting

change in the liberal view is the increasing support it receives

from feminists. Earlier (second wave) feminists were charac-

terized by their anti-pornography platform, but a generation

change has give rise to a‘‘third wave feminism’’(Bailey, 1997)

in which female sexuality is re-interpreted as a means of self-

definition and expression (see Alfonso & Triglio, 1997). Thus,

Beggan and Allison (2002) characterize the movement as

‘‘…expand(ing) the boundaries in which women are free to

express their sexuality’’ (p. 104)—which includes their con-

sumption of pornography (Chapkis, 1997; McElroy, 1995). The

change is seen as ‘‘a method of empowerment for women’’ to

control their own sexuality (Beggan & Allison, 2002, pp. 106–

107). These issues of boundaries and empowerment will be

considered later in this article. At this point, we note the emer-

genceof the claimthatpornography is educational, that it allows

individuals to explore in a safe way new forms of sex (Barbour,

1995; Duncan & Donnelly, 1991; Duncan & Nicholson, 1991),

especially for women, whose sexual expression historically

has been discouraged (Palac, 1995; Tanenbaum, 2004; Tiefer,

2004).

It is difficult to discern a‘‘winner’’in these battles. The tech-

nological revolution, particularly the Internet, has increased the

availability of pornographic images to more people than has

existed at any other time. At the same time, anti-pornography

forces have worked hard to pass laws to restrict the viewing of

pornography(especiallychildpornography).What remains true

is that there is insufficient empirical research on many of these

issues. The work done on mainstream pornography has usually

looked at its possible negative effects (for a review of this lit-

erature, see Davis & Bauserman, 1993). Little work has been

done on the supposed‘‘educational’’effect as claimed by some

of the above commentators. Research on this topic would fit

neatly into one of the major schemas in sex research, ‘‘sexual

scripts,’’offeredbyGagnon andSimon(1973), whichcenterson

the acquisition of cognitive schemes that connect to sexual

desires and behaviors. Extant research illustrates the plausibility

of such an approach and provides a direction to follow. Some

studies suggest that while pornography use does not directly

increase sexual satisfaction (Štulhofer, Buško, & Landripet,

2008), both men and women attribute positive influences to

pornography (Ciclitira, 2004; Hald & Malamuth, 2008; Loftus,

2002; Shaw, 1999). These tend to be effects that represent a

qualitative broadening of sexual horizons, such as learning new

forms of sexual behavior or finding new resources for fantasy

construction (Tiefer, 2004). Several recent studies also replicate

older findings that pornography use is associated with quanti-

tatively greater levels of activities, such as masturbation, as well

as overall numbers of partners (Janghorbani, Lam, & The Youth

Sexuality StudyTask Force,2003;Laumann,Gagnon,Michael,

& Michaels, 1994; Lewin, 1997; Traeen, Sorheim-Nielsen, &

Stigum, 2006), suggesting an expansion of sexual horizons.

Given pornography’s potential as a resource for exploring sexu-

ality (Attwood, 2005), greater attention to the correlates of por-

nography use is warranted.

Of course, we do not want to propose a simplistic model. The

effects of viewing pornography can be seen as wholly absent,

wholly negative, wholly positive, or a mixture of positive and

negative. Examples of these different points of view can be

found in Shaw (1999) for the putative effects on women and

Hardy (1998) for the putative effects on men. The movement

from exposure to pornography toward actual sexual experimen-

tation may be complex. For example, people who try out por-

nographic scenarios can end up feeling ridiculous (Morrison &

Tallack, 2005). The unrealistic portrayal of sexuality was also

noted by Paul (2005). In this article, we are concerned only with

examining any positive effects while also recognizing that a

person may feel it has had negative effects or no effects at all (cf.

Parvez, 2006).

Nor do we expect the effects of pornography viewing to be

uniform, but rather to be mediatedbyothervariables (for one list

of such variables, see Hald & Malamuth, 2008). In the present

research, we will consider gender and sexual preference identity

as mediating variables.

Gender has been shown to be a consistent predictor of both

the consumption of pornography (Janghorbani et al., 2003)

and its effects (Hald & Malamuth, 2008). Gender has also

been shown to relate to the appeal of pornographic themes—

with men on average preferring more hard-core and women,

more soft-core, themes (Hald, 2006; cf. Janssen, Carpenter,

& Graham, 2003). Compared to women, men have also been

shown to find pornography more sexually exciting and enhanc-

ing (Traeen, Spitznogle, & Beverfjord, 2004).

The second mediating variable, sexual preference iden-

tity, has been neglected in mainstream pornography research

(Morrison & Tallack, 2005). Yet, it is important as it allows for

a consideration of the effects of gender nonconformity on

sexuality. Thus, non-heterosexual people are freer from tra-

ditional gender roles; for example, non-heterosexual women

are less subject than heterosexual women to the expectations of

‘‘ideal femininity’’(cf. Gordon, 2002) and any double standard
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attached to it. In this instance, it could mitigate the traditional

expectation that ‘‘good girls’’ do not show too much interest

in pornography or sexual variety (cf. Tanenbaum, 2004). More-

over, Stein (1997) described how younger lesbians in the 1990s

created a more sexualized lesbian subculture in which they did

not model themselves after the more sexually restricted lesbians

of the past. This led to more sexual experimentation, including

the increased use of pornography, which can help to explain the

adoption of more expansive sexual scripts (heralded in the les-

bian publication, On Our Backs) with a wider variety of sexual

acts and partners seen as appropriate (cf. Califia, 1980, 1994).

Theoretical Considerations

As previously mentioned, the influence of pornography on

shaping sexuality can be conceptualized in terms of the devel-

opment of a person’s‘‘sexual scripts’’(Gagnon & Simon, 1973).

From this perspective, persons are engaged in defining situa-

tions as sexual through developing ‘‘organized cognitive [sex-

ual] schemas’’ (Gagnon, 1990, p. 6), which they have learned

and elaborated. Pornography is an important source through

which individuals can acquire or reinforce sexual scripts (for

one approach using script theory, see Štulhofer et al., 2008). It

can present appealing views of a variety of sexual behaviors as

well as portraying the pleasure possible from activities like oral

sex, anal sex, a variety of coital positions, etc. Nothing about this

process, however, is automatic. As Simon and Gagnon (1987,

p. 365) point out,‘‘Scenarios have to be tried on for confirmation

and possibly modified where stress or discomfort on either

interpersonal or intrapsychic levels is experienced.’’In addition,

the scripting schema does not deal with the processes that are

involved in making a script‘‘work.’’

We believe it is unassailable that the central function of

pornography is the creation or enhancement of sexual fantasy

and/or arousal. That is, it presents bodies, behaviors, and sit-

uations in a way that is intended tosexually inspireorexcite the

viewer, regardless of whether such bodies, behaviors, and

situations would be available or even desirable for the viewer

to experience in real life. Thus, the discussion of the social

utility of pornography centers on the acceptability of sexual

arousal and what it leads to. The question becomes: How does

pornography come to have a socializing effect on its viewers

through the development of sexual scripts?

We offer the following theoretical considerations on how

sexually explicit images could have a positive effect on a per-

son’s sexuality. Pornography can promote a ‘‘sensual slide’’

from everyday life into an erotic reality through the erotic con-

struction of time, space, persons, and situations in sexual depic-

tions (Davis, 1983). It provides both the presentation of ideal-

izedbodiesand theopportunities tovisualize theminavarietyof

sexual situations performing an abundance of sexual acts—

many of which could be considered to transgress mainstream

culture. Collectively, this expansive set of sexual possibili-

ties presented in pornography has been called a ‘‘pornotopia’’

(Marcus, 1966; Peckham, 1969; Williams, 1999). One key to

porn’s popularity is a‘‘validation of the viewer’s vision of erotic

abundance’’(Klein, 2006, p. 138).

We consider two major processes as operative with regard

to the effects of viewing pornography. The first we refer to as

‘‘normalization.’’ The more frequently a person enters the

world of pornotopia, the more s/he will view a variety of sex-

ual behaviors as being normal. That is, what may have once

been seen as odd becomes viewed as a variation of normal

behavior—in this instance, ‘‘normal’’ sexual behavior (cf.

Rubington & Weinberg, 1996), which has a decreasing

capacity to shock or offend (for a different conceptualization

of this in terms of‘‘satiation,’’see Zillmann & Bryant, 1984).

The second process that the consumption of pornography

can promote is a sense of erotic empowerment, the ability not

only to create or alter sexual scripts but also a desire to act on

them. Thus, in the words of Palac (1995),‘‘Once I figured out

how to use porn and come…my life was irrevocably chan-

ged…. For the first time in my life, I felt sexually autonomous’’

(pp. 34–35). According to Klein (2006), the ‘‘paradigm of

pornography’s truths is what sex therapists try to get couples to

understand…[that] the keys to satisfying sexual relationships

are self-acceptance and self-empowerment…’’(p. 137). Often

this is done by projecting oneself into the scene as a participant

(Hardy, 1998; Loftus, 2002); hence, the strong association

between pornography and self-masturbation. Persons become

empowered by the fantasy of‘‘easy sex,’’free from the real life

concerns such as anxieties over attractiveness, performance

and, especially, entangling relationships (see a description of

the parameters of‘‘easy sex’’in Weinberg & Williams, 1975).

A feeling of such erotic empowerment also can transfer to a

person’s actual sex life. What is learned from the sexual scenes

experienced in pornography can give a person both the interest

in, and the confidence to experiment with, sexual behaviors

s/he had previously never tried. While we will examine such

effects in a positive framework, they can also be considered as

negative consequences (e.g., for adolescents and young adults,

see Zillmann, 2000).

We do not, however, see people as cultural dopes (Garfinkel,

1967). We do not believe that people indiscriminately and

automatically take on the behaviors they see in erotic repre-

sentations,but ratherselect those thatfit inmosteasilywithother

aspects of their social and sexual socialization (on the domes-

tication of pornography, see Juffer, 1998). For example, the

social location of our study group may well serve to limit the

degree to which pornography modifies their sexual lives. Thus,

we suggest that they may increase the variety of sexual behav-

iors they engage in by integrating them into their existing sexual

scripts without much damage to core aspects of such scripts.
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Research Questions

To summarize the above, we present the following research

questions:

Normalization question. Is the greater frequency of pornog-

raphy consumption associated with expanding the bound-

aries of what is considered acceptable sexual behavior?

Empowerment question. Is the greater frequency of pornog-

raphy consumption associated with engaging in a greater

variety of sexual behaviors and is it also associated with an

expansion of the boundaries of who would be considered an

acceptable sexual partner?

Gender question. Are the answers to the above questions

mediated by the gender of the consumer so that such effects

are more likely to appear for one gender rather than another?

Sexual preference identity question. Are the answers to the

above questions mediated by the sexual preference identity

of the consumerso that sucheffects aremore likely toappear

for one sexual preference identity than another?

Method

Participants

The data used for the research come from a study of students

at a midwestern state university. Although a study group of

college students limits the social class background and the

age range of participants, pornography use is more common

among younger adults and among those with greater education

(Buzzell, 2005). As the purpose of this study was to examine

how the use of sexually explicit materials was related to sexual

attitudes and behaviors, for our purposes it was desirable to

analyze the data from a study group that contained a higher

concentration of pornography users than would be found in the

general population.

Two data collections were conducted: In the first (labeled

‘‘the quantitative research’’),weused closed-ended questions in

a self-administered questionnaire to discover whether associ-

ations existed between the frequency of viewing pornography

and the variables reflecting normalization and empowerment.

The study group was comprised of students who were recruited

from sociology courses containing 50 or more students. In the

initial phase of data collection, gathering a student study group

thatcontained at least asmanywomen asmen andrepresented a

variety of sexual identities was of great concern because the

relationship between pornography and women’s sexuality, and

more so gay/lesbian/bisexual pornography use, have been lar-

gely ignored in prior empirical research (Plante, 2006). To aid

in the recruitment of gay, lesbian, and bisexual identified par-

ticipants, we described the research at meetings of such stu-

dents and sent announcements to university gay, lesbian, and

bisexual email distribution lists. All students were offered the

choice of either a $10 phone card or a $10 Starbucks gift cer-

tificate for their participation in the study.

Of the 172 participants in the study group obtained in these

ways, 101 were women and 71 were men. Sixty-nine women

identified themselves as heterosexual and 32 as non-hetero-

sexual (14 identified as lesbian and 18 as bisexual). Among the

men, 52 identified themselves as heterosexual and 19 as non-

heterosexual (16 identified asgayand3 asbisexual).Theagesof

study participants ranged from 18 to 34 years with a mean of

21.3. Two-thirds of the persons in the study group were between

the ages of 18 and 22. Ethnically, 70% described themselves as

White, 6% Latino/Hispanic, 15% African American, and 10%

in some other way. Finally, using parental education as an indi-

cator of social class background, over half of both mothers and

fathers had a college degree. Although we found a greater pro-

portion of African Americans among the heterosexual women

and a slightly older average age for the non-heterosexual men,

these differences in social characteristics by gender and sexual

preference identitydidnotprove tobesignificantly related to the

responses given to the questions.

Theseconddatacollection(labeled‘‘thequalitativeresearch’’)

was conducted several semesters after the first one. We believe

that any study of the effects of pornography should include a

strong qualitative aspect in which the research participants

themselves provide their own interpretations of the experience

(see arguments for this by Attwood, 2005). Thus, we wanted to

see, in the participants own words, how viewing pornography

can relate to normalization and empowerment which, in turn,

can relate toone’s sexual life.Weprovidedanopen-ended ques-

tionnaire to students in their classes to voluntarily and anony-

mously complete. This additional phase of data collection was

intended to obtain a more in-depth view of the putative effects

of viewing pornography from firsthand accounts of viewers. A

total of 73 students completed and returned these question-

naires. In order to keep the questionnaire short, gender and sex-

ual preference identity were the only demographics requested.

Of the 73 participants, 74% were women and 26% were men

(similar to the gender distribution in the classes). Ninety-three

percent of the women identified as heterosexual, 4% as lesbian,

and 6% as bisexual. Sixty-three percent of the men defined as

heterosexual, 21% as gay, 11% as bisexual, and one as queer.

Procedure

In the quantitative study, participants were interviewed by six

well trainedundergraduate interviewers (threewomenand three

men) in a larger study covering a number of topics in addi-

tion to the topic of this article (Weinberg & Williams, 2005).

Participants were matched to an interviewer by gender, and

wereaskedwhether theywould ratherbe interviewedbyaheter-

osexual or non-heterosexual person. Throughout the training,
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pre-testing, and data collection stages, all interviews were care-

fully reviewed and any problems discussed with the interviewers.

We also talked to study participants after each interview; all rated

their interviewer as competent and the experience as enjoyable.

To gather data for the part of the study on pornography viewing

and its relationship to sexual variables, we used a closed-ended

self-administered questionnaire that was handed to the study par-

ticipant by the interviewer, answered privately by the participant,

put in and sealed in a large envelope we gave to them, and then

handed back to the interviewer. This questionnaire contained

items meant to measure attitudes toward the appeal of a variety

of sexual practices, the number and type of sexual experiences

engaged in during a set time period, and the social relationship

between the study participant and his/her sex partner(s).

In the qualitative study, students who wished to participate in

the study took a questionnaire that was available at the end of

class time, completed it outside of class, and returned it anon-

ymously to a collection box in the main office of the Sociology

Department.

Measures

The Quantitative Study

For the quantitative part of the research, principal components

factor analyses (varimax rotation) were carried out to aid in

the construction of composite measures. One composite was

related to pornography viewing and was comprised of two

items: In the last 12 months, how many times have you viewed

an X-rated movie or video? In the last 12 months, how many

times have you viewed soft or hard-core porn in magazines or

on-line (alpha = .75). There were 11 response categories for

each item ranging from 0 to over 100. Means and SD for the

each of the four gender-sexual preference identity subgroups

are shown in Table 1. The only significant difference in por-

nography viewing was across gender (p B .05)—with men

viewing pornography more frequently than women.

Another set of variables was constructed from a list of items

that were rated in terms of their appeal. The study participants

were informed that these ratings need not necessarily corre-

spond to actual behaviors or plans to engage in such behaviors.

The response categories were: 1 = very appealing, 2 = appeal-

ing, 3 = neither appealing nor unappealing, 4 = unappealing,

5 = very unappealing. Scores were reversed so that a higher

value indicated greater appeal. These composite measures based

on the factor analyses noted above (factor loadings, Cronbach’s

alpha, and the items contained in the composites are provided in

the Appendix) were as follows: Composite #1: Appeal of Using a

Vibrator/Sex Toy; Composite #2: Appeal of Oral-Genital Activ-

ity; Composite #3: Appeal of Anal Activity; Composite #4:

Interest in Third Parties (e.g., watching others, engaging in group

sex).

In regards to reporting actual behavior, we asked about the

number of times they had engaged in particular acts—with 11

response categories ranging from 0 to over 100. For acts of

partnered sex, in general, we also asked the number of persons

they had engaged in the act within the last 12 months—with 9

response categories ranging from 0 to over 30. For anal sex, we

asked this with regard to their lifetime. Based on principal

components factor analyses, the following composites (which

combined number of partners and frequency) were constructed

for sexual behaviors: Composite #1: Self-Masturbation; Com-

posite #2: Manual Sex; Composite #3: Oral Sex; Composite #4:

Coitus; Composite #5: Anal Sex (see Appendix for factor

loadings, Cronbach’s alpha, and detailed item listings).

The final measures were about the social relationship par-

ticipantshadwith their sexpartner(s).Thecategoriesof sexpart-

nerspresentedtostudyparticipants included:didn’tknoworhad

met that day (e.g., Spring Break); knew as a friend or acquain-

tance but hadn’t ‘‘dated’’; were on a first ‘‘date’’ with; had pre-

viously ‘‘dated’’ (not the first date or was an ex-partner or boy-

friend or girlfriend); were significantly involved with at the time

(partner/boyfriend/girlfriend). After questions on the number of

sex partners for various sexual activities (in the last year, except

foranal sex whereweused‘‘lifetime’’),we thenaskedhowmany

Table 1 Means and SD for pornography use (past 12 months) by gender and sexual preference identity

Frequency of viewing pornography Women Men Combined

Heterosexual Non-heterosexual Heterosexual Non-heterosexual

M SD M SD M SD M SD M SD

No. times viewed X-rated film or videoa 2.06 1.85 2.59 1.66 5.38 3.05 6.11 3.03 3.61 2.90

No. times viewed magazines or onlinea 2.20 1.41 3.44 2.78 6.15 3.51 7.37 2.75 4.20 3.49

Pornography composite 2.13 1.79 3.02 1.93 5.77 2.74 6.74 2.55 3.90 2.87

N 69 32 52 19 172

All means statistically significant across gender at p B .05
a Individual Items: 0, 1, 2, 3 = (3–5), 4 = (6–10), 5 = (11–15), 6 = (16–20), 7 = (21–30), 8 = (31–50), 9 = (51–100), 10 C 100
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of these persons fell into each of the above social relationship

categories. Thoits (1995) found that recall error increased the

most after a 12-month period. Thus, we restricted our time

period to ‘‘the last 12 months’’ with only one exception—the

measure for anal sex. We extended the time period for this event

to ‘‘lifetime’’ because of its relatively low incidence and the

assumption that the young age of the study participants would

make it fairly easy for them to recall the approximate number of

such experiences.

The Qualitative Study

The qualitative study contained the following open-ended

questions:

1. Howhaspornographyaffectedyourattitudestowardspecific

sexual acts (e.g., to find them more or less appealing)?

Describe what this change in attitude/appeal has been and

how pornography came to change it.

2. How has viewing pornography affected your actual sexual

behaviors (e.g., the particular sexual acts that you engage

in)? Describe what this change in sexual behavior has been

and how pornography came to change it.

Analysis

For the quantitative part of the research, ordinal logistic regres-

sions were run to explore the associations between frequency of

pornography viewing (composite) and the other variables. Sta-

tistically significant beta coefficients between the frequency of

pornography viewing and any of the other variables do not nec-

essarily indicate causality in a particular direction. Our inter-

pretation of the direction of these relationships is based on

results from the qualitative data collection, which described the

perceived effects from viewing pornography. This does not

meanthat insomecases thedirectioncouldnotbeadifferentora

more interactive one.

In order to account for the possibility of other variables

entering the relationship between pornography viewing and

the other variables, in the quantitative part of the research, we

controlled in all of our models for demographic factors other

than gender and sexual preference identity that could be con-

founding variables—viz., year in college, age, and religiosity

(and although there was a fairly strong correlation between

year in college and age, no collinearity was found in any of the

models using variance inflation factors). For this study group,

controlling for these variables did not change the results.

For the qualitative research, answers to questions 1 and 2

were readovera number of times and the datacoded in terms of

the themes of normalization and empowerment. We coded

statementsas illustrating‘‘normalization’’when theydescribed

how viewing pornography had made the study participant see

certain behaviors as more ‘‘normal’’ or ‘‘less strange’’ or ‘‘less

perverted’’then they had before such viewing. We coded state-

ments as illustrating ‘‘empowerment’’ when the participant

noted how viewing pornography increased her/his confidence

or courage in trying a particular sexual behavior. There was

almost complete agreement between the two authors who did

the coding; in the few cases where there was not, after dis-

cussion, we decided that these statements were too vague to be

coded as one or the other. The qualitative material was used to

interpret thecasualdirection underlying the associations found

in the quantitative study.

Results

Does Pornography Consumption Increase the Appeal

of a Variety of Sexual Behaviors?

As shown in Table 2, for all four gender-sexual preference

identity groups, we found positive associations between the

greater viewing of pornography and a more expansive sexuality

in terms of what were considered appealing acts. For all four

groups, the frequencyofviewingpornographywasrelated to the

appeal of the sexual presence of a third party (i.e., watching

other people engage in sexual activity both in porn videos and

watching them in-person, and in having sex with more than one

personat a time).For twoof the fourgroups (theexceptionbeing

non-heterosexual women and men), there was also a positive

relationshipbetween thefrequencyofviewingpornographyand

the appeal of using a vibrator/sex toy (i.e., using one on them-

selves or having a sex partner use a vibrator or other sex toy on

them). For the two groups of men as well as the heterosexual

women, there was also an association between the frequency of

viewing pornography and the appeal of anal sex (i.e., giving and

receiving manual anal stimulation and engaging in anal inter-

course). Finally, for the heterosexual women, the frequency of

viewing pornography was related to the greater appeal of oral

sex (performing and receiving).

The qualitative data provided many comments on how the

exposure to pornography altered study participants’ views of

what had been considered odd, unusual, or deviant. For exam-

ple, one woman described how anal sex became normalized:‘‘I

think porn has helped to open my eyes….Anal sex no longer

seems mysterious, [it] just seems normal.’’ Another woman

reported how seeing many acts of fellatio led her to see it in a

newway:‘‘Blowjobsdon’t seemasmuchofagross thingas they

used to seem (probably because there is oral sex in just about all

porn).’’ A third woman also noted how seeing sexual acts

visually portrayed made them more real and less unusual:

‘‘Viewing pornography has made more sex acts (fellatio, cun-

nilingus)moreappealing.Before Ididn’tknowwhat it [oral sex]

looked like…watching made it real.’’

Particularly supportive of our theoretical ideas were many

comments that compared what they had learned from their
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earlier sexual socialization and their exposure to pornogra-

phy. Thus, a man described how he came to see the sexual

perspective of his parents differently: ‘‘Since I am a very

sexual being, it [pornography] helps me to know that what I

see is not an abnormal act like my parents told me.’’ In the

words of a woman: ‘‘Coming from a home where talking

about sex was discouraged, I was taught that any sex, let alone

‘kinky’ sex, was bad. Pornography allowed me to see that

these that these variations are ok, more normal, and often very

enjoyable. I have become more open, accepting, and inter-

ested in most sexual acts because of porn.’’

Does Pornography Consumption Increase the Types

of Sexual Behaviors Engaged In?

If the frequency of viewing pornography increases the appeal of

various behaviors, does this translate into a similar relationship

in promoting expansiveness in engaging in the sexual behaviors

themselves? We first examined this relationship with solo sex

and then partnered sex.

Solo sex, i.e., self-masturbation, is the most common sexual

act associated with viewing pornography (Polsky, 1998) and

the most direct in its connection to pornography’s presentation

of a pornotopia. As shown in Table 3, for three of the four

gender-sexual preference identity groups (the exception being

the non-heterosexual women), there was a significant rela-

tionship between the frequency of viewing pornography and

the frequency of self-masturbation.

We also found a significant relationship between pornog-

raphy viewing and the frequency of heterosexual coitus for

three of the four groups (in this case, the non-heterosexual men

being the exception). The strength of this relationship was

significantly different across the gender-sexual preference

identity groups with the non-heterosexual women having the

Table 2 Ordinal logistic regression beta coefficients and odds ratios: appeal of various activities by frequency of viewing sexually explicit materials

Appeal composites Women Men

Heterosexual Non-heterosexual Heterosexual Non-heterosexual

b OR b OR b OR b OR

Use of a vibrator/sex toya 0.40* 1.50 0.36 1.44 0.23* 1.25 0.24 1.27

Oral-genital activitya 0.36** 1.44 -0.24 0.79 0.15 1.16 0.19 1.20

Anal activitya 0.28* 1.33 0.27 1.31 0.37** 1.45 0.63** 1.87

Interest in third partiesa 0.53*** 1.70 0.70** 2.02 0.29** 1.34 0.51* 4.00

No statistically significant differences across gender or sexual preference

* p B .05; ** p B .01; *** p B .001
a Composite range: 1 = very unappealing – 5 = very appealing

Table 3 Ordinal logistic regression beta coefficients and odds ratios: sexual behaviors by frequency of viewing sexually explicit materials

Sexual behavior composites Women Men

Heterosexual Non-heterosexual Heterosexual Non-heterosexual

b OR b OR b OR b OR

Self-masturbationa,b 0.55*** 1.73 0.25 1.28 0.92*** 2.51 0.66* 1.93

Manual sexa,c 0.21 1.24 0.28 1.33 0.12 1.13 0.28 1.32

Oral sexa,b 0.26** 1.29 0.17 1.18 0.20* 1.22 -0.01 0.99

Coitusa,d,e,f,g 0.25* 1.29 0.86** 2.37 0.21* 1.24 -0.22 0.81

Anal sexb,e,h 0.31* 1.36 0.74** 2.09 0.39** 1.48 0.03 1.03

* p B .05; ** p B .01; *** p B .001
a Time period is past year
b Composite range: 0–10
c Composite range: 0–8
d Beta coefficients statistically significant across gender at p B .05
e Beta coefficients statistically significant across sexual preference at p B .05
f Beta coefficients for gender/sexual preference interaction statistically significant at p B .05
g Composite range: 0–7
h Time period is lifetime
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strongest relationship followed by the heterosexual women.

Significant relationshipsbetween the frequencyofanal sex and

the frequency of viewing pornography were also found for

three of the four groups (the non-heterosexual men again being

the exception). In addition, we found that for the heterosexual

women and men, there was a significant association between

the frequency of viewing pornography and the frequency of

oral-genital activity.

A relationship between the frequency of viewing pornog-

raphy and anexpansion ofone’s sexuality, then, is not confined

to sexual fantasies or interests. In general, both the frequency

of solo and partnered sex were significantly related to the fre-

quency of pornography viewing, viz., more self-masturbation,

oral sex, heterosexual coitus, and anal sex.

We previously showed with the qualitative data that por-

nography can widen a person’s sexual horizon through the nor-

malization of various sexual acts. When it comes to translating

these new perspectives into behavior, however, we argued that

pornography seems to function not only as a learning experi-

ence, but a source of erotic empowerment for the viewer—

building up the confidence to try new things. These theoretical

interpretations also received support from the data of the qual-

itative study.

Many study participants made comments such as the fol-

lowing. From a woman:‘‘Porn has served as a source of ideas

for me to try.’’Fromanotherwoman:‘‘Watchingporn…caused

me to be more experimental.’’And from a man:‘‘It helped me

broaden what I do sexually.’’

Learning about oral-genital activity was most frequently

cited in this regard, as illustrated in the response of one woman:

‘‘Everything I know about oral sex I learned from porn.’’Other

new behaviors referred to included learning new sexual posi-

tions. In the words of one man,‘‘I like to try a lot of positions

that I’veseenonsome of thesevideos.’’And, fromanotherman,

‘‘There were things and positions I would never have thought

of that after seeing it I thought I have to try this out.’’An interest

in trying anal sex was also mentioned by some of the study

participants. In the words of one woman: ‘‘Anal sex in porn

made me curious so I have tried it several times and I enjoy it.’’

We were especially struck by the number of women who

voiced a sense of empowerment that was attributed to their

pornography viewing. One woman said, ‘‘It allowed me to be

more open to trying new things. I am more willing to try

something to see if I like it, instead of being scared of trying and

never doing it.’’And another woman:‘‘I am now more open to

different sex acts. I like to be adventurous and try new things.’’A

third woman stated it this way:‘‘Watching porn… [led me to be]

less afraid to be loud, made me feel less guilty about wanting

sex, wanting pleasure, and directly asking for it.’’ Such confi-

dence was not confined to women. One man had this to say:

Because I watch so much porn, I have confidence when I

give oral sex to my female partner. If anything, it’s made

me more confident in my decision making in a sexual

situation….Without porn, I probably never would have

been confident enough to perform cunnilingus on a

female.

Thus, as well as increasing the range of their sexual behaviors,

feelings of empowerment also were associated with the more

frequent viewing of pornography.

Does Pornography Consumption Expand the Boundary

for Acceptable Sex Partners?

As a consequence of increased normalization and empow-

erment, does more frequent viewing of pornography expand

Table 4 Ordinal logistic regression beta coefficients and odds ratios: relationship to the number of partners they performed oral sex on (past 12

months) by frequency of viewing sexually explicit materials

Social relationship Women Men

Heterosexual Non-heterosexual Heterosexual Non-heterosexual

b OR b OR b OR b OR

Didn’t know or met that daya 0.17 1.19 0.66 1.93 0.15 1.16 0.26 1.30

Knew as a friend or acquaintance but never datedb 0.26 1.30 0.49 1.63 0.16 1.17 0.09 1.10

Were on a first date withc,d 0.51 1.66 1.74 5.70 0.05 1.05 0.01 1.01

Had previously dated (was not the first date or was an ex-partner/

boyfriend/girlfriend)e
0.11 1.11 0.55* 1.73 0.04 1.04 0.51 1.67

Were significantly involved with at the timed 0.31* 1.37 -0.21 0.81 0.20 1.23 0.18 1.20

* p B .05; ** p B .01; *** p B .001
a Range: 0–15
b Range: 0–8
c Beta coefficients statistically significant across gender at p B .05
d Range: 0–5
e Range: 0–3
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the boundaries of with whom a person will engage in sex (e.g.,

to include people who are strangers or acquaintances)? As

presented in Tables 4, 5, and 6, we found that the more fre-

quent consumption of pornography was related to a greater

number of partners heterosexual women had oral and coital

sex with. The greater number of partners, however, was

restricted to ‘‘significant others’’ and did not reflect experi-

ences with a greater number of ‘‘casual sexual partners.’’

We obtained a similar result for the non-heterosexual

women with regard to the number of‘‘significant others’’as coi-

tal partners. Additionally, however, we also found relationships

between the extent of pornography viewing and oral and coital

sex with partners with whom they were not in a significant

relationship. This relationship with heterosexual intercourse

reflected the bisexual interests of many of the non-heterosexual

women.

For both groups of men, however, there was no significant

relationshipbetweenfrequencyofpornographyviewingandtheir

number of sex partners or the social relationship with their

sexual partners. Thus, the results on partners illustrate that the

Table 5 Ordinal logistic regression beta coefficients and odds ratios: relationship to the number of partners they received oral sex from (past

12 months) by frequency of viewing sexually explicit materials

Social relationship Women Men

Heterosexual Non-heterosexual Heterosexual Non-heterosexual

b OR b OR b OR b OR

Didn’t know or met that daya 0.13 1.14 0.35 1.42 0.10 1.11 0.23 1.27

Knew as a friend or acquaintance but never datedb 0.05 1.05 0.48 1.62 0.20 1.22 0.01 1.01

Were on a first date withc 0.03 1.03 – – -0.06 0.94 0.03 1.03

Had previously dated (was not the first date or was an ex-partner/

boyfriend/girlfriend)d
0.04 1.04 0.55* 1.74 0.01 1.02 0.22 1.25

Were significantly involved with at the timee 0.41* 1.51 -0.14 0.87 0.21 1.23 0.10 1.11

Note: Models that did not converge are noted with dashes. No statistically significant differences across gender or sexual preference

* p B .05; ** p B .01; *** p B .001
a Range: 0–12
b Range: 0–8
c Range: 0–10
d Range: 0–3
e Range: 0–5

Table 6 Ordinal logistic regression beta coefficients and odds ratios: relationship to the number of partners they engaged in coitus with (past 12

months) by frequency of viewing sexually explicit materials

Social relationship Women Men

Heterosexual Non-heterosexual Heterosexual Non-heterosexual

b OR b OR b OR b OR

Didn’t know or met that daya 0.21 1.23 0.64 1.89 0.05 1.05 0.10 1.11

Knew as a friend or acquaintance but never datedb -0.09 0.91 0.35 1.42 0.17 1.19 – –

Were on a first date withc 0.04 1.04 – – 0.00 1.00 – –

Had previous dated (was not the first date or was an ex-partner/

boyfriend/girlfriend)d
-0.07 0.93 0.92* 2.50 -0.05 0.95 – –

Were significantly involved with at the timea,e,f 0.39** 1.48 0.54* 1.72 0.10 1.10 -6.14 0.00

Note: Models that did not converge are noted with dashes

* p B .05; ** p B .01; *** p B .001
a Range: 0–5
b Range: 0–8
c Range: 0–1
d Range: 0–2
e Beta coefficients statistically significant across gender at p B .05
f Beta coefficients statistically significant across sexual preference at p B .05
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association with pornography consumption was mediated by

gender and sexual preference identity—having more of an effect

on the women than the men and, among the women, with dif-

ferences between the heterosexuals and the non-heterosexuals.

Discussion

The quantitative data showed a relationship between the viewing

of pornography and the variables of sexual appeal and behavior.

The qualitative data helped support our contention that the

viewingofpornographycanbroadentheappeal,andpractice,ofa

variety of sex acts. In other words, pornography’s profusion and

dissemination of sexual scripts seems to have, for some, a liber-

alizing effect. For example, for heterosexual men, there was an

association between the frequency of viewing pornography and

the appeal of using a vibrator, which parallels the common depic-

tion of the use of vibrators in pornography. Generally, these

findings were consistent with our theoretical assumptions that

pornography can shape a person’s sex life through the normali-

zation of sexual behaviors and a feeling of empowerment that

makes certain types of sexual experimentation more probable.

The normalization of pornography did not, however, necessarily

lead to the desire and empowerment to engage in sex with part-

ners outside of a relationship. The relationship between the fre-

quency of viewing pornography and the greater appeal of a

variety of sexual activities did not differ by gender or sexual

preference identity. Women did,however, showmorebehavioral

associations with the greater viewing of pornography than did the

men. Sexual preference identity also affected the relationship

with sexual behaviors.

The above findings suggest a number of things. First, the

relationship between pornography consumption and number of

coital partners for the heterosexual women was restricted to their

significant relationships. We interpret this as an extension of their

sexualscript ratherthanaleaptoaradicallydifferentone;namely,

they still follow a norm of ‘‘relationship sex.’’The finding of an

association between pornography consumption and the greater

likelihood of performing coitus on a first date or with someone

they previously dated on the part of non-heterosexual women can

beseen as reflecting a less conventional gender script.Finally, the

interaction between gender and sexual preference identity

showed that non-heterosexual women and men differed more in

associations between pornography consumption and frequency

of heterosexual coitus than did heterosexual women and men.

This finding for non-heterosexuals has also been found in other

research (Bell & Weinberg, 1978). It has been interpreted as

involving women’s history of accommodation to the other sex

and their greater conformity to societal expectations (the tradi-

tional script of women servicing men).

Before discussing the wider implications of these results, a

numberofcaveats shouldbemadeabout this study.First,our study

was limited by the nature of the study group, college men and

women, who lived in a milieu where erotic images were widely

available and sexual norms relatively permissive (Armstrong,

Hamilton, & Sweeny, 2006). This will affect the generaliz-

ability of the findings. For example, Parvez (2006) has shown

that social class background differentiates women’s enjoyment

of pornography. Second, the data are open to different inter-

pretations based on one’s sexual values. Individuals with con-

servative values may differ in their perspective from those who

are more liberal (such as our participants) in their interpretation

of the expansion of sexual repertoires as positive. Rather, this

could be viewed as reflecting an unhealthy focus on the sexual.

So too may greater acceptance of pornography be interpreted

from a conservative point of view as desensitizing and con-

tributing to undesired effects (see Hald & Malamuth, 2008),

whereas those with more liberal sexual values see pornography

as an important part of their sexual learning experiences. A third

caveat is a cross-sectional study such as this one does not allow

us to definitively know the causal direction of relationships. For

example, it could be that some people who have developed their

sexuality and sexual repertoire to a greater degree are also likely

to view pornography more. This could be the interpretation

given to the finding in a Norwegian study by Traeen et al. (2006)

thatexperiencewithgroupsexpredicted theamountofexposure

to pornography. Or it could be that some persons with a stronger

interest in sex have both a greater interest in viewing pornog-

raphy as well as finding more appeal in and engaging more

frequently in a variety of sexual activities. Haavio-Mannila and

Kontula(2003) foundtheviewingofpornographytobefrequent

among highly sexually-active individuals in a Finnish study

group. There is no reason, then, to believe that there is a

monolithic casual relationship. Our interpretation, one that

receives support from the qualitative data, is that, for some

people, viewing pornography plays a role in making a variety of

sexual acts more appealing as well as creating a greater desire to

experiment with them.

On a broader level, we can say that the expansion of por-

nography in the U.S. has not abated despite the attempts of its

opponents to restrict its spread (Klein, 2006). According to

Paul (2005), for large segments of the population, viewing

pornography is so common that it has become a routine part of

sexual socialization. We agree. It is the rare student, for exam-

ple, who has not seen pornography or does not know how to

access it (e.g., on her/his laptop). As pornography becomes

more a part of mainstream culture (and mainstream culture has

become more pornographic), permissive sexual scripts have

become widely disseminated. Scripts such as‘‘sex is fun,’’‘‘sex

need not be saved for marriage,’’and‘‘sex should be available

and imaginative’’are increasingly dispersed, which can affect,

as suggested by our findings, a greater appeal and more fre-

quent practice of a variety of sex acts. This seems to be espe-

cially the case for women. Research has shown an increase in

the viewing of pornography by women (Ciclitira, 2004) and

the incorporation of pornography into their sex lives with their
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partners as well as in solo sex. This is again in line with our

findings and supports Tiefer’s (2004) view that pornography

and self-masturbation can play an important part in women’s

sexual learning.

The growth of free and amateur pornography that is now

available also provides new ways of consumption undreamt of

by those involved in the pornography debates of the 1970s.

Thus, ‘‘pornotopia’’ has expanded its boundaries to intersect

more with the outside world. In this way, pornography has

played an important role in the widespread normalization of

sexuality in postmodern societies (referred to by McNair,

1996, as‘‘pornographication’’). Whether this is followed in the

larger society (i.e., beyond college campuses and in older age

groups) by more varied sexual practices is not easy to estimate.

Certainly this is possible. As noted in the Introduction, though,

we do not see people as cultural dopes (Garfinkel, 1967): they

seem to consume pornography like any other cultural product

in the postmodern marketplace. It may be important and

influential at different times in their lives (e.g., while in col-

lege) and in different situations (e.g., after divorce), and may

induceaperson toexperimenta fewtimeswithunconventional

sexualities (e.g., swinging, SM), but it will always be just one

element, and not necessarily the most important one, in their

sexual socialization. Gagnon (2004) noted that in postmodern

societies there is an increasing ‘‘disconnection between the

amount of erotica and the absolute conventionality of…peo-

ple’’ (p. 320). Moreover, survey research results in the U.S.

adult population do not show a large number of people expe-

riencing a personal pornotopia, even though their sexual

horizons have been expanded (Laumann et al., 1994). Por-

nography will continue to retain its symbolic uses as a signifier

of wider social concerns but, as its mostly benign effects are

increasingly recognized, it will, we expect, cease to be de-

monized. Gagnon and Simon (1970) have referred to written

pornography as a ‘‘paper tiger.’’ Perhaps they could speak

similarly today, this time referring to a‘‘pixel tiger.’’

Acknowledgments An early version of this paper was presented at the

Society for the Scientific Study of Sexuality meetings, Las Vegas,

November 2006. We are indebted to The Kinsey Institute for the Study

of Sex, Gender, and Reproduction for its graduate student grant to Sybil

Kleiner for her work on the study, and to the Editor and the anonymous

reviewers for their helpful suggestions for improving the paper.

Appendix: Composite Measures, Cronbach’s Alpha,

and Factor Scores

Appeal Measures

Composite #1: Appeal of Use of a Vibrator/Sex Toy

(alpha = .67): Two items—the appeal: of using a vibrator/

sex toy on yourself (.86); of having a partner using a

vibrator/sex toy on you (.86).

(Composite #2) Appeal of Oral-Genital Activity (alpha =

.46): Two items—the appeal: of receiving oral-genital

activity (.81); of performing oral-genital activity (.81).

(Composite #3) Appeal of Anal Activity (alpha = .83):

Three items—the appeal: of receiving manual-anal stim-

ulation (.85); of performing manual-anal stimulation (.91);

of performing anal intercourse [if a female, with a dildo]

(.84).

(Composite #4) Third Party Interest (alpha = .72): Three

items—the appeal: of watching others have sex on a video

(.79); of, in person, watching others have sex (.83); of

having sex with more than one person at a time (.81).

Behavior Measures

(Composite #1) Self-Masturbation (alpha = .79): Two

items—number of times masturbated over last 12 months

(.93); number of times masturbated over last 12 months

while viewing sexually explicit material (.93).

(Composite #2) Manual Sex (alpha = .88): Two items—

number of people you masturbated in last 12 months (.97);

number of people who masturbated you in the last

12 months (.97).

(Composite #3) Oral Sex (alpha = .89): Two items—

number of times you performed oral sex in last 12 months

(.95); number of times you received oral sex in the last

12 months (.95).

(Composite #4) Coitus (alpha = .53): Two items—num-

ber of times you performed coitus in the last year (.83);

number of people you engaged in coitus within the last

12 months (.83).

(Composite #5) Anal Sex (alpha = .90): Three items—in

your lifetime, number of people you performed finger anal

stimulation on (.80); in your lifetime, number of people

who performed finger anal stimulation on you (.89); in

your lifetime, number of people you have engaged in anal

intercourse with (.88).
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Abstract Previous studies indicate that homosexual or bisex-

ual individualsareatahigher riskofattemptingsuicidecompared

to heterosexuals. To overcome biases in these studies, more rig-

orous definitions of ‘‘suicide attempts’’ and the assessment of

multipledimensionsofsexualorientationareneeded. Inaddition,

studies from the German speaking region are sparse, especially

those not recruiting participants from the gay or lesbian commu-

nities. We solicited self-reported suicide attempts among 1,382

Austrian adults recruited through structured snowball sampling

from students’ social networks. Suicide attempts were more fre-

quently reported by those participants with homosexual or bisex-

ual fantasies,partnerpreference,behavior,andself-identification,

compared to their heterosexually classified counterparts. This

was true for any dimension of sexual orientation and for suicide

attemptswith intent todieorsuicideattempts that requiredmedi-

cal treatment. Our Austrian study confirmed existing evidence

that homosexual and bisexual individuals are at an increased

risk for attempting suicide. This should be considered in suicide

preventive efforts.

Keywords Suicide attempts � Sexual orientation �
Homosexuality

Introduction

Reviews of numerous studies conclude that lesbian, gay,

and bisexual (LGB) individuals report higher rates of suicide

attempts than heterosexuals (Bagley & Tremblay, 2000; King

et al., 2008; McDaniel, Purcell, & D’Augelli, 2001; Meyer,

2003; Plöderl, Sauer, & Fartacek, 2006; Russell, 2003). These

reviews also indicate that the increased suicide risk of LGB

individuals continued to appear in recent studies with meth-

odologically improved methods such as using birth cohorts,

twin registries, prospective designs, representative and large-

scaled adolescent surveys, or matching LGB individuals with

their heterosexual siblings.

Ithas,however,beenargued that the increasedsuicideattempt

riskamongsexualminoritiesmaybeaproductofmethodological

biases in thesestudies.Forexample,biasedresultsmaystemfrom

vague definitions of‘‘suicide attempt.’’Most studies only used a

single item on suicide attempts, thus leaving it open to the study

participants to decide what counts as a suicide attempt. When

suicide attempts were more rigorously assessed, the difference

in sexual orientation lost its significance in one study (Savin-

Williams, 2001, Study 2), but not in another study, where the risk

difference actually increased (Bagley & Tremblay, 1997). In the

Savin-Williams (2001) study, participants were given follow-up

questions to classify suicide attempts as ‘‘false attempts,’’ i.e.,

attempts that were not carried out and were only suicide plans or

‘‘trueattempts,’’i.e., attempts thatwerecarriedout.Nosignificant

sexualorientationdifferencesoccurredafter restricting theanaly-

sis to true suicide attempts. Bagley and Tremblay’s (1997) study

is, to our knowledge, the only study that differentiated between

suicidal gestures (with no clear intention to die and without a

lethal method) and serious suicide attempts with a clear intention

to die and/or the use of a potentially lethal method (Bagley,

Wood, & Young, 1994). Notably, the intent to die is crucial for

distinguishing suicide attempts from other suicide related behav-
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iors (Silverman, Berman, Sanddal, O’Carroll, & Joiner, 2007).

Using the ‘‘serious suicide attempt’’ variable resulted in a sub-

stantially greater sexual orientation difference than using the

‘‘suicidal gesture’’ variable. Given the mixed results of the two

studies and the lack of relatedstudiesassessing intent to die, more

researchwith improvedassessmentsof suicideattempts is clearly

needed.

Another methodological problem is the measurement of

sexual orientation. Most studies used only one dimension, such

as sexual attraction, sexual behavior, or self-identification

(King et al., 2008; Plöderl et al., 2006; Russell, 2003). It is still

an open question what dimension of sexual orientation is most

appropriate (Herek & Garnets, 2007; Savin-Williams, 2006,

2008). Relying on the behavioral dimensions makes it impos-

sible to classify individuals who did not have sexual contacts

but are certain about their sexual identification. Classification

problems also arise if there is a discrepancy between dimen-

sions of sexual orientation. For example, a clear majority of

men who had sex with men identified as heterosexual (Pathela

et al., 2006). Similarly, the majority of bisexually attracted men

and women considered themselves as heterosexual (McCabe,

Hughes, Bostwick, West, & Boyd, 2009). Moreover, some

individuals are not sure about their sexual orientation and this

was found to be associated with increased distress (Espelage,

Aragon, Birkett, & Birkett, 2008). Such individuals often do

not find appropriate categories in questionnaires, and it is not

justified to place them simply in a homosexual, bisexual, or

heterosexual category. Suicide risk may vary with the dimen-

sion of sexual orientation. Thus, studies with multiple dimen-

sions of sexual orientation would therefore be beneficial but are

largely lacking (Russell, 2003). Meyer (2003) discussed that a

person’s homosexual identity may lead to more proneness

toward minority stress, but also is a source for affiliation and

support from other minority members. Indeed, a review of

studies concluded that gay identified males have the highest

risk, and those with same-sex behavior and same-sex orienta-

tion have a somewhat lower, but still increased, risk compared

to their heterosexual counterparts (Russell, 2003). Similarly,

another study reported that women and men who identified

themselves as lesbian or gay generally had greater odds of

substance abuseandsubstance dependence than when minority

sexual orientation was defined by same-sex attraction or

behavior (McCabe et al., 2009). However, in another of the few

available studies with multiple dimensions of sexual orienta-

tion, same-sex sexual behavior was a stronger predictor of

suicide attempts than homosexual identity or attraction, per-

haps because same-sex behavior is a‘‘social fact that makes the

stress of non-heterosexuality more acute’’ (Wichstrøm & He-

gna, 2003, p. 149). Given these mixed findings, more research

with multiple metrics of sexual orientation is needed.

Most of the reviewed studies are from English-speaking

countries. There are only few studies from German-speaking

European countries and these studies found high rates of

suicide attempts among sexual minorities (Berliner Senats-

verwaltung für Bildung, Jugend und Sport, 1998; Biechele,

2001; Dannecker & Reiche, 1974; Plöderl & Fartacek, 2005).

Participants in these studies were recruited from gay and les-

bian communities (LGB support groups, bars, festivals, youth

summer camps, LGB-press). It is not clear if such a sampling

procedure leads to overestimation or underestimation of

mental health problems, because participating in a sexual

minority community may bear both risk factors (e.g., alcohol

consumption in gay bars) or protective factors (social support)

for mental health (Herek & Garnets, 2007), or because such

organizations may be selectively visited by LGB individuals

with more mental health problems (Muehrer, 1995; Savin-

Williams, 2001, 2008). Empirical studies found that attach-

ment to the LGB community was associated with lower levels

of depression (Lewis, Derlega, Berndt, Morris, & Rose, 2001;

Mao et al., 2009; Mills et al., 2004), but also with more drug

and alcohol use (Knox,Kippax, Crawford,Prestage, & VanDe

Ven, 1999; Plöderl, 2005). No effects of gay community

involvement were found for suicide attempts and suicide

ideation in an Austrian study (Plöderl, 2005). However, gay

youth sampled from support groups had higher rates of suicide

attempts than those sampled from non-support groups (Savin-

Williams & Ream, 2003). ‘‘LGB community’’seems to be an

umbrella term for a variety of organizations, with different

effects on mental health, and this may explain the above mixed

findings. Sampling from the general population instead of

from LGB organizations may overcome possible biases.

The present study attempted to contribute to the existing

literature about the association of suicide attempts and sexual

orientation by overcoming important caveats of previous

studies. This was realized by applying multiple dimensions of

sexual orientation, more rigorous classifications of suicide

attempts, and by using a sample that was not recruited from

LGB organizations or venues.

Method

Participants

Study participants were recruited with a structured snowball

sampling procedure via a social network of psychology stu-

dents (see procedure section for details). Participants were

classified as heterosexual, bisexual, or homosexual with dif-

ferent metrics of sexual orientation (see measures section).

About half (n = 726, 53%) of the 1,382 study participants were

female. The mean age was 37.77 (SD = 14.45) and ranged

from 18 to 84 years. Nearly half (47%) had a degree of edu-

cation lower than Matura (equivalent to German Abitur or the

British A-level), 38% had Matura, and 14% were academics.

Compared to theAustrian population in 2005 (Statistik Austria,

2006, 2009), our participants were younger (Austrian mean

1404 Arch Sex Behav (2010) 39:1403–1414
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age in the range of 18 to 84 years: 46.64 years), and they had a

higher degree of education (Austria: 77% lower than Matura,

14% Matura, 10% academics).

Measures

Sexual Orientation

The behavioral dimension of sexual orientation was assessed

with the items ‘‘Sex partner(s) since the age of 18’’ and ‘‘Sex

partner(s) in the past 12 months’’ with the response options:

women/men/women and men/no sex. Sexual fantasies and sex-

ual attraction were assessed with‘‘In your sexual fantasies there

are …’’ and ‘‘You would like to have sex with …’’ and five

response options: only women/mostly women/men and women/

mostly men/only men). Self-identification was assessed with

‘‘How do you describe yourself?’’ with the response options:

heterosexual/mostly heterosexual/bisexual/mostly homosexual/

homosexual/transsexual/not sure. Participants were classified

as bisexual if they ranged somewhere between the hetero-

sexual end and the homosexual end of the response options.

For some analyses, a stricter cut-off for bisexuality was used,

where mostly heterosexually identified, mostly opposite sex

attracted, and those with mostly opposite sex fantasies were

categorized as heterosexual.

Suicide Attempts

The gate question on suicide attempts was ‘‘Have you ever

attempted suicide?’’ with ‘‘yes/no’’ options separately for the

past year and for previous years. To separate suicide attempts

from other suicide-related behavior, follow-up items had to be

completed by participants who reported a suicide attempt in the

gate question. In case of multiple self-reported suicide attempts,

participants had to refer to the most serious attempt. The follow-

up itemswere inspiredbystudies thatusedmore rigorousassess-

ments of suicide attempts among sexual minorities (Bagley &

Tremblay, 1997; Savin-Williams, 2001).

Open-ended questions were used to assess the motive behind

the suicide attempt, the suicide method, resulting injuries, and

resulting treatment of the injuries. Injuries resulting from sui-

cide attempts were categorized into those treated in a hospital,

treated by a doctor (outside a hospital), self-treated injuries, and

no injuries.

To determine if the attempt was actually carried out, the

multiple choice item‘‘What describes the suicide attempt best?’’

was used, having six response options: (1) I only thought seri-

ously about hurting/harming myself; (2) I had everything pre-

pared but did not try to attempt suicide; (3) I stopped hurting/

harming myself in the last second. I knew that it would not have

been lethal; (4) I stopped hurting/harming myself in the last

second. I knew that it would have been lethal; (5) I hurt/harmed

myself, but I knew that I would not have died from this; (6) I

hurt/harmed myself and I knew that I would die from this.

Finally, intent to die was quantifiedwith themultiple-choice

item ‘‘How strong was the wish to die?’’ with the response

options:very strong/strong/likely not strong/I definitely did not

want to die. The first three response options were collapsed into

a ‘‘some intent’’category. A‘‘strong intent’’ category was cre-

ated by collapsing those who responded with ‘‘very strong’’or

‘‘strong’’on the item.

We also tried to uncover false negative (unreported) suicide

attempts among participants who did not report a suicide

attempt in thegatequestion.Therefore,weusedtheexpressions

‘‘incident’’or‘‘harm/injury’’instead of‘‘suicide attempt.’’Such

incidents were solicited with the item:‘‘There was an incident

where I hurt or harmed myself, or where I intended to do so, but

I do not think this was a suicide attempt (e.g., overdose of

alcohol or medication, standing in front of an abyss, jumping in

front of a car, cutting wrists, and the like).’’ Follow-up items

identical to those described above were given for a further

description of the incident.

Categorization of Suicide Attempts

We created five different types of suicide attempt categories.

First, as inmostprevious studies, a participantwas classified as

a suicide attempter if he or she reported a suicide attempt in the

past year or in previous years according to the simple gate

question‘‘Have you ever attempted suicide?’’

Second, for a more rigorous classification of a suicide

attempt, participants were classified as attempters only if (1)

they reported a suicide attempt in the gate question or an

incident of self harm in the follow-up item (for those who did

not initially reported a suicide attempt), (2) there was some

intent to die, and (3) the attempt/incident was either carried out

or aborted but with resulting injuries, and not just ideated,

planned, or aborted without injuries (see also Plöderl, Kralo-

vec, Yazdi, & Fartacek, in press).

A third category was similar to the second one, except that

only attempts with strong intent to die were considered.

The fourth category was suicide attempts that were carried

out with a clear expectation to die, i.e., participants who chose

the follow-up item: ‘‘I hurt/harmed myself and I knew that I

would die from this.’’

The fifth and last type of suicide attempts was the kind that

resulted in medically treated injuries. The fourth and fifth

categories also included the second criterion, i.e., only attempts

with some intent to die and attempts that were actually carried

out.

Procedure

Each of 85 psychology students who already took part in

survey-methodology courses distributed 20 questionnaires
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within his or her social network of friends, colleagues, family

members, or relatives, making up a total of 1,700 distributed

questionnaires. In this structured snowball sampling proce-

dure, a sampling scheme was followed as close as possible for

the student, so that each subsample of 20 participants reflected

the Austrian adult population with respect to sex, age, and

education. The students were instructed to guarantee the ano-

nymity of the participants and to achieve a high response rate.

Guarantee of anonymity was attempted by leaving it open to

the participant if he or she wanted to hand back the question-

naire in a sealed envelope to the student or, alternatively, send

it back in a prepaid envelope by regular mail directly to the first

author. The studentswere also instructed to tell the participants

how important it was for the quality of the data to give honest

answers; to achieve a high response rate (by explaining that

non-responding may bias the results); that the results were

necessary to answer important research questions; and that

study results may be obtainable upon request. Sampling issues

were discussed in regular meetings.

Of the 1,435 returned questionnaires (84% response rate),

some were excluded because they were blank or contained

obviously joking answers (n = 7), because gender was not

reported (n = 1) or because the age was lower than 18 years

(n = 34) or because the gate question about suicide attempts

was left blank (n = 8). Furthermore, three subjects were

excluded because they described themselves as transsexuals.

Finally, 1,382 (81%) questionnaires were entered into the data

set for the analysis.

Data Analysis

Data were analyzed with R 2.7.0 (R Development Core Team,

2008). Odds ratios and 95% median-unbiased confidence

intervals werecalculatedwith the‘‘epitools’’package (Aragon,

2007). The associations of suicide attempts with sexual ori-

entation were calculated for each metric of sexual orientation

and separately for men and women. For the latter two types of

suicide attempts, however, we did not report the results sepa-

rated by gender because of low counts.

Results

Association of Sexual Orientation with Age

and Education

The association of age with sexual orientation was inspected via

regression analysis with age as the dependent variable and sex-

ual orientation as the predictor, with heterosexuals as reference

category. Bisexually classified participants were significantly

(p\.05) younger than heterosexuals on the sexual orientation

dimensions sexual fantasies (b= -3.78, SE = 0.93, t = -4.06),

partner preference (b= -4.41, SE = 1.16, t = -3.81), and self-

identification (b= -3.30, SE = 1.45, t = -2.77). Participants

ranging on the homosexual end of the sexual orientation

dimensions tended to be younger than heterosexuals, but the

differences did not achieve statistical significance (for descrip-

tive results, see Table 1). Participants who had no sex in the past

year were significantly older than their heterosexually active

counterparts (b= 3.38, SE = 1.46, t = -2.33, p\.05), whereas

this age difference was reversed for sex in previous years (b=

-15.62, SE = 3.01, t = -5.19).

Associations of education with sexual orientation were

explored with v2-tests and analyses of standardized residuals.

There were significant effects (p\.05) of education for sexual

fantasies, v2(4) = 11.40, and sex since the age of 18, v2(6) =

16.34 (Table 1). The significant result for sexual fantasies was

produced by the disproportionately high percentage of highly

educated bisexual participants. The significant effect for sex

since the age of 18 resulted from the disproportionately high

fractionof participants who were highly educated and bisexual

and those with medium education who had no sex.

Table 1 Age and education and relation to dimensions of sexual orien-

tation

Sexual orientation Age Education (%)a

M SD Low Medium High

Fantasies

Heterosexual 38.63 14.87 49 38 13

Bisexual 34.85 12.66 41� 42 18�

Homosexual 35.85 10.08 42 32 26

Preferred partner

Heterosexual 38.37 14.70 49 38 13

Bisexual 33.96 12.27 39 43 18

Homosexual 34.42 9.63 42 37 21

Self-Identification

Heterosexual 37.91 14.41 48 39 13

Bisexual 34.61 13.81 37 42 21

Homosexual 33.69 8.40 44 31 25

Not sure 32.89 16.28 33 56 11

Behavior (12 mos)

Heterosexual 37.53 13.84 47 38 14

Bisexual 31.40 12.62 27 53 20

Homosexual 35.88 12.18 38 46 17

No sex 40.91 19.29 54 39 7

Behavior (prev.)

Heterosexual 38.23 14.47 48 38 14

Bisexual 35.23 12.40 38 38 25*

Homosexual 33.33 9.90 33 42 25

No sex 22.61 9.50 35 65* 0�

� Standardized residual p\.10; * standardized residual p\.05
a Percentages add up to 100 row-wise
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Intercorrelations of Sexual Orientation Dimensions

The intercorrelations of the sexual orientation metrics were all

statistically significant for both men and women and tended to

be smaller among women than men (see Tables 2 and 3).

Suicide Attempts and Sexual Orientation

Suicide attempts as a function of different measures of sexual

orientation are shown in Tables 4–8. Based on the gate question,

suicide attempts were more frequently reported by participants

withhomosexualorbisexual fantasies,partnerpreference,behav-

ior, and self-identification, compared to their heterosexually

classified counterparts (see Tables 4 and 5). Most of the dif-

ferences achieved statistical significance.

Analysis of suicide attempts that were actually carried out

and involved at least some intent to die resulted in comparable

or even increased sexual orientation differences compared to

results based on the simple gate question (Tables 4 and 5).

Again, a clear majority of the differences were statistically

significant. When considering only suicide attempts with strong

intent to die, men and women with homosexual or bisexual

fantasies/partner preference/behavior/identification still repor-

ted higher incidences of suicide attempts than their heterosexual

counterparts (see Tables 4 and 5). Most of the sexual orienta-

tion differences remained statistically significant among men;

among women, the results lost significance for sexual fantasies,

partner preference, and self-identification.

The results for suicide attempts with a clear expectation of

death and with medically treated injuries are shown in Table 6.

Because the incidences of suchattemptswere low, resultswere

not separatedbygender. Theanalysis for thegate-questionwas

given as a baseline. For suicide attempts with clear expectation

of death (‘‘I hurt/harmed myself and I knew that I would die

from this’’), the differences were significant for participants

who ranged on the homosexual end of the sexual orientation

dimensions, but not for bisexuals, and some differences could

notbecalculated because no suicide attempter was in thebisex-

ual group. For attempts with medical treatment, the majority

of differences were statistically significant and tended to be

larger or comparable than for the gate question.

Participants classified as bisexual had comparable or

smaller risk differences than those classified as homosexual in

most cases when they were compared with heterosexuals (see

odds ratios in Tables 4–6). If homosexual and bisexual par-

ticipants were collapsed into one group, they nearly always

reported significantly more suicide attempts compared to

heterosexuals.

Using a stricter cut-off for bisexuality for the sexual ori-

entation dimensions sexual fantasies, partner preference and

self-identification led to a substantial decrease of participants

who were classified as bisexual (Tables 7 and 8). Some of the

sexual orientation differences then became non-significant,

especially for the sexual fantasies dimension.

Women who were unsure about their self-identification

reported significantly higher rates of suicide attempts com-

pared to heterosexuals. There was only one man who was

unsure about his sexual identification and he stated to having

attempted suicide.

Notably, innearlyall analyseswhere there was nostatistical

significance, odds ratios clearly exceeded 1.00. This hints at an

increased suicide attempt rate among individuals with homo-

sexualorbisexual fantasies,partnerpreference,behavior,orself-

identification. Among men, non-significant sexual orientation

differences occurred most frequently for sexual behavior since

theageof18asdimensionof sexualorientation.Amongwomen,

no significant differences occurred between homosexuals and

heterosexuals for all dimensions of sexual orientation.

Because of some significant sexual orientation differences

for age and education we inspected if the results for suicide

attempts were influenced by these variables. Therefore, age

and education were controlled for in logistic regression anal-

ysis with suicide attempts as dependent variables. Since the

results remained comparable, they are not reported here. Thus,

it can be assumed that sexual orientation differences in suicide

attempts rates are not caused by sexual orientation differences

with respect to age or education.

Table 2 Correlations of sexual orientation measures (women)

Sexual

orientation

Fantasies Preferred

partner

Identification Behavior

(12 mos)

Preferred partner .56 –

Self-identification .32 .49 –

Behavior (12 mos) .28 .37 .42 –

Behavior (prev.) .34 .44 .53 .64

Note: The original items with five response options were used for sexual

fantasies, partner preference, and self-identification. Those who did not

report sexual behavior were treated as missing. All correlations were

nonparametric Spearman rank correlations and were statistically sig-

nificant (p\.0001)

Table 3 Correlations of sexual orientation measures (men)

Sexual

orientation

Fantasies Preferred

partner

Identification Behavior

(12 mos)

Preferred partner .77 –

Self-identification .66 .80 –

Behavior (12 mos) .42 .53 .50 –

Behavior (prev.) .45 .54 .54 .69

Note: The original items with five response options were used for sexual

fantasies, partner preference, and self-identification. Those who did not

report sexual behavior were treated as missing. All correlations were

nonparametric Spearman rank correlations and were statistically sig-

nificant (p\.0001)
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Discussion

In this study of Austrian adults, suicide attempts were more

frequently reported by participants with homosexual or bisex-

ual fantasies, partner preference, sexual behavior, and self-

identification, compared to their heterosexually classified par-

ticipants.Contrary toour study,previousAustrianandGerman

studies recruited their participants from the LGB community

with possible biases. However, high rates of suicide attempts

occurred with both sampling approaches.

In our study, increased rates of suicide attempts among

sexual minority individuals occurred for all dimensions of

sexual orientation: sexual behavior, sexual fantasies, partner

preference, and self-identification. Most of these differences

were also statistically significant.

Among women, the risk differences were strongest for the

behavioral indicators of a non-heterosexual orientation. For

men, largest odds were found for homosexual or bisexual

behavior in the past 12 months and for self-identification as

homosexualorbisexual.Homosexualbehaviormaybea‘‘social

fact’’ that is especially associated with minority stress, as dis-

cussed by Wichstrom and Hegna (2003). In accordance with

that hypothesis, non-heterosexual fantasies or attraction were

the dimensions with the smallest odds for suicide attempts,

perhaps because these dimensions remain hidden and are less

associated with minority stress. For men, the odds for having

attempted suicide were also high for those who identified as

homosexual or bisexual. Perhaps these men more often came

out and were more frequently exposed to minority stressors.

They also may be more gender nonconforming with related

Table 4 Suicide attempts as a function of sexual orientation (women, N = 726)

Sexual orientation Na % Suicide attempts

Gate question With some intent to die With strong intent to die

n % OR (95% CI) p n % OR (95% CI) p n % OR (95% CI) p

Fantasies

Heterosexual 471 (65) 14 (3) Ref. cat. 9 (2) Ref. cat. 7 (1) Ref. cat.

Bisexual 243 (33) 18 (7) 2.6 (1.3–5.4) ** 16 (7) 3.6 (1.6–8.7) ** 8 (3) 2.2 (0.8–6.6)

Homosexual 9 (1) 1 (11) 4.5 (0.2–28.0) 1 (11) 7.0 (0.3–46.4) 1 (11) 9.0 (0.3–62.7)

Bisexual/homosexual combined 252 (35) 19 (8) 2.7 (1.3–5.5) ** 17 (7) 3.7 (1.6–8.8) ** 9 (4) 2.4 (0.9–7.0)

Preferred partner

Heterosexual 579 (80) 19 (3) Ref. cat. 14 (2) Ref. cat. 10 (2) Ref. cat.

Bisexual 139 (19) 13 (9) 3.0 (1.4–6.3) ** 11 (8) 3.5 (1.5–7.9) ** 5 (4) 2.2 (0.6–6.3)

Homosexual 7 (1) 1 (14) 5.4 (0.2–35.3) 1 (14) 7.4 (0.3–49.4) 1 (14) 10.3 (0.4–72.0)

Bisexual/homosexual combined 146 (20) 14 (10) 3.1 (1.5–6.4) ** 12 (8) 3.6 (1.6–8.1) ** 6 (4) 2.5 (0.8–6.8)

Self-identification

Heterosexual 622 (86) 22 (4) Ref. cat. 17 (3) Ref. cat. 12 (2) Ref. cat.

Bisexual 69 (10) 7 (10) 3.1 (1.2–7.3) * 7 (10) 4.1 (1.5–9.9) ** 2 (3) 1.6 (0.2–6.2)

Homosexual 6 (1) 1 (17) 6.0 (0.2–41.2) 1 (17) 7.8 (0.3–54.6) 1 (17) 11.1 (0.4–79.8)

Bisexual/homosexual combined 75 (10) 8 (11) 3.3 (1.3–7.4) * 8 (11) 4.3 (1.7–10.1) ** 3 (4) 2.2 (0.5–7.2)

Not sure 8 (1) 3 (38) 16.4 (3.0–74.3) ** 1 (13) 5.6 (0.2–35.3) 1 (13) 8.0 (0.3–52.0)

Behavior (12 mos)

Heterosexual 626 (86) 24 (4) Ref. cat. 18 (3) Ref. cat. 10 (2) Ref. cat.

Bisexual 12 (2) 3 (25) 8.5 (1.7–31.5) * 4 (33) 16.9 (4.0–60.5) ** 2 (17) 12.7 (1.6–58.8) *

Homosexual 8 (1) 1 (13) 4.0 (0.2–24.4) 1 (13) 5.3 (0.2–33.4) 1 (13) 9.6 (0.4–64.4)

Bisexual/homosexual combined 20 (3) 4 (20) 6.4 (1.7–19.3) ** 5 (25) 11.3 (3.3–33.4) ** 3 (15) 11.1 (2.2–41.1) **

No sex 67 (9) 4 (6) 1.6 (0.5–4.4) 2 (3) 1.1 (0.2–4.0) 2 (3) 2.0 (0.3–8.0)

Behavior (prev.)

Heterosexual 661 (91) 24 (4) Ref. cat. 17 (3) Ref. cat. 11 (2) Ref. cat.

Bisexual 37 (5) 6 (16) 5.2 (1.8–13.1) ** 8 (22) 10.4 (3.9–25.8) ** 4 (11) 7.3 (1.9–23.0) **

Homosexual 5 (1) 1 (20) 7.2 (0.3–54.8) 1 (20) 10.3 (0.4–79.3) 1 (20) 15.9 (0.5–127.2)

Bisexual/homosexual combined 42 (6) 7 (17) 5.4 (2.0–12.8) ** 9 (21) 10.3 (4.1–24.7) ** 5 (12) 8.1 (2.4–23.8) **

No sex 11 (2) 1 (9) 3.0 (0.1–16.8) 0 (0) – 0 (0) –

* p\.05; ** p\.01
a Numbers may not add up to the total sample size because of missing data on some sexual orientation dimensions
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negative experiences. However, a homosexual or bisexual iden-

tity was not the strongest predictor for suicide attempts among

women. Furthermore, among men (but not among women),

non-significant differences most likely occurred if sexual orien-

tation was based on sexual behavior since the age of 18. Maybe

this is not a very valid dimension of sexual orientation. Simi-

larly, for men but not for women, studies that used sexual

behavior over a longer period tended to result in weaker sexual

orientation differences for depression and suicidality than stud-

ies with other dimensions or a mixture of dimensions (Plöderl

et al., 2006). Moreover, most studies report a stronger sexual

orientationdifferencefordepressionandsuicidalityamongmen

than among women, but this effect was reversed in two studies

that used the behavioral dimension over an extended time

(Frisell, Lichtenstein, Rahman, & Långström, 2010; Gilman

et al., 2001). Thus, using lifetime homosexual behavior may

obscure sexual orientation differences of suicidality among

men. However, this may not apply to other mental health prob-

lemsand,asmentioned in the introduction,current researchgives

no clear picture which dimension of sexual orientation is asso-

ciatedwith thestrongest risks forvariousmentalhealthproblems.

Therefore, more research about the covariation of risk and pro-

tective factors with different dimensions of sexual orientation is

needed. However, we again want to stress that an increased risk

for having attempted suicide occurred for all dimensions of

sexual orientation in our study. Similarly, there were no signifi-

cant heterogeneities among the studies that entered in a meta-

analysis and that used different dimensions of sexual orientation

(Plöderl et al., 2006). Thus, it is likely that future studies will also

find significant sexual orientation differences independent of the

Table 5 Suicide attempts as a function of sexual orientation (men, N = 656)

Sexual orientation Na % Suicide attempts

Gate question With some intent to die With strong intent to die

n % OR (95% CI) p n % OR (95% CI) p n % OR (95% CI) p

Fantasies

Heterosexual 580 (88) 16 (3) Ref. cat. 12 (2) Ref. cat. 10 (2) Ref. cat.

Bisexual 65 (10) 7 (11) 4.3 (1.6–10.6) ** 6 (9) 4.9 (1.6–13.1) ** 5 (8) 4.8 (1.4–14.2) *

Homosexual 11 (2) 3 (27) 13.4 (2.6–52.8) ** 3 (27) 17.9 (3.4–73.0) ** 2 (18) 13.1 (1.7–61.5) *

Bisexual/homosexual combined 76 (12) 10 (13) 5.3 (2.2–12.2) ** 9 (12) 6.4 (2.5–15.7) ** 7 (9) 5.8 (2.0–15.8) **

Preferred partner

Heterosexual 605 (92) 18 (3) Ref. cat. 13 (2) Ref. cat. 11 (2) Ref. cat.

Bisexual 38 (6) 5 (13) 5.0 (1.5–13.6) ** 5 (13) 7.0 (2.1–20.0) ** 4 (11) 6.5 (1.7–20.4) **

Homosexual 12 (2) 3 (25) 11.1 (2.2–41.8) ** 3 (25) 15.4 (3.0–60.3) ** 2 (17) 11.2 (1.4–50.8) *

Bisexual/homosexual combined 50 (8) 8 (16) 6.2 (2.4–14.9) ** 8 (16) 8.7 (3.2–22.0) ** 6 (12) 7.4 (2.4–20.7) **

Self-identification

Heterosexual 597 (91) 16 (3) Ref. cat. 11 (2) Ref. cat. 9 (2) Ref. cat.

Bisexual 38 (6) 6 (16) 6.9 (2.3–18.1) ** 6 (16) 10.0 (3.2–28.5) ** 5 (13) 9.9 (2.8–31.0) **

Homosexual 10 (2) 2 (20) 9.4 (1.2–42.8) * 2 (20) 13.7 (1.7–65.2) * 1 (10) 8.0 (0.3–51.4)

Bisexual/homosexual combined 48 (7) 8 (17) 7.3 (2.8–17.8) ** 8 (17) 10.6 (3.9–28.1) ** 6 (13) 9.3 (2.9–27.6) **

Not sure 1 (0) 1 (100) – 1 (100) – 0 (0) –

Behavior (12 mos)

Heterosexual 589 (90) 17 (3) Ref. cat. 12 (2) Ref. cat. 10 (2) Ref. cat.

Bisexual 3 (0) 1 (33) 17.5 (0.5–227.1) 1 (33) 24.8 (0.8–327.6) 0 (0) –

Homosexual 16 (2) 3 (19) 8.0 (1.6–28.1) * 3 (19) 11.3 (2.2–41.9) ** 2 (13) 8.6 (1.1–37.7) *

Bisexual/homosexual combined 19 (3) 4 (21) 9.1 (2.3–28.8) ** 4 (21) 12.9 (3.2–43.0) ** 2 (11) 7.1 (0.9–30.5)

No sex 42 (6) 4 (10) 3.6 (1.0–10.5) 4 (10) 5.2 (1.3–15.9) * 4 (10) 6.2 (1.6–19.8) *

Behavior (prev.)

Heterosexual 613 (93) 20 (3) Ref. cat. 15 (2) Ref. cat. 13 (2) Ref. cat.

Bisexual 20 (3) 2 (10) 3.5 (0.5–13.4) 2 (10) 4.7 (0.6–18.6) 1 (5) 2.7 (0.1–15.0)

Homosexual 7 (1) 1 (14) 5.5 (0.2–35.4) 1 (14) 7.3 (0.3–48.5) 0 (0) –

Bisexual/homosexual combined 27 (4) 3 (11) 3.8 (0.8–12.4) 3 (11) 5.1 (1.1–17.2) * 1 (4) 2.0 (0.1–10.7)

No sex 12 (2) 2 (17) 6.2 (0.8–26.2) 2 (17) 8.3 (1.1–36.1) * 2 (17) 9.6 (1.3–42.5) *

* p\.05; ** p\.01
a Numbers may not add up to the total sample size because of missing data on some sexual orientation dimensions
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dimension used and how participants were classified as homo-

sexual or bisexual.

A critical issue is where to set the cut-off between hetero-

sexuality and bisexuality on the sexual orientation dimension

sexual fantasies, partner preference, and self-identification.

However, it made no substantial difference if predominantly

heterosexuals were categorized asbisexualorheterosexual. Of

course, it would be best to not collapse categories at all, but this

would require much larger samples.

Notably, participants who were not sure of their self-iden-

tification seemed to have an increased risk for havingattempted

suicide. Similar findings were also found in other studies for

depression, suicidality, and for some forms of substance abuse/

dependency (Espelage et al., 2008; McCabe et al., 2009;

Olshen, McVeigh, Wunsch-Hitzig, & Rickert, 2007). Espelage

et al. discuss that questioning youth, who had the most prob-

lematic indices of mental health in their study, may have no

support from other gay and lesbian peers and may use dys-

functional strategies such as alcohol abuse instead. Those who

chose the ‘‘unsure’’ category may be still in the process of

forming a homosexual identity, which was described by Cass

(1979) as‘‘identity confusion’’phase. This assumption is under-

mined by the relatively lower mean age of the questioning

participants. Furthermore, the unsure category may have been

chosen by those who do not accept their homosexual feelings

and this may possibly place them at risk for suicide because of

the self-hate involved (Cass, 1979). Rejection of one’s homo-

sexual identity may result from a stronger exposure to homo-

phobia, as found in the study of Espelage et al. (2008). Finally,

confusion about or a change of sexual orientation is common

Table 6 Suicide attempts with clear intent to die and with medical treatment as a function of sexual orientation (total sample, N = 1,382)

Sexual orientation Na % Suicide attempts

Gate question Clear expectation of death With medical treatment

n % OR (95% CI) p n % OR (95% CI) p n % OR (95% CI) p

Fantasies

Heterosexual 1051 (76) 30 (3) Ref. cat. 12 (1) Ref. cat. 11 (1) Ref. cat.

Bisexual 308 (22) 25 (8) 3.0 (1.7–5.2) ** 3 (1) 0.9 (0.2–2.8) 8 (3) 2.5 (1.0–6.4)

Homosexual 20 (1) 4 (20) 8.7 (2.3–25.7) ** 2 (10) 10.1 (1.4–41.6) * 3 (15) 17.0 (3.4–61.9) **

Bisexual/homosexual combined 328 (24) 29 (9) 3.3 (1.9–5.6) ** 5 (2) 1.4 (0.4–3.8) 11 (3) 3.3 (1.4–7.8) **

Preferred partner

Heterosexual 1184 (86) 37 (3) Ref. cat. 13 (1) Ref. cat. 12 (1) Ref. cat.

Bisexual 177 (13) 18 (10) 3.5 (1.9–6.3) ** 2 (1) 1.1 (0.2–4.1) 7 (4) 4.1 (1.5–10.3) **

Homosexual 19 (1) 4 (21) 8.4 (2.3–24.9) ** 2 (11) 11.1 (1.5–45.4) * 3 (16) 18.7 (3.8–67.5) **

Bisexual/homosexual combined 196 (14) 22 (11) 3.9 (2.2–6.8) ** 4 (2) 1.9 (0.5–5.6) 10 (5) 5.3 (2.2–12.5) **

Self-identification

Heterosexual 1219 (88) 38 (3) Ref. cat. 13 (1) Ref. cat. 14 (1) Ref. cat.

Bisexual 107 (8) 13 (12) 4.3 (2.1–8.2) ** 0 (0) – 3 (3) 2.6 (0.6–8.2)

Homosexual 16 (1) 3 (19) 7.4 (1.6–24.5) * 2 (13) 13.9 (1.9–58.0) * 3 (19) 20.3 (4.1–73.4) **

Bisexual/homosexual combined 123 (9) 16 (13) 4.7 (2.4–8.5) ** 2 (2) 1.6 (0.2–6.1) 6 (5) 4.5 (1.5–11.5) **

Not sure 9 (1) 4 (44) 24.8 (5.7–101.4) ** 1 (11) 12.8 (0.5–80.0) 1 (11) 11.9 (0.5–73.7)

Behavior (12 mos)

Heterosexual 1215 (88) 41 (3) Ref. cat. 10 (1) Ref. cat. 14 (1) Ref. cat.

Bisexual 15 (1) 4 (27) 10.6 (2.7–33.0) ** 0 (0) – 1 (7) 6.8 (0.3–38.5)

Homosexual 24 (2) 4 (17) 5.9 (1.6–16.6) * 2 (8) 11.5 (1.5–48.2) * 3 (13) 12.6 (2.6–43.0) **

Bisexual/homosexual combined 39 (3) 8 (21) 7.5 (3.0–16.6) ** 2 (5) 6.9 (0.9–27.8) 4 (10) 10.0 (2.6–30.0) **

No sex 109 (8) 8 (7) 2.3 (1.0–4.8) 4 (4) 4.7 (1.2–14.5) * 2 (2) 1.7 (0.2–6.3)

Behavior (prev.)

Heterosexual 1274 (92) 44 (3) Ref. cat. 12 (1) Ref. cat. 16 (1) Ref. cat.

Bisexual 57 (4) 8 (14) 4.6 (1.9–9.9) ** 2 (4) 4.1 (0.6–15.6) 3 (5) 4.5 (1.0–14.3)

Homosexual 12 (1) 2 (17) 5.9 (0.8–23.7) 1 (8) 10.6 (0.4–63.1) 2 (17) 16.4 (2.2–70.6) *

Bisexual/homosexual combined 69 (5) 10 (14) 4.8 (2.2–9.7) ** 3 (4) 4.9 (1.1–16.3) * 5 (7) 6.2 (2.0–16.7) **

No sex 23 (2) 3 (13) 4.4 (1.0–13.5) 1 (4) 5.4 (0.2–29.5) 0 (0) –

* p\.05; ** p\.01
a Numbers may not add up to the total sample size because of missing data on some sexual orientation dimensions

1410 Arch Sex Behav (2010) 39:1403–1414

123



among individualswith aborderlinepersonality disorder (Reich

& Zaranini, 2008; Wilkinson-Ryan & Westen, 2000), and the

association of borderline disorder with suicidality is well known

(Paris, 2004). Clearly, more research about those who are not

sure or question their sexual identity is needed and using this

category would be of great importance in future studies.

Table 7 Suicide attempts as a function of sexual orientation with a stricter cut-off for bisexuality (women, N = 726)

Sexual orientation Na % Suicide attempts

Gate question With some intent to die With strong intent to die

n % OR (95% CI) p n (%) OR (95% CI) p n (%) OR (95% CI) p

Fantasies

Heterosexual 675 (93) 29 (4) Ref. cat. 22 (3) Ref. cat. 14 (2) Ref. cat.

Bisexual 39 (5) 3 (8) 1.9 (0.4–5.8) 3 (8) 2.6 (0.6–8.0) 1 (3) 1.4 (0.1–7.3)

Homosexual 9 (1) 1 (11) 3.1 (0.1–18.2) 1 (11) 4.1 (0.2–24.6) 1 (11) 6.5 (0.2–40.4)

Bisexual/homosexual combined 48 (7) 4 (8) 2.1 (0.6–5.6) 4 (8) 2.8 (0.8–7.7) 2 (4) 2.2 (0.3–8.2)

Preferred partner

Heterosexual 697 (96) 28 (4) Ref. cat. 22 (3) Ref. cat. 14 (20) Ref. cat.

Bisexual 21 (3) 4 (19) 5.7 (1.5–17.0) * 3 (14) 5.3 (1.1–17.3) * 1 (5) 2.7 (0.1–14.9)

Homosexual 7 (1) 1 (14) 4.4 (0.2–28.1) 1 (14) 5.6 (0.2–36.5) 1 (14) 8.9 (0.3–59.6)

Bisexual/homosexual combined 28 (4) 5 (18) 5.3 (1.6–14.1) ** 4 (14) 5.2 (1.4–15.2) * 2 (7) 4.0 (0.6–15.4)

Self-identification

Heterosexual 677 (93) 26 (4) Ref. cat. 20 (3) Ref. cat. 13 (2) Ref. cat.

Bisexual 14 (2) 3 (21) 7.0 (1.4–24.6) * 4 (29) 13.2 (3.3–44.4) ** 1 (7) 4.4 (0.2–25.2)

Homosexual 6 (1) 1 (17) 5.5 (0.2–37.6) 1 (17) 7.2 (0.3–49.9) 1 (17) 11.1 (0.4–79.6)

Bisexual/homosexual combined 20 (3) 4 (20) 6.4 (1.7–19.1) ** 5 (25) 11.0 (3.2–32.2) ** 2 (10) 6.0 (0.8–24.3)

* p\.05; ** p\.01
a Numbers may not add up to the total sample size because of missing data on some sexual orientation dimensions

Table 8 Suicide attempts as a function of sexual orientation with a stricter cut-off for bisexuality (men, N = 656)

Sexual orientation Na % Suicide attempts

Gate question With some intent to die With strong intent to die

n (%) OR (95% CI) p n (%) OR (95% CI) p n (%) OR (95% CI) p

Fantasies

Heterosexual 634 (97) 21 (3) Ref. cat. 16 (3) Ref. cat. 14 (2) Ref. cat.

Bisexual 11 (2) 2 (18) 6.8 (0.9–29.2) 2 (18) 8.9 (1.2–39.4) * 1 (9) 4.9 (0.2–29.2)

Homosexual 11 (2) 3 (27) 11.1 (2.2–42.8) ** 3 (27) 14.7 (2.8–57.8) ** 2 (18) 10.2 (1.3–45.8) *

Bisexual/homosexual combined 22 (3) 5 (23) 8.7 (2.6–24.7) ** 5 (23) 11.4 (3.3–33.7) ** 3 (14) 7.2 (1.5–24.8) *

Preferred partner

Heterosexual 633 (96) 22 (3) Ref. cat. 17 (3) Ref. cat. 14 (2) Ref. cat.

Bisexual 10 (2) 1 (10) 3.4 (0.1–20.0) 1 (10) 4.5 (0.1–26.5) 1 (10) 5.5 (0.2–32.9)

Homosexual 12 (2) 3 (25) 9.4 (1.9–35.1) ** 3 (25) 12.3 (2.4–46.6) ** 2 (17) 9.2 (1.2–40.3) *

Bisexual/homosexual combined 22 (3) 4 (18) 6.3 (1.7–18.9) ** 4 (18) 8.2 (2.1–25.3) ** 3 (14) 7.2 (1.5–24.7) *

Self-identification

Heterosexual 624 (95) 20 (3) Ref. cat. 15 (2) Ref. cat. 12 (2) Ref. cat.

Bisexual 11 (2) 2 (18) 7.0 (0.9–30.3) 2 (18) 9.4 (1.2–41.7) * 2 (18) 11.7 (1.5–53.7) *

Homosexual 10 (2) 2 (20) 7.9 (1.0–35.0) * 2 (20) 10.5 (1.4–48.1) * 1 (10) 6.3 (0.2–38.6)

Bisexual/homosexual combined 21 (3) 4 (19) 7.2 (1.9–22.0) ** 4 (19) 9.7 (2.5–30.6) ** 3 (14) 8.7 (1.8–31.0) *

OR odds ratios, CI confidence interval

* p\.05; ** p\.01
a Numbers may not add up to the total sample size because of missing data on some sexual orientation dimensions
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A main outcome of this study was that the sexualorientation

differences remained or even increased for more rigorous

classifications of suicide attempts, i.e., including intent to die

or injuries. This replicates previous studies that also used more

rigorous definitions of suicide attempts (Bagley & Tremblay,

1997), including several large scaled Youth Risk Behavior

Surveys (Bagley & Tremblay, 2000, Table 1; Tremblay &

Ramsay, 2004, Table 4). It remains a debate if there is also an

increased rate of completed suicides among sexual minorities,

mainly because psychological autopsy studies did not find

increased rates of homosexual or bisexual individuals among

those who died by suicide. However, there are important

caveats in these studies, for example the assessment of sexual

orientation (McDaniel et al., 2001). An elevated risk for

completed suicides was reported by a Danish study that used

national registers (and thus overcame self-report problems):

individuals in registered same-sex partnerships had about

three-times greater risk for having committed suicide than

those in opposite-sex marriages (Qin, Agerbo, & Mortensen,

2003). Moreover, a homosexual or bisexual orientation was a

strong predictor for future suicides among psychiatric patients

(Martin, Cloninger, Guze, & Clayton, 1985; Motto, Heilbron,

& Juster, 1985) and a homosexual or bisexual self-identifica-

tion was clearly overrepresented (25%) among failed suicides

(Weyrauch, Roy-Byrne, Katon, & Wilson, 2001). Given these

findings, it may be plausible to assume that the increased

suicide risk of sexual minorities is not a result of weaknesses of

research methods.

Another possible caveat in our study was that the sample

differed with respect to age and education from the Austrian

population, and there were significant differences for age and

education on some dimensions of sexual orientation. How-

ever, controlling for age and education did not alter the asso-

ciations between sexual orientation and suicide attempt rates.

Reviewers of this article also questioned the representative-

ness of the sample because of the high rate of participants,

especially women, with homosexual or bisexual fantasies or

partner preference. Besides representativeness problems, this

may have also resulted from a too liberal cut-off between

heterosexual and bisexual participants. Indeed, using a stricter

cut-off dropped the proportion of homosexual or bisexual

participants to rates that are comparable to those of represen-

tative studies (e.g., Mosher, Chandra, & Jones, 2005). Fur-

thermore, high rates of individuals with some degree of

homosexual or bisexual orientation were also found in repre-

sentative samples. For example, 16% of participants reported

moderate or strong same sex attraction in a German study

(Steffens & Wagner, 2004), and some potential of non-heter-

osexuality was found in 33% of women and 65% of men in a

Finnish study (Santtila et al., 2007). Therefore, the rate of

non-heterosexually classified participants seems to depend

strongly on the dimensions and criteria used to assess sexual

orientation. However, given our sampling procedure, biases

are likely to bepresent in our study.Thus it remains speculative

if our sample overestimated or underestimated the population

suicide attempt rates across different dimensions of sexual

orientation. For example, in snowball samples, popular indi-

viduals are likely over-sampled, isolated individuals tend to be

neglected (Heckathorn, 2002). Isolation is a risk factor for

suicide, and this may have lead to an underestimation of the

true problem. However, the suicide attempt rates in our study

are comparable to those of a German study (Weissman et al.,

1999). Thus, given that suicide attempt rates are comparable in

Austria and Germany, the suicide attempt rate in our sample

seems to be quite representative. Another caveat could have

been caused by the homophily bias: the recruiter and the

recruited participants tend to be similar (Heckathorn, 2002),

thus the results could be biased towards the results that would

be obtained from a student sample. Real random samples that

investigate the link between sexual orientation and suicidality

could overcome these biases, but are still lacking in German

speaking regions. However, such studies still may not remove

all sampling biases (Meyer, 2009). Another possible caveat is

that more rigorous classifications of suicide attempters were

again based on self-reports. This may involve similar biases

(e.g., memory distortions) already apparent in the simple gate

question on suicide attempts. There were also some missing

data on the follow-up items. Additional information going

beyond self-reports would be beneficial but are hard to gather

in epidemiological surveys. A possible solution for enhancing

the validity of self-reported suicidal behavior would be struc-

tured interviews (e.g., Linehan, Comtois, Brown, Heard, &

Wagner, 2006); however, a face-to-face approach may lead to

underreporting of sexual orientation related information. For

some dimensions of sexual orientation, our study was also

limited because of the relatively small number of participants

classified as homosexual or bisexual, especially homosexual

women. This resulted in wide confidence intervals and, in a

few cases, no statistical test was possible because no suicide

attempter was in the subgroup. Given the previous findings, it

is likely thatall differenceswillbecomestatistically significant

with increased statistical power, but only larger samples can

clarify this issue. Participants who were classified as bisexual

had a comparable or smaller risk difference than homosexual

participants in most cases when compared with heterosexuals.

However, given the relatively small numbers of homosexually

or bisexually classified participants, such comparisons should

be interpreted with caution.

We did not assess confounding variables that likely influ-

ence the suicide attempt risk, such as depression, substance

abuse, internalized homophobia, or coming out. It is very

likely that controlling for such risk factors may decrease the

association of suicide attempts and sexual orientation (e.g.,

Russell & Joiner, 2001; Safren & Heimberg, 1999). This was

already the goal in a previous Austrian study (Plöderl & Far-

tacek, 2005). The focus of our study was on the importance of
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different dimensions of sexual orientation, a detailed assess-

ment of suicide attempts, and sampling not explicitly from the

gay or lesbian communities. Furthermore, we wanted to keep

the questionnaire as short as possible to increase the response

rate.

The strengths of this study included that we did not sample

LGB participants from gay or lesbian communities. Thus, the

study is a unique contribution to the question if suicide attempts

are increased among sexual minority individuals in German-

speakingEurope.Moreover,ourstudy isoneof thefewthatused

differentdimensionsofsexualorientationsimultaneously;addi-

tionally, the response rate was relatively high. Finally, only few

previous studies assessed suicide attempts in accordance with

current taxonomies in suicidology.

The present study found increased lifetime rates of suicide

attempts among Austrian men and women who reported homo-

sexual or bisexual attraction, behavior, or self-identification,

compared to theirheterosexual counterparts.This increased risk

remainedforevenmore rigorous definitionsof suicideattempts.

The results were in line with previous studies and thus indicate

that suicide risk is not a methodological artefact but really

increased among sexual minority individuals. Therefore, sui-

cide preventive efforts should include sexual minorities as

target groups.
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Abstract There have been no published reports regarding

the epidemiological and psychiatric features of gender dys-

phoria in non-clinical young adults. The current study aimed

to investigate the demographics, co-occurring psychiatric

symptoms, and perceived parenting style and family support

in Taiwanese young adults with gender dysphoria. The sam-

ple consisted of 5010 university freshmen (male, 51.6%) with

a mean age of 19.6 years (SD = 2.7) from a national university

in Taiwan. The questionnaires used for this university-based

survey included the Adult Self Report Inventory-4 for psycho-

pathology (including gender dysphoria), the Parental Bond-

ing Instrument for parenting style, and the Family APGAR for

perceived family support. Results showed that gender dyspho-

ria was more prevalent in females (7.3%) than males (1.9%).

Young adults with gender dysphoria were more likely to meet

awidebut specific rangeofco-occurringpsychiatric symptoms.

The most significantly associated symptoms for males were

agoraphobia, hypochondriasis, manic episode, and pathologi-

cal gambling, and for females dissociative disorder, hypo-

chondriasis, and body dysmorphic disorder. Both males and

females with gender dysphoria perceived significantly less

support from their families and less affection/care from both

parents. Findings suggest that gender dysphoria, associated

with a specific range of psychopathology and family/parent-

ing dissatisfaction (with both similar and dissimilar patterns

between sexes), is not uncommon in Taiwanese university

students, particularly in females. This implies the importance

of attention and specific measures to offset psychiatric con-

ditions and to promote mental well-being of this population.

Keywords Gender dysphoria � Gender identity �
University students � Psychopathology � Parenting style

Introduction

Gender dysphoria (GD) describes a group of individuals with

distress resulting from the sense of incongruity between one’s

gender identity and birth sex (Brown, 1990; Cohen-Kettenis &

Gooren, 1999; Zucker, 2008). Different intensities of GD

range fromthe‘‘unease about one’s own sex’’(Zucker,2007) to

the clinical diagnosis ofgender identity disorder (GID) (Amer-

ican Psychiatric Association, 2000) or transsexualism (World

Health Organization, 1992). GD also describes a‘‘perceived

suffering and conflict around [the] sense of gender and self’’

(Lothstein, 2006), and can be conceptualized as the constitu-

tion of cognitive (e.g., wish to be of the opposite sex), affective

(e.g.,distress towardphysical sexualcharacteristics),andbehav-

ioral (e.g., cross-dressing) dimensions, which are not invari-

ably presented in a fixed pattern for every individual with GD.

Clinically, GD is the core of the diagnostic construct of GID

and transsexualism. One’s dissatisfaction toward the assigned
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gender role rather than the inborn biological sex could also

mimic the presentation of GD; hence, this warrants careful

differentiation.

To ourknowledge, therehavebeennopublished large-scale

epidemiological studies directly examining the prevalence of

GID in children and adolescents. However, some large-scale

community surveys examined the epidemiological features of

various dimensions of the broader construct of GD (Bailey,

Dunne, & Martin, 2000; Coolidge, Thede, & Young, 2002;

Iervolino, Hines, Golombok, Rust, & Plomin, 2005; Knafo,

Iervolino, & Plomin, 2005; van Beijsterveldt, Hudziak, &

Boomsma,2006; Zucker & Bradley,1995; Zucker, Bradley, &

Sanikhani, 1997). Based on two items on the Child Behavior

Checklist (CBCL), 1.0% of boys and 2.3% of girls were

reported by their mothers that the child‘‘behaves like opposite

sex’’ and 0% of boys and 1.0% of girls have ‘‘wishes to be of

opposite sex’’among children aged 4–11 (Zucker et al., 1997).

A recent survey on a large Dutch twin sample (van Bei-

jsterveldt et al., 2006) showed the prevalence of maternal

reports of ‘‘somewhat true’’ or ‘‘very true’’ on ‘‘behaves like

opposite sex’’ as 3.4 and 2.4% in boys, and 5.2 and 3.4% in

girls, ages 7 and 10 years old, respectively; and‘‘wishes to be of

opposite sex’’as 1.0% of boys, ages 7 and 10 years old, and 1.7

and 0.9% of girls, ages 7 and 10 years old, respectively.

Assessed by a six-item DSM-IV-based GID scale, the preva-

lence of clinically significant GID symptoms was 2.3% (0.7%

inmales and 3.7%infemales)among anAmericancommunity

twin sample aged 4–17 (Coolidge et al., 2002). These numbers

suggest that gendernonconformity and GD are not rare inchild

and adolescent populations and are more prevalent in females,

contrary to the male-predominance of adult transsexuals in clin-

ical populations (Bakker, van Kesteren, Gooren, & Bezemer,

1993; De Cuypere et al., 2007).

No direct epidemiological study has reported the rate for

GD in adults; however, the estimates can be inferred fromrates

of adult transsexuals receiving medical services. Earlier stud-

ies in the Europe, Australia, and the U.S. reported a prevalence

of 1 in 100,000 to 24,000 for male-to-female and 1 in 400,000

to 100,000 for female-to-male transsexuals (Hoenig & Kenna,

1974;Pauly,1968;Ross,Walinder,Lundstrom,&Thuwe,1981;

Walinder, 1971).LaterEuropeanstudies revealedhigher rates:

1 in 11,900 for male-to-female and 1 in 30,400 for female-to-

male in the Netherlands (Bakker et al., 1993), 1 in 130,000 for

both sexes in a Swedish region (Bodlund, Kullgren, Sundbom,

& Hojerback, 1993), 1 in 36,000 for male-to-female and 1 in

94,000 for female-to-male in the former Federal Republic of

Germany (Weitze & Osburg, 1996), and 1 in 12,900 for male-

to-female and 1 in 33,800 for female-to-male in Belgium (De

Cuypere et al., 2007). An indirect survey through Scottish

generalpractitioners reported thataround1 in7,440 male and 1

in 31,150 female patients over 15-years-old had GD (Wilson,

Sharp, & Carr, 1999). Nearly all these Western studies demon-

strated a male-predominance, yet a Polish study reported a

striking female predominance (M:F = 1:5.5) (Godlewski,

1988). For Asian countries, a Singapore study reported 1 in

2,900 for male-to-female and 1 in 8,300 for female-to-male

transsexuals (Tsoi, 1988). Onepopulation-based epidemiologi-

cal study in Taiwan (1981–1986), using the Chinese Modified

Diagnostic Interview Schedule (Hwu, Yeh, & Chang, 1989),

reported that 1 in 770–2,500 indicated‘‘wishes to be recognized

as the opposite sex’’ (cognitive dimension), 1 in 590–5,000

‘‘intended to cross-dress or receive sex-reassignment treat-

ment’’(behavioraldimension),andthelifetimeprevalencerates

for DSM-III adult transsexualism (American Psychiatric Asso-

ciation,1980)were 1 in 5,680 formalesand 1 in 590 for females

(Chang, Hwu, & Yen,2006; Hwu et al., 1989). The female-pre-

dominance and higher prevalence of adult transsexualism and

GDinTaiwancompared to those reported in theEuropeancoun-

tries and Singapore are of great interest though no additional

research on this topic has been conducted.

Although some studies reported various concurrent psy-

chopathologies with GID, in which condition GD acted as a

primary (i.e., other concurrent psychiatric symptoms were

secondary to the suffering resulting from GD) or secondary

presentation (i.e., GD was an epiphenomenon of other mental

illnesses) (a Campo, Nijman, Merckelbach, & Evers, 2003),

other studies on adult transsexuals showed low levels (nor-

mal range) of concurrent psychopathology before or after

medical treatments (Cole, O’Boyle, Emory, & Meyer, 1997;

Haraldsen & Dahl, 2000), indicating transsexualism to be an

isolated diagnosis. Moreover, for those who suffered from

concurrent mood and anxiety disorders, these comorbid con-

ditions usually disappeared after the transsexualism was

treated (Cole et al., 1997; Meyer, 2004). The role of concur-

rent psychopathology to GD thus warrants further investi-

gation. Children with GID are reported to be more likely to

exhibit emotional/behavioral problems, particularly internal-

izing symptoms (Cohen-Kettenis, Owen, Kaijser, Bradley, &

Zucker, 2003; Wallien, Swaab, & Cohen-Kettenis, 2007;

Zucker, 2007; Zucker & Bradley, 1995), in which separation

anxiety (Sreenivasan, 1985; Zucker, Bradley, & Lowry Sul-

livan, 1996) figures into the ontogenesis of GID according to

some investigators (Coates, 1990; Coates & Person, 1985;

Zucker & Bradley, 1995). Others, however, also report exter-

nalizing behavior problems (Coolidge et al., 2002; Wallien

et al., 2007). On the other hand, adults with GID may exhibit

high rates of DSM-IV co-morbidity, including mood disor-

ders, substance-related disorders, anxiety disorders, and so-

matoform disorders (Hepp, Kraemer, Schnyder, Miller, &

Delsignore, 2005), and 70% of Taiwanese adults with trans-

sexualism reported at least one other DSM-III psychiatric

diagnosis, particularly anxiety disorders (Chang et al., 2006).

It is possible that childhood and adulthood GD share both

similar (e.g., internalizing symptoms) and dissimilar co-

occurring psychopathologies, but this needs further formal

comparisons.
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Parental influences and family dynamics have been pro-

posed to explain the ontogenesis of GD (Levine & Lothstein,

1981; Meyer, 1982), yet empirical studies do not support these

assumptions (Green, 1987; Zucker & Bradley, 1995). Based

on limited data, adult male-to-female transsexuals perceived

their fathers rather than mothers as less emotionally warm,

more rejecting, and more over-controlling (Cohen-Kettenis &

Arrindell, 1990; Parker & Barr, 1982); adult female-to-male

transsexuals reported both parents as more rejecting and less

emotionally warm, but only their mothers as more overpro-

tective (Cohen-Kettenis & Arrindell, 1990). Nevertheless, the

causal relationship of such associations with GD is not yet

known.

Although previous Western studies have reported a rela-

tively high rate of GD and its equivalents in child and adoles-

cent populations, we know little about its epidemiological and

psychiatric features in young adulthood, a critical period for the

development of various dimensions of the self, including the

gender aspects. Owing to the lack of epidemiological knowl-

edge about GD in this age group, we conducted a school-based

survey on Taiwanese first-year university students to obtain the

prevalence and demographics of GD in young adulthood, and

to examine its psychiatric co-occurring symptoms and associ-

ations with perceived parenting style and family support. This

is one of the first studies in the world reporting the epidemio-

logical and psychiatric features of GD in a non-clinical, large-

scale sample of young adult university students.

Method

Participants

The participants consisted of 5015 first-year college students

(male: 51.6%, M age, 19.6 years; SD = 2.7) recruited from

the National Taiwan University (NTU). The Research Ethics

Committee of the National Taiwan University Hospital

approved this study prior to implementation. In July 2003 and

July 2004, a research invitation letter was mailed to each of the

newly accepted students by the NTU. They were informed that

participation in the survey was completely voluntary, and the

issue of confidentiality was assured. There was no information

about the proportion of eligible students who received the

letter. Out of a total of 7531 (3756 in 2003 and 3775 in 2004)

new entrants in the two consecutive years, 5015 (participation

rate, 66.6%) consented to the study and completed the ques-

tionnaires in the first weeks of the fall semesters. The school

counselors provided clear instructions on self-administration

before the participants started to complete the questionnaires.

Trained research assistants then checked the questionnaires to

minimize the missing data. There were 5010 students with

complete information for the data analysis.

Measures

Adult Self-Report Inventory-4 (ASRI-4)

The ASRI-4 is a 136-item self-reported DSM-IV-referenced

rating scale (Gadow, Sprafkin, & Weiss, 2004) examining

a broad range of current or lifetime symptoms of DSM-IV

diagnoses (see Appendix). Two scoring procedures can be

applied: the Symptom Count score (number of DSM-IV-spec-

ified symptoms) and the Symptom Severity score (a dimen-

sional scoring).Using acutoff score foreachcategoryofsymp-

toms (for a DSM-referenced diagnosis), the former provides

an indication for‘‘clinically significant symptoms’’for a spec-

ified disorder, which we described in the present study as ‘‘

symptoms of (name) disorder’’; this indicates the presence of

significant symptoms of a certain disorder, but does not signify

a clinical diagnosis for the lack of information about additional

diagnostic criteria (e.g., age of onset, duration, impairment).

The latter provides quantitative descriptions of the severity of

certain dimensions of specific syndromes. Researches on both

clinical and community samples demonstrated that ASRI-4

scores have satisfactory reliability, along with convergent and

discriminant validity with corresponding scales of other

commonly-used instruments measuring psychopathologies.

The ASRI-4 scores also differentiate clinic versus non-clinic

subjects, and the severity scores are only minimally correlated

with the subjects’ education or occupation levels, socioeco-

nomic status, and IQ (Gadow et al., 2004; Sprafkin, Gadow,

Weiss, Schneider, & Nolan, 2007).

The Chinese translation of the ASRI-4 was prepared with

culturally-relevant colloquial expressions by Gau and col-

leagues with the performance of a two-way translation, ensur-

ing satisfactory linguistic and content validity. The detailed

psychometric properties of the Chinese ASRI-4 were descri-

bed elsewhere (Chien, Gau, & Gadow, 2009). On rating, each

item was assigned to one of four responses: 0 = never, 1 =

sometimes, 2 = often, 3 = very often. Most ratings assess cur-

rent (recent 6 months) conditions, except those for impulse-

control disorders, depression, and manic episodes, which are

rated on a lifetime basis. Items related to suicidal behaviors

were extracted to generate inquiries about past and current

(past 6 months) suicidal ideations, plans, and attempts.

Definition of Gender Dysphoria (GD)

Based on item 29, ‘‘I wish I was the opposite sex,’’ of the

ASRI-4, GD was defined if the response was‘‘often’’or‘‘very

often’’ and definite GD if ‘‘very often.’’ Subjects reporting

symptoms of schizophrenia/psychosis and item 29 concur-

rently were not defined as GD to minimize the false-positive

rate.

Arch Sex Behav (2010) 39:1415–1428 1417

123



Parental Bonding Instrument (PBI)

The PBI is a 25-item instrument with a 4-point Likert scale

measuring parenting styles during the child’s first 16 years

with three principle dimensions–affection/care (12 items; e.g.,

‘‘Could make me feel better when I was upset’’), overpro-

tection (7 items; e.g., ‘‘Did not want me to grow up’’), and

authoritarianism (6 items; e.g., ‘‘Invaded my privacy’’) (Cox,

Enns, & Clara, 2000). A high score on the affection/care

subscale reflects affection and warmth; overprotection reflects

overprotective parenting and denial of the child’s psycholog-

ical autonomy; authoritarianism reflects the degree of parental

authoritarian control over the child’s behaviors. This three-

factor structure was well fitted in both Western (Heider et al.,

2005; Lizardi & Klein, 2002) and Asian populations (Sato

et al., 1999). The reliability and validity of the Chinese version

PBI were described elsewhere (Gau et al., 2006).

Family Adaptation, Partnership, Growth, Affection,

and Resolve (Family APGAR)

The Family APGAR is a 5-item instrument assessing family

function, rated on a 3-point Likert scale responding to five

descriptions about the participant’s perceived support from,

ways of interaction with, and satisfaction toward one’s family

(Smilkstein, 1978). Higher scores indicate less perceived fam-

ily support. The Chinese version has been widely used in clin-

ical and community settings for decades in Taiwan (Liao et al.,

2002).

Statistical Analysis

We conducted the statistical analyses using SAS 9.1.3 (SAS

Institute Inc., Cary, NC). The comparisons of demographic

characteristics between the participants with and without GD

were presented as frequencies and percentages for the cate-

gorical variables with chi-square test for significant test, and

mean and SD for continuous variables with analysis of vari-

ance (ANOVA) for significant test. To control for effects of the

lack of independence within the same department derived

from a university-based sample, linear and nonlinear multi-

level models were used for the analysis of continuous (Symp-

tom Severity scores, parenting styles, and perceived family

support)and binaryoutcomes(SymptomCount scores, i.e., the

presence of a particular psychiatric symptom cluster), respec-

tively.Wefirstconductedanonlinearmulti-level logistic regres-

sion using the PROC NLMIXED to test whether there was a

significant random intercept effect, and did not find a signifi-

cant correlation in the same department and school; therefore,

we used logistic regression models, ignoring the random inter-

cept effect, to investigate the association between GD and

psychiatric co-occurring syndromes, and to compute the odds

ratios (OR) and 95% confidence intervals (CI) for the OR.

In addition to a linear multi-level model, we used Cohen’s d

to compute the effect sizes for the group comparisons with

small, medium, and large effect sizes as Cohen’s d 0.25–0.5,

0.5–0.8, and C0.8, respectively (Cohen, 1988). A multiple

logistic regression analysis was also performed to identify the

most associated psychopathologies for GD using stepwise

model selection. Under the a priori assumption that males and

females may have different patterns of GD-associated char-

acteristics, we conducted the analyses for the two birth sexes

separately. All the analyses controlled for participant’s age,

parents’ ages, job status, education, and marital status, and

number of offspring in the family.

Results

Prevalence and Demographics

There were 225 (4.5%) participants with GD, 176 (7.3%)

females and 49 (1.9%) males, with a female versus male risk

ratio of 4.1 (CI = 2.9–5.6). There were 71 (1.4%) participants

with definite GD, with higher rates in female (53, 2.2%) than

male participants (18, 0.7%). There were no significant group

differences in terms of participant’s age, family size, and the

parents’ age, educational level, occupational status, and mar-

ital status (Table 1).

Co-Occurring Symptoms

In univariate exploratory analyses, if adjusted for the multiple

tests by setting the pre-selected alpha level as p\.005, then for

male students GD was significantly associated with symptoms

of agoraphobia, panic disorder, obsession, hypochondriasis,

body dysmorphic disorder, dysthymia, manic episode, hyper-

somnia, pathological gambling, dissociation, and schizoid per-

sonality (p\.005, Table 2, left columns); for female students,

GD wassignificantly associated with symptoms ofgeneralized

anxiety disorder, compulsion, hypochondriasis, body dysmor-

phic disorder, major depression, dysthymia, insomnia, opposi-

tional defiant disorder, intermittent explosive disorder, disso-

ciation,borderline, and schizoid personality (p\.005, Table 2,

right columns). Regarding symptoms of spectrum disorders,

GD was significantly associated with anxiety disorders, obses-

sion–compulsion, and sleep disorders for both sexes, with

impulse control disorders for males, and with depressive dis-

orders for females (Table 2). GD was also significantly asso-

ciated with lifetime suicidal ideation (overall prevalence rate,

46.7%; OR = 2.2; 95% CI = 1.7–2.9) but not suicidal attempt.

Participants with GD had more severe symptoms of a wide

range of psychopathology with small to medium effect sizes
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(Cohen’s d ranging from0.41 to 0.77) in males and small effect

sizes in females (Cohen’s d rangingfrom0.23 to 0.48,Table 3).

Modification Effects from Biological Sex

Further analysis testing the interactions between biological

sex and GD demonstrated that the magnitude of association

between GD and symptoms of agoraphobia, obsession, manic

episode, trichotillomania, impulse control disorders, anxiety

disorders, and obsessive–compulsive disorder were signifi-

cantly greater in males than in females (Table 2).

Final Fitted Model for Most Associated Psychopathology

for GD

Multivariate logistic regression showed that, for the whole

sample, the most associated variables for GD were female sex,

and symptoms of agoraphobia, hypochondriasis, pathological

gambling, and dissociative disorder. For male students, the

symptoms of agoraphobia, hypochondriasis, manic episode,

and pathological gambling were most significantly associated

with GD; for female students, those were symptoms of dis-

sociative disorder, hypochondriasis, and body dysmorphic

disorder (Table 4).

Perceived Parenting Style and Family Support

Both sexes of participants with GD perceived less family

support, as indicated by higher scores on the Family APGAR

than their counterparts with a small effect size; they also per-

ceived significantly less affection and care from both parents

with small effect sizes (absolute Cohen’s d ranging from 0.36

to 0.49). For females with GD, they additionally reported more

Table 1 Demographic

characteristics by participants

with and without symptoms of

gender dysphoria

Sociodemographic variables Gender dysphoria Statistics

Yes (N = 225) No (N = 4785)

N or M (%) or (SD) N or M (%) or (SD)

Biological sex

Male 49 (21.8) 2536 (53.0) v2 = 83.87, df = 1,

Female 176 (78.2) 2249 (47.0) p\.0001

Age (years) 19.5 (1.9) 19.8 (2.8) F = 1.48

Paternal age at birth of participant (years) 30.2 (4.2) 30.6 (4.4) F = 2.13

Maternal age at birth of participant (years) 27.3 (3.5) 27.7 (3.7) F = 3.24

Paternal education level

Senior high or lower 71 (32.3) 1379 (29.8) v2 = 0.59, df = 1

College or higher 149 (67.7) 3242 (70.2)

Maternal education level

Senior high or lower 104 (47.3) 2062 (44.1) v2 = 0.84, df = 1

College or higher 116 (52.7) 2611 (55.9)

Paternal job

Professional 56 (25.3) 1224 (26.7) v2 = 0.20, df = 2

Technical 123 (55.7) 2504 (54.6)

Others 42 (19.0) 857 (18.7)

Maternal job

Professional 18 (8.2) 408 (9.0) v2 = 0.25, df = 2

Technical 95 (43.6) 2023 (44.4)

Others 105 (48.2) 2126 (46.6)

Parental marital status

Married and cohabited 209 (93.3) 4326 (90.9) v2 = 1.55, df = 1

Others 15 (6.7) 435 (9.1)

Number of total offspring 2.4 (0.8) 2.3 (0.8) F\1

Birth order

Single child 17 (7.6) 416 (8.7) v2 = 1.81, df = 3

First child 106 (47.1) 2173 (45.6)

Middle child 33 (14.7) 590 (12.4)

Youngest child 69 (30.7) 1589 (33.3)
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overprotection from their mothers, and more authoritarian

control fromboth parents withvery small effect sizes (absolute

Cohen’s d ranging from 0.18 to 0.26, Table 5).

Discussion

As one of the first studies reporting the epidemiological and

psychiatric features of GD in young adults from a large non-

clinical sample, this study found that GD was not uncommon

and co-occurred with certain psychopathologies among Tai-

wanese young adult university students.

Definition of Gender Dysphoria

Similar to studies using the CBCL item ‘‘wishes to be of

opposite sex’’ to estimate the prevalence of GD in child and

adolescent populations (van Beijsterveldt et al., 2006; Zucker

et al., 1997), our study also adopted a single ASRI-4 item to

assess the cognitive aspect of GD. The major limitation of

defining cognitive GD by this single item was that information

about other dimensions (behavioral and affective) of GD,

sexual orientation and identity, and gender role characteristics

were absent; thus, it was difficult to make a definite differen-

tiation of our ‘‘cognitive GD’’ from other possibly related or

overlapping conditions (e.g., gender-role dissatisfaction, non-

heterosexuality). Werecognized thatyoung adults in this study

were possibly exposed to social stereotypes of the dichoto-

mized gender roles in traditional cultures. In order to reduce

false-positives, we tried to exclude those with mainly gender-

role dissatisfaction by defining GD as rated ‘‘often’’ or ‘‘very

often’’for the index item (excluding‘‘sometimes,’’which was

defined in the original ASRI-4 scoring as a positive response),

expecting to identify those primarily with a persistent and high

level of cognitive cross-gender identification.

Prevalence and Demographics

We found a high prevalence (males, 1.9%; females, 7.3%) of

GD in Taiwanese university students. The present rates were

higher than those of Western studies in children (van Bei-

jsterveldt et al., 2006; Zucker et al., 1997) and, not surpris-

ingly, remarkably higher than the prevalence rates of adult

transsexuals in Western (Bakker et al., 1993; Bodlund et al.,

1993; De Cuypere et al., 2007; Weitze & Osburg, 1996; Wil-

son et al., 1999) and Asian (Chang et al., 2006; Hwu et al.,

1989; Tsoi, 1988) studies. Yet, it is closer to that of a study in

American twin children and adolescents (Coolidge et al.,

2002). The different prevalence rates across studies may be

explained by the various instruments and defining/diagnostic

criteria applied, the different ethnic/cultural groups investi-

gated, and the problems of comparability of childhood to

adulthood GD/GID.

Regarding measurements, although the instrument assess-

ing GD was contextually parallel to that of the CBCL (van

Beijsterveldt et al., 2006; Zucker et al., 1997), the meaning of

‘‘wishes to be of opposite sex’’might be different for parental

reports of the childrenand the adult self-reports. Moreover, our

assessment was less comprehensive than the use of a six-item

GID scale (Coolidge et al., 2002), and somewhat different

from the two cognitive GD items of the DIS-CM (Chang et al.,

2006; Hwu et al., 1989). Regarding sample group differences,

the present high rates echoed the gross comparison that the

prevalence for adult transsexuals in Asian countries (Chang

et al., 2006; Hwu et al., 1989; Tsoi, 1988) was higher than that

inWestern countries (Bakker et al., 1993; Bodlund et al., 1993;

De Cuypere et al., 2007; Weitze & Osburg, 1996; Wilson et al.,

1999). The sampling bias also limits the generalizability of

our results. Although recruiting from a national university that

enrolls freshmen from all over Taiwan, our subjects had rel-

atively higher-than-average academic achievements. Other

participantcharacteristics, suchas teenagedevelopmentalexpe-

riences, accessibility to information on the internet, person-

ality characteristics, and coping styles, may also influence

prevalence rates.Further investigationona randomlyselected,

nationally representative sample is needed to generate more

accurate estimates for the general population. Regarding com-

parability of childhood to adulthood GD/GID, it was recog-

nized that childhood GID/GD does not always persist into

adulthood (Drummond, Bradley, Peterson-Badali, & Zucker,

2008; Wallien & Cohen-Kettenis, 2008), and adult GID/GD

might not necessarily be preceded by childhood GID/GD. This

makes cross-age comparison difficult with the available data.

Table 4 Strongest co-occurring symptoms for gender dysphoria

OR 95% CI p

Combined sample

Agoraphobia 2.4 1.4–4.3 .003

Hypochondriasis 2.8 1.6–4.9 \.001

Pathological gambling 14.5 3.9–53.7 \.001

Dissociative disorder 3.8 2.1–7.0 \.001

Female sex 5.2 3.1–8.9 \.001

For males only

Agoraphobia 6.7 2.2–20.6 \.001

Hypochondriasis 4.9 1.8–13.0 .002

Manic episode 3.8 1.1–12.9 .031

Pathological gambling 13.4 2.7–67.2 .002

For females only

Hypochondriasis 2.0 1.0–4.1 .046

Body dysmorphic disorder 1.7 1.0–2.8 .044

Dissociative disorder 3.7 1.8–7.5 \.001

OR odds ratio; CI confidence interval
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Several past studies (Chang et al., 2006; Coolidge et al.,

2002; Godlewski, 1988; Hwu et al., 1989; van Beijsterveldt

et al., 2006; Zucker et al., 1997) and ours all demonstrated a

trend of female-predominance for GD in both childhood and

adulthood. These consistent findings are contrary to the male-

predominance ofadult transsexuals receiving medical services

(Bakker et al., 1993; Bodlund et al., 1993; De Cuypere et al.,

2007; Weitze& Osburg,1996; Wilson etal.,1999),which may

partly be explained by the clinical referral bias for males

(Zucker et al., 1997). The female-predominance in GD may

actually echo the fluidity and diversity of female sexuality

depicted by past research (Diamond, 2008; Savin-Williams &

Diamond, 2000; Sophie, 1985), but it also possibly reflects

more or less the gender-role dissatisfaction caused by the long-

standing oppression from a patriarchic structure both in the

Western and the Taiwanese/Chinese societies (Greer, 1971;

Huang & You, 2007). From our own data, we were not able to

make clear differentiation between strong gender-role dissat-

isfaction and a milder degree of GD. Nevertheless, it is rea-

sonable to assume that the female-predominance of GD,

compared to the male-predominance of clinical GID, reflects

not only the natural aspect of female sexuality but also the

nurtural part, including their appraisals towards their gender

identity and gender role characteristics. The role of nature and

nurture on the interface of gender role and gender identity is

thus an interesting area for further investigation. Our finding of

a markedly stronger female-predominance than those from

Western studies (Coolidge et al., 2002; van Beijsterveldt et al.,

2006; Zucker et al., 1997) implies the need for further biologi-

cal and sociocultural explorations. The impact of Taiwanese/

Chinese traditional cultural gender role socialization on the

participants’ reports of GD should also be considered (e.g.,

males being less willing to report gender-nonconformity and

females being more likely to be dissatisfied with their gender

roles) (Huang & You, 2007).

Co-Occurring Psychopathology

Corresponding toprevious reports regarding the diverse nature

of associated psychopathology both in children (Zucker &

Bradley, 1995) and adults (Hepp et al., 2005) with GID, we

also found increased rates of a wide range of concurrent psy-

chopathologies in individuals with cognitive GD than those

without. Similar to previous reports on children with GID

(Cohen-Kettenis et al., 2003; Wallien et al., 2007; Zucker &

Bradley, 1995), university students with GD were more likely

than those without to have various anxious and depressive

symptoms. Furthermore, our findings lend evidence to support

thatyoung adultswith GDare more likely tohavesymptomsof

somatoform disorders (Hepp et al., 2005); specifically, symp-

toms of hypochondriasis were most significantly associated in

both sexes and body dysmorphic disorder in females, suggest-

ing the possibility that the presence of high bodily concerns or

pathological bodily worries may be related to the dissatisfac-

tion toward their physical/sexual appearances in young adult-

hood. Similar to the Dutch twin study (van Beijsterveldt et al.,

2006), our results also showed evidence ofexternalizing symp-

toms in addition to internalizing ones, especially those related

to impulse-dyscontrol, in university young adults (particularly

males) with GD. These findings are novel and have clinical

implications and thus warrant further investigation.

Besides the aforementioned co-occurring psychopathology

documented in prior research, our study also indicated certain

novel ones, including symptoms of obsession–compulsion,

agoraphobia, dissociation, dyssomnia, and borderline and

schizoid personalities. The association of obsession–compul-

sion and agoraphobia to GD is unique, which indicates the

presence of excessive ruminations and a distinct expression of

anxiety related to GD; the association was stronger in males,

suggesting a sex-specific concurrent anxiety pattern in males

with GD. The association between GD and dissociative

symptoms is significant and particularly strong in females,

reminding us to be mindful of the possible psychoplastic

evolvements related to experiences of trauma or maltreatment,

as evidenced by past research showing higher dissociative

symptoms associated with emotional maltreatment in trans-

sexuals (Kersting et al., 2003). The increased co-occurrence

with dyssomnia may be explained by concurrent anxiety,

depression, and other psychiatric symptoms. Finally, despite

that confusion with gender identity as one contributing symp-

tom for borderline personality disorder (American Psychiatric

Association, 2000), our results do not support borderline per-

sonality as a prerequisite for GD (for the low prevalence of

borderline personality in subjectswith GD). On the other hand,

the co-occurrence of GD with symptoms of schizoid person-

ality might be partly explained by their tendency of social

isolation. Furthermore, the significant risk for suicidal ideation

points to the seriousness of the condition and the need for

careful clinical monitoring to prevent the potentially lethal

consequences of suicidal behaviors.

Theco-occurringpsychopathologies weremore apparent in

males than in females for symptoms of agoraphobia, obses-

sion–compulsion, manic episode, trichotillomania, impulse-

control disorders, and anxiety disorders (Table 2). Moreover,

the effect sizes of co-occurring symptom severities in partic-

ipants with compared to without GD were generally higher in

males than in females (Table 3). These findings could be rel-

evant to the eventual understanding of both the biologic sub-

strates and the sociocultural contributors to GD for different

sexes in Taiwanese society.

It should be clear that although our initial univariate anal-

yses identified a wide range of increased odds (even under a

stringent critical value adjusted for multiple comparisons) for

other kinds ofpsychiatric symptoms insubjectswith GD, these

should be considered exploratory. In addition, the findings
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could also reflect that certain psychiatric symptoms (e.g., anxi-

ety symptoms with other psychopathology) were highly comor-

bid with each other. It is thus plausible to assume that the

multivariate analyses (Table 4) depict a more specific pattern

of co-occurring psychopathology for GD. Furthermore, due

to the limitation that GD defined in our study may more or less

overlap with strong gender-role dissatisfaction, we should be

mindful of the possibility that the associated psychopathol-

ogies partly reflect those related to gender-role dissatisfac-

tion, as exemplified by past literatures showing, for instance,

the association of undifferentiated sex-role orientation to

depressive symptoms in working women (Napholz, 1994)

and men with infertile female partners (Cook, 1993). Finally,

since ‘‘concurrent psychopathology’’ revealed by question-

naire survey should be treated conservatively before further

validation from direct interview, the readers should bear in

mind that some of our findings (e.g., somatic concerns and

anxiety in publics) may partially reflect normal responses for

subjects with GD experiencing the pressure and disapproval

from their surrounding environments.

Perceived Parenting Style and Family Support

Although there have been no studies examining the perceived

parenting style and family support among individuals with

GD, similar to the findings from adult transsexuals in Western

society (Cohen-Kettenis & Arrindell, 1990; Parker & Barr,

1982), our results indicate that university young adult students

of both sexes with GD perceived less support from their

families and obtained less affection and care from their par-

ents; specific for females with GD, they also perceived more

overprotection from mothers and authoritarian control from

both parents (Table 5). Our findings of higher variation in

reporting parental affection and care, particularly in male

students, may reflect the diverse responses of parental affec-

tion and care perceived by the male students.

It is interesting that since the ‘‘proximity to mother’’ is

highly predictive of the presence of effeminacy in clinically-

referred boys (Sreenivasan, 1985), and the trait of separation

anxiety beingconsidered important for childhood GID (Coates,

1990; Coates & Person, 1985; Sreenivasan, 1985; Zucker &

Bradley, 1995; Zucker et al., 1996), the perception of parent–

child relationship and family support of university students

with GD in their young adulthood seems not merely an exten-

sion of the childhood ones (e.g., higher clinging to mother,

marked separation anxiety). From clinical observations, it is

not uncommon that the parental perceptions of cross-gender

behaviors switch from‘‘cute’’at preschool age to averse later,

thus explaining partially the non-continuity of parenting

styles. It is of high interest to explore the temporal changes of

the quality of and the associated factors influencing the

family relationship along the developmental course of indi-

viduals with GD.

Methodological Considerations

The present study was limited by the cross-sectional design,

the questionable generalizability of results from a university

sample to other populations, and the sole employment of self-

administered questionnaires instead ofdirect interviews.More-

over, though defining GD in terms of a single rating scale item

is a commonly adopted research strategy, particularly for stud-

ies applying secondary data analyses like ours, the single-item

approach constrains the understanding of the various aspects

of sexualityandassessesmerely the cognitive, instead ofaffec-

tive or behavioral, dimension of GD; information needed for

clear differentiation of cognitive GD to non-heterosexuality or

stronggender-role dissatisfaction is also lacking. Nevertheless,

a recent study of the Gender Identity/Gender Dysphoria Ques-

tionnaire for Adolescents and Adults (GIDYQ-AA) showed

that an item (No. 16,‘‘wish or desire to be opposite sex’’) with

similar wording as the ASRI-4 GD item demonstrated a very

high factor loading (0.93) and corrected item–total correlation

(0.91) with the GIDYQ-AA as a whole (Deogracias et al.,

2007), implying that this single item is core to and corresponds

well to the whole construct of GD.

The limitations were offset by several strengths. First, this

was the first large-scale non-clinical study exploring aspect of

GD in young adults. Secondly, the comprehensive evaluation

of psychopathology and parent–child interaction provides a

valuable opportunity illustrating the full psychiatric picture of

GD. Finally, this is the only study investigating GD in Tai-

wanese and Asian population in the past two decades and may

be regarded as the basis for cross-cultural comparisons.

Clinical Implications

The relatively high prevalence of cognitive GD revealed in the

present study warrants clinicians to direct more attention to the

presence and the commonality of the‘‘variant gender identity’’

(Lothstein, 2006), and to be mindful of the potential sufferings

and specific needs of university students with GD. The dys-

phoria in young adult university students with variant gender

identity is possibly related to a wide range but specific pattern

of concurrent psychiatric conditions, for instance symptoms of

agoraphobia and hypochondriasis for males and dissociative

symptoms for females. Perceived family supports and rela-

tionships are often less satisfying. We also need to be aware of

the potential biological gender difference in the presentations

of and associated psychiatric and family conditions with GD.

School counselors and health care professionals should pro-

vide necessary supports and services to address these issues

according to individual needs.
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Appendix: Symptom Clusters Examined by the ASRI-4

Anxiety disorders: generalized anxiety disorder, specific pho-

bia, social phobia, agoraphobia, and panic disorder

Obsessive–compulsive disorder

Tic disorders: motor and vocal tics

Somatoform disorders: somatization disorder, hypochondria-

sis, and body dysmorphic disorder

Stress-response disorders: post-traumatic stress disorder and

adjustment disorder

Mood disorders: major depressive episode, dysthymic disor-

der, and manic episode

Sleep disorders: insomnia, hypersomnia, narcolepsy, and night-

mare disorder

Eating disorders: anorexia nervosa and bulimia nervosa

Disruptive behavior disorders: attention deficit/hyperactivity

disorder, oppositional defiant disorder, and conduct disorder

Impulse-control disorders: intermittent explosive disorder,

kleptomania, pathological gambling, pyromania, and trich-

otillomania

Dissociative disorder

Gender identity disorder

Substance use

Schizophrenia

Personality disorders: schizoid personality disorder, antisocial

personality disorder, and borderline personality disorder.
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Abstract This follow-up study evaluated the outcome of sex

reassignment as viewed by both clinicians and patients, with an

additional focus on the outcome based on sex and subgroups. Of

a total of 60 patients approved for sex reassignment, 42 (25

male-to-female [MF] and 17 female-to-male [FM]) transsexu-

als completed a follow-up assessment after 5 or more years in

the process or 2 or more years after completed sex reassignment

surgery. Twenty-six (62%) patients had an early onset and 16

(38%) patients had a late onset; 29 (69%) patients had a homo-

sexual sexual orientation and 13 (31%) patients had a non-homo-

sexual sexual orientation (relative to biological sex). At index and

follow-up, a semi-structured interview was conducted. At follow-

up, 32 patients had completed sex reassignment surgery, five were

still in process, and five—following their own decision—had

abstained from genital surgery. No one regretted their reassign-

ment. The clinicians rated the global outcome as favorable in 62%

of the cases, compared to 95% according to the patients them-

selves, with no differences between the subgroups. Based on the

follow-up interview, more than 90% were stable or improved as

regards work situation, partner relations, and sex life, but 5–15%

were dissatisfied with the hormonal treatment, results of surgery,

total sex reassignment procedure, or their present general health.

Most outcome measures were rated positive and substantially

equal for MF and FM. Late-onset transsexuals differed from those

with early onset in some respects: these were mainly MF (88 vs.

42%), older when applying for sex reassignment (42 vs. 28 years),

and non-homosexually oriented (56 vs. 15%). In conclusion, al-

most all patients were satisfied with the sex reassignment; 86%

were assessed by clinicians at follow-up as stable or improved in

global functioning.

Keywords Transsexualism � Gender identity disorder �
Sex reassignment � Outcome

Introduction

Diagnosis

Atranssexualpersonhasacross-gender identity inrelationtohis

or her biological sex. Gender Identity Disorder (GID) is the diag-

nostic classification according to the most recent edition of the

Diagnostic and Statistical Manual of Mental Disorders (DSM-

IV-TR) (American Psychiatric Association, 2000), describing

persons with cross-gender identity, gender dysphoria, and con-

comitant persistent psychological distress or functional impair-

ment. In Sweden, the ICD-10(World HealthOrganization,1992)

diagnosis of ‘‘transsexualism’’ (TS) is used in clinical settings.

Early and late onset transsexualism are clinical classifica-

tions, constructed to divide the spectra of transsexualism into

subgroups. Early-onset TS refers to people who early in life

(childhood) have a strong wish to become the opposite sex,

while late-onset TS refers to individuals whose cross-gender

identification begins at puberty or later and who gradually

develop a wish for sex reassignment (SR). The age of 12 has

been suggested as the division point between early and late

onset (Doorn, Poortinga, & Verschoor, 1994). Among male-

to-female (MF) transsexuals with late onset, some have passed

through a period of transvestic fetishism (Docter, 1988). From

another theoretical framework, TSs can be categorized into

subgroups on the basis of sexual orientation, i.e., homosexual
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or non-homosexual in reference to biological sex (Blanchard,

1989).

Incidence

Since1972, when Sweden passed legislation regulating surgical

and legal sex reassignment, 10–15 people have completed the

reassignment procedure annually, which means an incidence of

0.19 per 100,000 inhabitants over 15 years of age (Olsson &

Möller, 2003).However, therehasbeen amarked increase in the

last8 years. In2006and2007,about50peopleappliedandwere

accepted for SRS. This corresponds to a yearly incidence of

approximately 1/100,000 in the age bracket of 18–65 (personal

communication, Swedish National Board of Health and Welfare).

This increase over the last few years concerns mainly younger

MF.

Outcome of Sex Reassignment Surgery

In a review of studies from 1961 to 1991, covering 70 studies

and 2,000 patients (Pfäfflin & Junge, 1998), the conclusion was

that, despite differences in methodology and the choice of out-

come variables, SRS basically resolved gender dysphoria prob-

lems. Early reports showed positive outcome for about 71% of

the MF TSs and 89.5% for the female-to-male (FM) TSs and, in

more recent studies, even more favorable outcome rates of 87

and 97%, respectively (Cohen-Kettenis & Pfäfflin, 2003). Dis-

parities in study methodology lead to different conclusions con-

cerning outcome and predictive factors, but most agree that

female biological sex is a predictor for positive outcome. In sev-

eral studies, early-onset TS, and consequently cross-dressing in

childhood and younger age at SRS, are also considered pre-

dictors for positive outcome (Cohen-Kettenis & Pfäfflin, 2003;

Lundström, Pauly, & Wålinder, 1984). Furthermore, homo-

sexual orientation is a positive predictor for outcome (Blan-

chard, Steiner, Clemmensen, & Dickey, 1989).

Negative outcome includes the very few actual regrets (esti-

mated at 1–2%) (Cohen-Kettenis & Pfäfflin, 2003; Kuiper &

Cohen-Kettenis, 1998; Pfäfflin & Junge, 1998). In a previous

Swedish study, 3.8% during the years 1972–1992 regretted their

SRS. Factors associated with regrets showed that lack of support

from the patient’s family and belonging to the group of people

with late-onset TS were predictive of regret of SRS (Landén,

Wålinder, Hambert, & Lundström, 1998). Other risk factors for

negative outcome often mentioned in studies are poor social

support, severe psychopathology, unfavorable physical appear-

ance, and poor surgical result (Cohen-Kettenis & Pfäfflin, 2003;

Lawrence, 2003; Smith, van Goozen, Kuiper, & Cohen-Kettenis,

2005).

Lawrence (2003) concluded that results of surgery may be

more important for global outcome than preoperative factors,

such as transsexual typology or procedure compliance. Eldh,

Berg, and Gustafsson (1997) also reported that the participants’

dissatisfaction was associated with unsatisfactory physical and

functional results after surgery.

These predictive factors for favorable vs. unfavorable out-

come were pointed out by Swedish researchers in the 1970s and

1980s(Lundströmetal.,1984;Wålinder,Lundström,&Thuwe,

1978; Wålinder & Thuwe, 1975), and later by Landén et al.

(1998). In another Swedish study, focusing on personality fac-

tors, Bodlund and Kullgren (1996) described a group of 19

patients who had been approved for SRS. At follow-up after

5 years, 13 (70%) patients had improved in relation to social,

psychological, and psychiatric aspects. One person regretted the

SR and three (16%) had an unsatisfactory outcome in the sense

that their psychosocial functioning had not improved or in some

aspects had worsened. Prognostic factors associated with posi-

tiveoutcomewereanabsenceofpersonalitydisorderdiagnoses,

having a positive self-image, and having a partner early in the

process.

In a recent review, Gijs and Brewaeys (2007) report a

favorable outcome in 96% of cases according to the patients

themselves, and they argue that the patients’ opinion regarding

satisfaction may, in fact, be the decisive measure for outcome.

Aims of the Study

This study investigated outcome in terms of clinicians’ and

patients’ evaluation of the process of sex reassignment. The

study was prospective and longitudinal and focused on relief of

gender dysphoria, satisfaction with the SR process, social func-

tioning, work, relationships, and sexuality after a minimum of

5 years in the process and/or 2 years after SRS. The study also

examined if outcome differed in regard to sex, age group, and

diagnostic group (i.e., early vs. late-onset and homosexual vs.

non-homosexual TSs).

The Swedish Procedure

According to Swedish national law, a person with transsexual-

ism can apply for and get the necessary treatment for sex change

within the public health care system. The procedure is often

initiated by referral from a local psychiatric clinic to a special-

ized psychiatrist and gender team in order to obtain psychiatric

assessment for a certificate of approval, following the patient’s

personal application for sex reassignment. There are six teams

and two surgery clinics in Sweden for this purpose. The gender

team provides a diagnostic evaluation, evaluates personal re-

sources and the social situation, offers personal support, and

authorizes the various examinations and treatments needed,

such as physical exams, hair removal, speech training, hormone

treatment, and surgery. After at least 1 year of so-called real-life

experience, the patient’s situation is re-evaluated and, if deemed

suitable, hormone treatment is initiated, usually by the psychi-

atrist. At a minimum of 2 years, sex reassignment can be com-

pleted (Landén, Bodlund, Ekselius, Hambert, & Lundström,
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2001). Most medical costs are subsidized by the Swedish gov-

ernment, so the total cost for the patient will not be more than

about 300 USD per year.

The professional view in Sweden is that transsexualism is an

authentic identity and that sex reassignment is the treatment of

choice. Full treatment, in addition to hormones, involves ster-

ilization and genital and plastic surgery. A complete sex change

(according to the law) means that the patient has changed his or

her first name, is on hormonal treatment, and has received a new

national identity number indicating the new gender affiliation.

The patient must also have been sterilized (or castrated), but not

necessarily have had genital plastic surgery.

Method

Patients

The patients in this study were consecutively selected from two

geographic regions of Sweden, one in the north and one in the

south. At the time of inclusion, both centers had about five new

referrals per year that were approved for SRS. About the same

number of patients was excluded yearly from the SR process,

due, for instance, to other diagnoses. The inclusion criteria for

the follow-upstudywere fulfillmentof thediagnosticcriteria for

transsexualism (or GID) and having been approved for sex

reassignment since 5 years back or more, and/or completed sex

reassignment since 2 years or more. Of the total population of

60 former patients (39 MF and 21 FM), 42 (70%) agreed to

participate. Eighteen patients, 14 MF and 4 FM, were not in-

cluded: one had died from complications of the SR surgery,

eight were not reachable or did not respond to the request to

participate, and nine said they were unwilling, mainly for integ-

rity reasons. The dropouts were predominately MF (77.8%) and

hadaslightly lowerscoreon theGAF-scale (GlobalAssessment

of Functioning, Axis V in the DSM-IV) at index (63 vs. 71,

p = .001), but did not differ from the patients as regards age,

diagnostic subtype (early or late onset) or sexual orientation.

Sixteen (88.9%) of the dropouts had completed SRS.

The follow-up group consisted of 25 MFs (59.5%) and 17

FMs (40.5%). Twenty-six (61.9%) patients were diagnosed by

the clinician (based on the patients’ own reports) as early onset

and 16 (38.1%) as late onset.

As shown in Table 1, 32 (76.2%) patients had completed

SRS, five were still in the process, and five (4 MF/1 FM) had

discontinuedfurther surgery.Allwere late-onsetTSsandfourof

these last-mentioned five were still on hormones. Among the

four MF who had discontinued surgery, two (see Table 2, No.

10 and 15) wanted only breast enlargement but not genital

surgery, one (No. 12) was ambivalent, and the fourth (No. 14)

had changed his mind about completing SRS since he had found

a partner who accepted that he had double identities. The FM

(No. 35) described herself as transgendered living with double

identities and also very ambivalent about completing SRS. All

of the discontinuers had stopped before castration and genital

plastic surgery.

The FMs were significantly younger than the MFs at first

assessment (index), follow-up, and at the time for SRS (p\
.05). Among the MFs, late-onset TS dominated (56%) com-

pared to 11.8% among FMs (p = .003). Half of the MFs (48%)

were non-homosexually oriented compared to 5.9% of the FMs

(p = .003). For the entire group, the time span between index

and follow-up assessment was 4–16 years, with a mean of

9.0 years. Half of the group had completed SRS within 4 years

before follow-up.

Procedure

At index, when the patients applied for treatment, all were clin-

ically assessed by multiple methods: psychiatric, psychologi-

cal, and somatic. They were interviewed, diagnosed according to

ICD-10, and assessed regarding cognitive resources, personality

traits, and disorders. Sociodemographic data were collected as

well as data about partner experience, sexual orientation, and re-

lated issues.Thepatientsalso completedvarious self-reportques-

tionnaires.

At follow-up, after 5 years or more in the process or at least

2 years after SRS, the patients were contacted by the same

psychiatrist (OB or TH) who had handled the index assessment

and their application. The patients were interviewed and asked

to complete the same questionnaires and tests as they did at

index, which they complied with. This repeated procedure al-

lowed us to compare status before and after SR.

Measures

The Interview

The semi-structured interview at follow-up focused on a variety

of areas of functioning, with questions chosen by the research-

ers on the basis of their clinical experiences and from earlier

Swedish studies (Bodlund & Kullgren, 1996; Eldh et al., 1997).

The questions covered employment situation, financial situa-

tion, partner, family of origin and other significant relations,

sexual functioning and orientation, and physical and mental

health. There were also questions about how the subjects per-

ceived their gender role and how they experienced the SR

procedure as a whole and the outcome of hormonal treatment

and surgery. There were a total of 55 pre-formulated questions

about changes from index to follow-up. The patient’s ratings

were made on a 3- or 5-point ordinal scale, with 3 indicating

‘‘good’’ and 1 ‘‘poor’’ on the 3-point scale and 5 = ‘‘much

better’’and1 = ‘‘muchworse’’on the5-point scale. Inaddition,

general health aspects and medication were rated by both the

clinician and the patient. The five-point categories were then

Arch Sex Behav (2010) 39:1429–1437 1431
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transformed into three categories: better/improved-unchanged-

worse/impaired.

Standardized Rating Format

The format for the clinicians’ evaluation of the outcome from

index to follow-up was inspired by Hunt and Hampson’s (1980)

Standardized Rating Format, as well as the work of Wålinder

and Thuwe (1975) and the modification of the format previous-

ly described by Bodlund and Kullgren (1996). The format was

supplemented by a GAF estimation (Axis V in the DSM-IV)

made by the clinician at both index and follow-up. An increase

in GAF points of five or more was considered to be an improve-

ment and a decrease of Cfive points was considered as worse.

Each clinician collected all available information from medical

records, personal knowledge of the patient over the years, and

data from index and follow-up interviews, and used this infor-

mation to make their evaluation of the outcome as regarded

socioeconomic status, work/study status (including sick leave,

disabilitypension,etc.), partner/family/friendrelationships (i.e.,

changes in the quality of significant relations), actual use of

psychiatric care, and global functioning according to the

GAF scale and whether it was lower/worsened, stable/un-

changed, or improved/higher. In addition, the patients’ own

opinion on the outcome was included in the format, which

means that the patient’s and the clinician’s evaluations were

not fully independent of each other. Global outcome was

defined as positive/favorable if at least two of these six areas

were improved and not worse in any functional area. Con-

versely, global outcome was defined as negative if at least two

or more areas were worse/impaired and not improved in any.

In our earlier study from 1996, we showed good inter-rater

reliability (with a Cohen’s kappa of about 0.80, unpublished

data) between these two clinicians regarding their judgment

of global outcome according to this rating format. Gathering

all available data over several years and from different areas

of functioning, a summary of the outcome of SR for each

individual is shown in Table 2.

Results

At follow-up, 16 (38.1%) patients, 9 of the MFs (36%) and 7 of

the FMs (41%), had a partner. Twenty-six (62%) patients were

employed or involved in studies, compared to 21 at index.

Among the other 16 patients, two were unemployed, two were

retired, and 12 lived on disability pensions (compared to nine

on disability pensions at index).

Clinicians’ Evaluation of Global Outcome

As shown in Table 2, the clinicians rated 26 patients (62%) as

globally improved, 10 (24%) as unchanged, and six (14%) as

worse. Three out of five of those still in the process and all of

those who had discontinued from further surgery were rated as

improved.

According to the clinicians evaluation (Table 3), more MFs

were rated as improved compared to FMs (p = .04), but there

was no significant difference in outcome between the subgroups

(early- vs. late-onset TSs and homosexual vs. non-homosexual

sexual orientation).

Patients’ Evaluation of Global Outcome

In Table 2, it is also evident that the patients’ own assess-

ments of global outcome were more positive than the clini-

cians’. Forty (95%) patients rated themselves as improved

and only two viewed the outcome as negative. None of the

patients who were still in the process rated the outcome as

negative thus far. Also, those five who had interrupted the SR

process seemed to be content with their decision to do so.

Table 1 Description of the follow-up group

Description Male-to-female (MF) Female-to-male (FM) Total

n = 25 (59.5%) n = 17 (40.5%) n = 42

M (Range) M (Range) M (Range)

Age at index (in years) 37.3 (21–60)a 27.8 (18–46) 33.4 (18–60)

Age at SRS (in years) 38.2 (22–57)b 31.4 (22–49) 35.2 (22–57)

Age at follow-up (in years) 46.0 (25–69)b 38.9 (28–53) 43.1 (25–69)

n (%) n (%) n (%)

Early-onset transsexualism 11 (44)a 15 (88.2) 26 (61.9)

Late-onset transsexualism 14 (56)a 2 (11.8) 16 (38.1)

Homosexual orientation 13 (52)a 16 (94.1) 29 (69.1)

Completed SRS 18 (72)ns 14 (82.4) 32 (76.2)

a Student’s t-test p \ .01
b Student’s t-test p \ .05
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Patients’ Evaluation of Specific Aspects of Outcome

On the question of their gender identity at follow-up, there

were no patients who identified themselves with their biolog-

ical sex. Thirty-three (79%) patients identified themselves ac-

cording to their preferred gender identity and felt that others

also perceived them in the same way and not according to their

biological sex. Nine (21%) identified themselves as just trans-

sexuals, of which eight were MFs. These patients had not yet

completed the SR procedure or had interrupted the process,

and stated that they felt ambivalent due to a perceived lack of

acceptance from other people or dissatisfaction with their

physical appearance, which still indicated their biological sex.

Table 4 shows that the patients were extremely satisfied with

the SR process as a whole, with no differences between the

sexes. As many as 95.2% of the patients (40 out of 42) were sat-

isfied. Two (one MF and one FM) were dissatisfied because of

shortcomings in the genital surgery.

Few patients rated their work situation, partner relation or

sex life as impaired at follow-up, with no significant differ-

ences between the sexes. Three experienced some impairment

in their work situation. One, a MF, had a typically masculine

job and experienced difficulties coping at work as a woman.

Another MF had previously held a job but was unemployed at

the time of the follow-up study. The third case, also a MF, was

an unemployed former student.

Regarding impaired partner relations, two (MF) gave sex-

ual reasons. One claimed that the hormonal treatment led to a

negative effect on her sex drive and the other reported that her

vagina was not functional for intercourse. The third patient

(FM) expressed social problems in trying to live in a masculine

role and was also slightly depressed.

Current sex life, compared to before SR and hormone

treatment, was rated as improved or unchanged by 95% of the

patients. Two MFs expressed ‘‘impaired sex life’’ because of

lower sex drive and lack of partner, respectively.

There was, however, a significant difference between the

sexes regarding their sexual orientation. Twelve of the MFs

(48%) preferred a female partner compared to only one among

the FMs (6%), who had a preference for a male partner (p =

.004), i.e., non-homosexuality in relation to biological sex.

There was also a significant correlation (Pearson r = .45,

p = .01) between male sex, late onset, and non-homosexual

orientation.

The initiation of hormonal treatment is a crucial part of the

SR process and often functions as a confirmation of the pro-

spective of the procedure.Thirty-five (89.7%)patients were, in

general, satisfied with the hormonal treatment, three stated

neither/nor, and one was dissatisfied because she was forced to

cease treatment due to an allergic reaction.

The general evaluation of the surgery treatment showed

that of 33 patients (32 with genital surgery and one with only

mastectomy), 22 (66.7%) were satisfied, seven (21.2%) wereT
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neither/nor, and four (12.1%) were dissatisfied. Three of

these latter four were FMs.

Thepatientswerealso interviewedaboutchanges fromindex

to follow-up in their general health, psychiatric distress, and use

of psychotropic medication. The majority (55.4%) rated their

general health as improved, 28.5% stated ‘‘no change,’’ and

16.1% felt that their overall health was impaired. There were no

sex differences, but the impaired group was slightly older. A

common response associated with improvement was better

psychologicalwell-being.Halfof thosewhorated theirhealthas

‘‘unchanged’’ meant they were still in good health. As for psy-

chological problems, 30–50% stated they had suffered from

insomnia, depression or anxiety in the last year, but only five out

of 42 (12%) were on antidepressants or tranquillizers. Only

three patients (7.1%) were receiving ongoing psychiatric treat-

ment (for other reasons than the SR procedure).

When comparing the outcome (according to statements in

the interview) for early onset vs. late-onset TSs, some signif-

icant differences were found, as shown in Table 5.

Most late-onset TSs were MF, much older when applying for

SRS, and less satisfied with their sex life. Only 15.4% of TSs

withearlyonsethadanon-homosexualorientation,compared to

more than half of those with late onset. The same pattern

emergedwhencomparinghomosexual tonon-homosexualTSs:

92% of the latter were MF, older at index (37 vs. 32, ns), and

significantly less satisfied with their sex life (p = .003). In addi-

tion, the majority (62%) were late-onset TS (p = .005). How-

ever, there were no differences within these two subgroups

regarding satisfaction with current work situation, financial

status, general health, or hormonal or surgical treatment. Over

90% in both groups were satisfied with the SR process as a

whole.

Discussion

The study aimed at describing the outcome of SR from both the

patient’s and the professional’s perspective. According to the

clinician, more than 60% of the patients were judged as globally

improved, compared to 95% according to the patients’ own

judgment. In a previous study by Bodlund and Kullgren (1996),

the corresponding findings, respectively, were 68 and 63%. In

other studies, using a variety of outcome measures, the average

positive outcome was between 71 and 97% (Cohen-Kettenis &

Pfäfflin, 2003). The discrepancy between the clinicians’ and the

patients’ evaluation can be explained by different standards

when evaluating changes over several years and by the fact that

the clinician took into account several more objective and, as we

see it, relevant outcome factors, such as work situation, social

relationships, financial situation, partnership, GAF value, etc.

Furthermore, it isnoteasy for thepatient toopenly regret suchan

Table 3 Clinicians’ evaluation of global outcome, in relation to sex and type of TS

MF

n = 25

FM

n = 17

Early-onset TS

n = 26

Late-onset TS

n = 16

Homosex orientation

n = 29

Non-homosex

n = 13

Improved 18 (72%)a 8 (47%) 15 (57.6%) 11 (68.8%) 17 (58.6%) 9 (69.2%)

Unchanged 5 (20%) 5 (29.4%) 8 (30.7%) 2 (12.5%) 8 (27.6%) 2 (15.4%)

Worsened 2 (8%) 4 (23.5%) 3 (11.5%) 3 (18.7%) 4 (13.8%) 2 (15.4%)

a Student’s t-test p = .04

Table 4 The patients’ statements according to the follow-up interview

concerning satisfaction with the SR process and outcome in regard to

work, partner relationships, and sex life

MF FM All

SR process as a whole n = 25 n = 17 n = 42

Satisfied 24 (96%) 16 (94.1%) 40 (95.2%)

Neither/nor 0 0 0

Dissatisfied 1 (4%) 1 (5.9%) 2 (4.8%)

Work situation n = 23 n = 15 n = 38

Better 9 (39.1%) 8 (53.3%) 17 (44.7%)

Unchanged 11 (47.8%) 7 (46.7%) 18 (47.4%)

Worsened 3 (13.1%) 0 3 (7.9%)

Partner relations n = 23 n = 14 n = 37

Better 16 (69.6%) 7 (50%) 23 (62.2%)

Unchanged 5 (21.7%) 6 (42.9%) 11 (29.7%)

Worsened 2 (8.7%) 1 (7.1%) 3 (8.1%)

Sex life n = 24 n = 16 n = 40

Better 16 (66.7%) 12 (75%) 28 (70%)

Unchanged 6 (25%) 4 (25%) 10 (25%)

Worsened 2 (8.3%) 0 2 (5%)

Table 5 Significant differences between TSs with early versus late

onset

Early-onset TS

n = 26 (61.9%)

Late-onset TS

n = 16 (38.1%)

t-test

Male sex (MF) 11 (42.3%) 14 (87.5%) p \ .01

Age at index (years) 28 42 p \ .01

Satisfied with sex life

at follow-up

20 (76.9%) 8 (50%) p \ .05

Non-homosexual

orientation (relative

to biological sex)

4 (15.4%) 9 (56.2%) p \ .01
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irreversible decision as change sex. On the other hand, it can be

argued that the only legitimate basis for judging outcome is the

patient’s satisfaction (Gijs & Brewaeys, 2007). However, the

outcome was very encouraging from both perspectives, with

almost 90% enjoying a stable or improved life situation at fol-

low-up and only six out of 42 (according to the clinician) with a

less favorable outcome.

No significant difference in outcome between early and late

onset or between homosexual and non-homosexual oriented TSs

was found, but there was a more positive outcome for MFs com-

pared to FMs. These findings differ from most other studies and

are difficult to explain. More FMs were impaired as concerned

socioeconomic status, work, and partner situation, but they rated

themselves as equally satisfied with the outcome as the MFs did.

Oneexplanationcouldbe thatFMswerealreadywell functioning

at index in many areas, which is in accordance with our clinical

impression, and that MFs had more to gain in terms of social and

psychological functioning during the SR process.

The clinician also rated the outcome as less favorable than the

patients did themselves in the interview, especially concerning

‘‘partner relationship.’’ This may be because the clinician’s eval-

uationhadabroadermeaning,coveringrelationshipswith friends

and family as well as partner relationships. A similar discrepancy

was seen regarding the work situation, which we interpret as dif-

fering valuations of, e.g., a disability pension.

The vast majority of patients identified themselves with their

preferred sex and the few who called themselves transsexuals

were those who had interrupted or were still in the process. This

finding supports the idea that the treatment goal is a complete

SRS.

When interviewed about how content they were with the SR

process as a whole, almost all the patients (95%) rated them-

selves as satisfied and no one regretted the SR. However, four

patients were discontent with the surgery, three of which were

FMs. For FMs, genital surgery is more complicated and the

result is more cosmetic than functional. On the other hand, there

were only two patients (5%) who said that their sexuality was

impaired after SRS, and they were MFs. So the surgical result is

not always decisive for sexual functioning or satisfaction.

The outcome data displayed few sex differences. FMs were

younger at application, mainly reflecting the fact that 15 out of

a total17wereearly-onsetTS,which impliesanearlieronsetof

cross-gender orientation. Only one of the FMs reported a non-

homosexual orientation compared to half of the group of MFs.

As in previous studies, we found an expected connection be-

tween malebiological sex, late-onsetTS,and non-homosexual

orientation.

As stated above, we could not verify that late-onset TS would

have a less favorable outcome despite the fact that the late-onset

TSs were older, mostly MF, and more often single, non-

homosexual oriented, and less satisfied with their sex life. This

does not seem to interfere with their assessment of being as

satisfied and well-functioning as early-onset TSs. However,

these results are supported by Lawrence (2003) who showed

that diagnostic typology is not entirely decisive for outcome.

There is nonetheless a problem in comparing different studies

according to the different views of how to categorize the spectra

of transsexualism into subgroups. When dichotomizing into

early/late onset, MF/FM, and homo/non-homosexual, there is

alwaysariskof losingstatisticalpowerwhenthegroupsbecome

small. As shown in Tables 2 and 3, there was no robust con-

nection in this study between sexual orientation, age of onset,

and outcome.

Of the total population of 60 individuals who had changed

sex in these two regions of Sweden, 42 completed the follow-up

procedure.This response rateof70%allowsforgeneralizations.

As for the eight dropouts who declined to participate, we can

only speculate on the following reasons, perhaps among others:

(a) a long time had passed since SRS and they no longer had

contact with the TS team, (b) they were dissatisfied with the

procedure and/or result and/orclinician, or (c) theywould like to

preserve their anonymity and not risk being revealed to close

relations or friends who may not be aware of their earlier life

situation.

The strengths in this study were the prospective longitudi-

nal design, which allowed the clinicians to develop extensive

knowledge of their patients over several years of contact (M =

9 years), and the fact that both the clinician’s and the patient’s

perspective were considered in the evaluation of outcome. On

the other hand, the results may have been biased by the fact that

we were investigating our own patients, which may have

challenged our objectivity. Another possibility is that the pa-

tients may tend to want to please their clinician because of their

dependency, for instance, on future support and prescriptions

(of hormones). Another limitation was the small number of

patients, which is a constant problem in this specific research

area. However, it is noteworthy that we managed to follow-up

and evaluate as many as 70% of all treated transsexuals in these

two geographic areas.

In this study we did not aim at investigating the patients who

were not approved for SR due to other diagnoses, instability in

personality or situation etc. But clinically we are guided by a

previous Swedish study by Lundström (1981) who made a

follow-up of a group of patients not accepted for SR. His con-

clusion was that there was new strong evidence for the com-

plexity of the male group regarding diagnoses, and that many

patients in the rejected group had persistent cross-sex feelings

and were more dissatisfied with life, yet some of them thought

thedecision was right. Thestudy also pointed outwhich patients

could benefit from SR and which could adjust without. The

situation today in Sweden is that a much smaller proportion is

excluded from SRS, mainly because a more rigorous evaluation

is made before being referred to the gender team, and possibly

also because an ongoing shift in diagnostic thinking. However,

there is a need for renewed and recurring follow-up of these

rejected patients.
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In the past few years, the number of applicants for SR in

Sweden has increased dramatically. Contributing factors to this

increaseareprobablyahigher tolerance inoursociety,extensive

and more easily spread information about treatment options and

legal aspects via the Internet and other mass media, and possibly

also interacting cultural trends. A likely consequence of this in-

crease will be a larger proportion of atypical cases applying for

SR, which in turn will challenge our current clinical procedure

for inclusion and exclusion. However, the ambition will still be

to maintain the overall positive outcome of SRS and hopefully

with no regrets.
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Abstract In certain Japanese macaque (Macaca fuscata)

populations, females routinely engage in same-sex courtship,

mounting, and consortship activity. Drawing on behavioral,

biogeographic, and genetic research, we suggest that female

homosexual behavior may be associated with genetically dis-

tinct free-ranging populations of Japanese macaques. In ad-

dition, we briefly discuss the implications of this research for

the evolution of female homosexual behavior in this species.

Keywords Female homosexual behavior �
Japanese macaques � Biogeography � Haplotypes

Female Japanese macaque (Macaca fuscata), in certain

populations, are unusual in that, in addition to engaging in

heterosexual behavior, they routinely engage in same-sex

courtship and series mounting (with pelvic thrusting) dur-

ing temporary, but exclusive relationships termed ‘‘con-

sortships.’’ Females compete with males for same-sex sexual

partners and will often choose same-sex sexual partners even

when given the simultaneous choice of a sexually motivated

male alternative (Vasey, 1998). These behaviors do not ap-

pear to serve any sociosexual function including: attracting

male mates, alliance formation, dominance demonstration,

alloparental care acquisition, reconciliation, practice for

heterosexual copulation, and inter-individual tension

reduction (reviewed in Vasey, 2006).

Several lines of evidence indicate that female-female

mounting, courtship, and consortship activity in Japanese

macaques is sexually motivated. First, these interactions

mirror male-female sexual behavior in many aspects of their

expression. For example, the courtship behavior that females

exhibit during homosexual consortships is virtually indis-

tinguishable from that which occurs during heterosexual

consortships (Vasey, Rains, VanderLaan, Duckworth, & Ko-

vacovsky, 2008). Similarly, female-female mounting across

the ovarian cycle parallels the pattern found for male-female

mounting (O’Neill, Fedigan, & Ziegler, 2004). In addition,

females exercise incest avoidance with close female kin (Cha-

pais, Gauthier, Prud’homme, & Vasey, 1997) despite the fact

that these same kin dyads engage in various forms of social

affiliation together, such as grooming (Baxter & Fedigan,

1979). Finally,duringmost same-sex mounts (78.3%), female

mounters engage in vulvar, perineal, and anal stimulation

(Vasey & Duckworth, 2006).

This distinctive pattern of female-female consortship

activity has been reported in three free-ranging Japanese

macaque populations, which are located in the central region

of the island of Honshu (Jigokudani: Enomoto, 1974; Mino-o:

Perloe, 1989; Arashiyama: Wolfe, 1984). Japanese maca-

ques range across the entire island of Honshu. As such, evi-

dence from free-ranging populations indicates that female

homosexual consortship activity is confined to a restricted

geographic region within Japanese macaque habitat. This

raises the possibility that the unique pattern of female-female

consortship activity described above may be associated with

genetically distinct free-ranging Japanese macaque popula-

tions.

Recent mitochondrial DNA (mtDNA) research on Japa-

nese macaques indicates genetic differentiation into five
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haplogroups all of which occur on the island of Honshu

(Kawamoto et al., 2007). The three free-ranging populations

in which female homosexual behavior has been observed

fall within a single haplogroup (A1), which is exclusive to

Honshu. Each of these free-ranging populations is charac-

terized by separate haplotypes (e.g., locations: 36 Yama-

nouchi, haplotype JN15; 87 Arashiyama, haplotype JN21; 93

Mino-o, haplotype JN35; Kawamoto et al., 2007), of which

there are 27 within the A1 haplogroup. Although limited,

information on captive Japanese macaque colonies derived

from additional areas of Honshu, and in which female homo-

sexual behavior has been observed, corroborates the sug-

gestion that this behavior is exclusively associated with the

A1 haplogroup on the island Honshu (e.g., Wakasa-B colony

[Primate Research Institute, Inuyama, Japan], location 96

Wakasa, A1 haplotype JN36, Kawamoto et al., 2007; Vasey

& Reinhart, 2009). This information strengthens the infer-

ence that the distinctive pattern of female homosexual behav-

ior observed in free-ranging Japanese macaque populations

may indeed be associated with genetically distinct Japanese

macaque populations on the island of Honshu.

Marked geographical variations and concentrations of

particular haplogroups are thought to reflect the effects of

genetic drift, particularly population bottlenecks and founder

events. Japanese macaques are genetically closest to the east-

ern rhesus macaque (M. mulatta: Hoelzer & Melnick, 1996).

Research suggests that in the Middle Pleistocene a small

subgroup of eastern rhesus macaques migrated eastward

from Korea to Japan (Marmi, Bertranpetit, Terradas, Take-

naka, & Domingo-Roura, 2004) along a landbridge that re-

sulted from the glacial sea levels being 130–150 m lower

than at present (Millien-Parra & Jaeger, 1999). On the basis of

palaeogeographic evidence and the propinquity of Japanese

macaque genotypes, Marmi et al. (2004) suggested that the

small founder population of eastern rhesus macaques dis-

persed quickly over the Japanese archipelago resulting in an

initially homogeneous set of mtDNA genotypes.

These homogeneous genotypes then evolved indepen-

dently during the late Pleistocene/Holocene in reduced and

discrete local populations (Marmi et al., 2004). In light of

their habitat requirements (Azuma, 1985), low-lying coastal

glacial refugia with temperate vegetation likely facilitated

the establishment of genetically distinct Japanese macaque

populations. In support of this suggestion, we note that some

present-day haplogroups straddle the waterways between

islands (Kawamoto et al., 2007), lending weight to the con-

clusion that genetic divergence began in glacial refugia when

sea levels were low, rather than from the geographic isolation

of islands. Furthermore, we note that the core area of the A1

haplogroup is located in the central western region of Honshu,

a location that is associated with glacial refugia (Tsukada,

1982; Kawamoto et al., 2007). Notably, this region coincides

with specific vegetation (e.g. Japanese beech [Fagus crenata];

Tomaru et al., 1997) and mammalian fauna (e.g. Japanese

sika deer [Cervus nippon]; Nagata et al., 1999), which Ka-

wamoto et al. (2007) attribute to local selection pressures

within a coastal glacial refugium on the western side of

Honshu.

The distinctive pattern of female homosexual behavior

observed in some Japanese macaque groups (i.e., sexually,

not sociosexually, motivated same-sex series mounting with

thrusting, courtship and consortships, along with inter-sexual

mate competition and facultative same-sex sexual partner

preference) may have evolved in populations living in the

core A1 haplogroup area of central western Honshu (e.g.,

locations: 87 Arashiyama and 93 Mino-o; Kawamoto et al.,

2007) once they became geographically isolated in glacial

refugia. Females that were behaviorally capable of this dis-

tinctive type of homosexual behavior may have then spread

from the core A1 haplogroup area following deglaciation

and subsequently established populations in higher eleva-

tion, inland regions of Honshu ([800 m above sea level (asl),

and in some places up to 3000 m asl; e.g., location: 36

Yamanouchi). Terrain and postglacial climate zonation dur-

ing the late Pleistocene/Holocene may have subsequently fa-

cilitated further inter-group differences in the expression of

female homosexual behavior through geographic isolation.
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Abstract The recommendation to include a Paraphilic

Coercive Disorder (PCD) diagnosis in the DSM-5 represents an

improvement over current options and would lead to the

shrinking of the pool of individuals considered for detention as

Sexually Violent Predators. A precise description of the diag-

nostic criteria for PCD would permit psychologists and psychi-

atrists to use more specificand narrow criteria for those who seek

sexual gratification by coercing others to engage in unwanted

sexual behavior. This might permit mental health professionals

to abandon the Paraphilia NOS designation in favor of the more

defined PCD in appropriate cases. Various critics have attacked

the proposal on what appears to be misplaced ideological

grounds.Notonlyshould ideologicalconcernsnotplayapart ina

scientific debate, but the critics’ predictions of how the PCD

diagnosis would play out in the legal arena are likely wrong.

Paraphilic Coercive Disorder would give the judicial system the

best opportunity to most accurately identify the small group of

men who have previously committed, and are likely in the future

to commit, this type of predatory sexual violence.

Keywords DSM-5 � Paraphilic Coercive Disorder �
Paraphilia NOS (rape) � Paraphilia NOS (nonconsent) �
Civil commitment � Sexually violent predator laws �
Sex offenders

A primary goal of the criminal justice system is to achieve the

most accurate determination of truth based upon the most

reliable information available and without consideration of

extraneous or irrelevant factors. It is vital that judges and

juries are able to rely upon the most accurate and scientific

information available. To do that, expert witnesses who tes-

tify in court must themselves be able to rely on the most

accurate scientific information available.

In cases involving a mental health diagnosis of a party, the

expertgenerallywillrelyonwhatisincludedintheDiagnosticand

StatisticalManualof MentalDisorders (DSM-IV-TR; American

PsychiatricAssociation,2000). If something isexcludedfromthe

DSMbecauseofnonscientificconcerns, thentheexpertwitness is

denied access to the most reliable information. In turn, the courts

are denied access to the most scientifically reliable information,

and faulty, even dangerous, decisions may be made.

Ideological and political views may properly be used to

influence public policy. However, they should not be used to

influence science. I write because I am concerned that ide-

ology and politics—and not objective science—might be

used to evaluate the recommendation of the DSM-5 Work

Group on Sexual and Gender Identity Disorders to include

Paraphilic Coercive Disorder (PCD) in the DSM-5.

One type of litigation in which the DSM plays a significant

role is thecivil commitmentofsexuallyviolentpredators (SVP).

Currently, 20 American states have laws that permit the deten-

tionofa selectgroupof individuals if theyhaveaspecifichistory

of sexual offending, plus a mental abnormality or personality

disorder that causes the person serious difficulty in controlling

his sexually violent behavior, and the mental abnormality or

personality disorder makes the person likely to engage in

predatory acts of sexual violence if not confined to a secure

facility. These strict requirements mean that a tiny1 percentage
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of sex offenders released from prison every year are even con-

sidered for SVP assessment.

I am a lawyer. More specifically, I am a prosecutor who has

spent more than 25 years working with issues related to

sexual offending and other forms of interpersonal violence

and, most specifically, with the interplay between mental

health issues and the court system. I have been involved with

issues regarding sexual offenders and the judicial system

throughout my career. I served on the Board of Directors of

the Association for the Treatment of Sexual Abusers, the

Advisory Committee to the Washington State Sex Offender

Treatment Provider Board, and on the Washington State

Twin Rivers Sex Offender Treatment Program Advisory

Committee. Those experiences, perhaps, are why the Ameri-

can Psychiatric Association (APA) was kind enough to invite

me to serve as an Advisor to the Paraphilias subworkgroup of

the DSM-5 Work Group on Sexual and Gender Identity

Disorders.

I have handled more than a dozen SVP cases. I have

worked on SVP cases and the issues relating to them since the

first law was enacted in the state of Washington in 1991. I do

not want to detain as SVPs those who should not be held nor

do I want dangerous men released to the street because of

irresponsible statements made by mental health profession-

als. I want accuracy.

That iswhyI support thesubworkgroup’s recommendation

that PCD be added to the DSM-5 (see Table 1). I endorse it

even though it will mean that some dangerous men currently

considered under the SVP laws will not be able to be detained.

I endorse it even though it will makemyjobharder. I endorse it

because it will further my goal of allowing the court system to

achieve the most accurate determination of truth.

Paraphilic Coercive Disorder gives the judicial system the

best opportunity to most accurately identify the small group

of men who have previously committed, and are likely in the

future to commit, this type of predatory sexual violence.

This small group of men has long been recognized. A

‘‘deviant rape pattern’’ in which the male prefers raping over

intimate sexual interaction has been documented in the sex

offender literature for nearly 40 years (Freund, Seeley, Mar-

shall, & Glinfort, 1972). This‘‘deviant rape pattern’’was more

fully explained in 1986, nearly a half decade before the SVP

laws were drafted. Freund, Scher, Racansky, Campbell, and

Heasman (1986) found that a coercive preference is a type of

courtship disorder, perhaps less severe than true sadism, but a

distinct group. They noted that a preferential rape pattern is

‘‘connected with either an abnormally high tolerance of, or a

preference for, an abnormally strong agonistic component in

sexual interaction’’ (p. 34). Freund et al. concluded: ‘‘This

outcome suggests that a substantial proportion of rape-prone

males have a special erotic affinity for, or are erotically less

inhibited than normals by, situations which are characteristic

of the courtship disorders’’ (p. 30).

In their study on multiple paraphilic diagnoses among

sex offenders, Abel et al. (1988) identified 21 paraphilias,

including one they labeled‘‘rape.’’

Kafka (1991)described a specific rapistwho met the criteria

for a PCD when he wrote about successfully treating him

pharmacologically. He noted that this individual could belong

to a larger group of such men who might meet the current

proposed DSM-5 criteria for PCD (M. Kafka, personal com-

munication, March 16, 2010).

Given these findings, and his own analysis, David Thorn-

ton, Ph.D., another Advisor to the Paraphilias subworkgroup,

concluded: ‘‘There is significant empirical support for the

existence of a distinctive coercive paraphilia among men

convicted of rape. This paraphilia involves preferential sexual

arousal to forcing sex upon a woman in a way that she obvi-

ously experiences as coercive….Although conceptually related

to sexual sadism, it represents a distinct paraphilia’’(Thornton,

2010, p. 416).

Two other advisors have, for differing reasons, recom-

mended against a PCD diagnosis. Quinsey’s (2010) critique

is that since coercive sex can have evolutionary (Darwinian

fitness) benefits, it should not be called a pathology. Knight

(2010) is concerned that PCD lacks a defining taxometric.

However, academic conjecture about the reproductive fitness

of psychological traits in the theorized evolutionary envi-

ronment is not an actual or practical basis for excluding a

condition from the DSM, and being unable to define a con-

dition with perfection should not prevent the scientific field

from acknowledging that the condition exists.

The treatment of sex offenders presupposes the value of

mental health intervention for men with a clinical diagnosis

of a mental illness. Presumably, those who provide mental

health treatment to individuals convicted of forced sexual

assaults are providing an appropriate diagnosis when they

submit written reports or bill insurance companies.

In the absence of a PCD diagnosis, this‘‘distinct paraphilia’’

is now being documented as Paraphilia Not Otherwise Spec-

ified (rape) or Paraphilia Not Otherwise Specified (non-

consent) or some similar terminology. This status quo can be

improved.

The authors of the DSM-IV-TR noted that their highest

priority was to make the DSM ‘‘practical and useful for

Table 1 Diagnostic criteria for Paraphilic Coercive Disorder proposed

by the Paraphilias subworkgroup of the Sexual and Gender Identity

Disorders Work Group for DSM-5

A. Over a period of at least 6 months, recurrent, intense sexually

arousing fantasies or sexual urges focused on sexual coercion

B. The person is distressed or impaired by these attractions, or has sought

sexual stimulation from forcing sex on three or more nonconsenting

persons on separate occasions

C. The diagnosis of Paraphilic Coercive Disorder is not made if the

patient meets criteria for a diagnosis of Sexual Sadism Disorder
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clinicians by striving for brevity of criteria sets, clarity of

language, and explicit statements of the constructs embodied

in the diagnostic criteria’’ (American Psychiatric Associa-

tion, 2000, p. xxiii). The role of the DSM in forensic settings

was explicitly understood:‘‘…when the presence of a mental

disorder is the predicate for a subsequent legal determination

(e.g., involuntary civil commitment), the use of an estab-

lished system of diagnosis enhances the value and reliability

of the determination’’ (American Psychiatric Association,

2000, p. xxxiii).

The addition of PCD enhances this quest for both clarity

and reliability. A precise description of the diagnostic criteria

for PCD would permit psychologists and psychiatrists to

abandon the Paraphilia NOS designation in favor of the more

defined PCD in appropriate cases. Describing a disorder with

more clarity is a specific and laudable goal of the DSM. The

adoption of PCD accomplishes that goal. To a lawyer inter-

ested in getting the right answer, the application of a more

specific PCD model would be an advance and one which

would protect potential SVPs from a more general diagnosis.

Since the DSM-5 Work Group on Sexual and Gender

Identity Disorders announced its proposals, there has been

some productive feedback and discussion about their pro-

posals. Many comments have spawned intelligent, reasoned

debate. Others have made broad and unhelpful attacks on the

character of the committee. Those gratuitous comments are

ignored here. I write out of concern that some of the critical

attacks reveal political and/or ideological concerns not about

the proposal per se, but what the authors perceive as the legal

ramifications of those proposals. Those concerns are wholly

misplaced. Not only should ideological concerns not play a

part in a scientific debate, but the critics’ predictions of how

the PCD diagnosis would play out in a legal arena are wrong.

One critic recently claimed:‘‘The [SVP] statutes are a well

meaning effort to reduce the threat to public safety posed by

those recidivist sexual offenders who have received prison

sentences that are judged to be too short’’ (Frances, 2010a).

This statement is as inaccurate as it is cavalier. SVP statutes

were drafted in an effort to respond to very rare and difficult

situations: What should society’s response be when the best

available information indicates that a previously convicted

particular individual is very likely to violently sexually

assault a stranger if given that opportunity? This involves the

balancing of the individual’s rights with the equal obligation

of authorities to protect innocent members of the public from

that danger.

SVP laws are not efforts to impose additional punishment

on an individual because a past sentence was ‘‘too short.’’

They are meant to protect innocent, vulnerable members of

the community. That erroneous comment, however, perhaps

best illustrates the ideological view of the commentator.

This same critic (Allen Frances, M.D.) disparaged the

recommendation to include PCD in another article. Most

troubling is he began that argument with this: ‘‘Paraphilic

Coercive Disorder would expand the pool of sex offenders

who are eligible for indefinite civil commitment…’’(Frances,

2010b). Again, an ideological view on how a diagnosis may

be used in the legal arena is a misguided critique of whether it

is scientifically appropriate to include it in the DSM-5.

In the first-mentioned article, Frances showcased the heart

of his argument: ‘‘Although the SVP statutes have twice

passed Supreme Court tests, they rest on questionable con-

stitutional grounds and may sometimes result in a misuse of

psychiatry’’ (Frances, 2010a).

In law, the standard of whether a statute is on sufficient

constitutional grounds is what the United States Supreme

Court says about it. SVP laws have three times2 been upheld

as constitutional by the United States Supreme Court. Yet, the

critic insists in his belief that these laws are wrong or of

‘‘questionable constitutional grounds.’’He maintains that view

as part of his argument attacking the validity of the PCD

diagnosis. This merely demonstrates that the concerns raised

about the inclusion of the PCD diagnosis are ideological, or

perhaps legal, but not scientifically based. The phenomenon of

psychiatrists and psychologists engaging in legal analysis (and

letting that influence their professional roles) is dangerous, in

part because they are apt to do exactly what Frances did: Get

the law wrong. The truth is that Dr. Frances is mistaken in his

concern thatPCD might‘‘expand thepoolof sex offenders who

are eligible for indefinite civil commitment.’’ PCD will not

expand the pool; it will shrink it.

Currently, the men who would fall within the PCD diag-

nosis are not being ignored by the SVP laws or by people like

me. They are still being caught in that‘‘pool.’’They are falling

into the Paraphilia Not Otherwise Specified diagnosis with a

(nonconsent) or (rape) descriptor.

Ironically, others have argued that the Paraphilia Not

Otherwise Specified diagnosis is unfair to use in SVP cases

because it is too vague or unreliable. These arguments were

rejected by Packard and Levenson (2006), who demonstrated

that psychologists’ ability to reliably diagnose paraphilias,

including Paraphilia Not Otherwise Specified, is no different

than the ability of mental health professionals to diagnose

psychiatric conditions in general.

Nevertheless, making the Paraphilia Not Otherwise Speci-

fied diagnosis more specific would respond to those criti-

cisms. A PCD diagnosis would theoretically replace the

Paraphilia Not Otherwise Specified diagnosis in many cir-

cumstances, and because it would be more specific, it would

be apt to capture fewer men. Thus, the PCD diagnosis would

shrink the pool of potential SVP candidates.

2 A federal civil commitment statute was upheld by the United States

Supreme Court on May 17, 2010. United States v. Comstock, 560 U.S.

___, (2010), 2010 WL 1946729 (US) (case 08-1224).
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Which is precisely what I as a career prosecutor want.

The civil commitment of sexually violent predators should

involve the identification of only those who properly qualify

under the law. The narrower the definition of those eligible

for civil commitment, the better. PCD is a more precise—i.e.,

narrower—definition under which to consider those men who

derive sexual pleasure by the use of force or coercion on their

subjects. It is a more precise definition than Paraphilia Not

Otherwise Specified. More precise means it is more narrow

(shrinking the pool). It also means potentially making a

diagnosis more accurate.3 The result would be to increase

the ability to properly identify those who should be consid-

ered as sexually violent predators.

Mygoalasa lawyer is toget the right answer. Itdoesn’t take

a taxonomic analysis to know that there are men in the world

who seek sexual gratification by coercing others to engage in

unwanted sexual behavior. It doesn’t require years of study to

document that there are men whose urges, fantasies, and

behaviors satisfy the PCD descriptors. It is abundantlyevident

those people exist. A short period of time practicing in this

field gives a disinterested person that knowledge.

The APA faces a moment of intellectual challenge. For

more than a decade, the opinion of the APA about SVP laws

has been unambiguous and unequivocal. A Task Force Report

of the APA entitled Dangerous Sex Offenders (American

Psychiatric Association, 1999) ended with these declarations:

‘‘In the opinion of the Task Force, sexual predator com-

mitment laws represent a serious assault on the integrity of

psychiatry….In the opinion of the Task Force, psychiatry

must vigorously oppose these statutes in order to preserve the

moral authority of the profession and to ensure continuing

societal confidence in the medical model of civil commit-

ment’’ (American Psychiatric Association, 1999, p. 173).

To emphasize its position and its commitment to ‘‘vigor-

ously oppose these statutes’’ the APA filed amicus briefs in

two separate United States Supreme Court cases, urging the

SVP statutes be stricken as unconstitutional. In the first case to

reach theU.S.SupremeCourt (Kansasv. Hendricks), theAPA

filed a friend-of-the-court brief arguing the SVP laws would

be a form of ‘‘double jeopardy,’’ and expressing concern that

‘‘only the prosecutor, representing the State, can bring the

action, which then has all the outward appearance of a crim-

inal trial’’ (American Psychiatric Association, 1996, pp. 7,

13).

The APA argued again in Kansas v. Crane: ‘‘What the

State should not be permitted to do under the Constitution is

to evade the criminal justice system, when dissatisfied with

decisions it has made, by setting up an alternative regime

broadly authorizing the indefinite locking up of individuals

based on risk of future offenses—outside the parens-patriae

based tradition of medically justified civil commitment for

those suffering severe mental illness and in disregard for the

tight limits on permitted preventive detention’’ (American

Psychiatric Association, 2001).

Each time the APA position was rejected and the statutes at

hand were upheld.

Now the APA faces the challenge of setting aside its ideo-

logical views and adopting the scientific proposals of its

committee. One commentator has been unable to separate

ideology from science. I write in the hope andanticipation that

the APA will rise to the challenge.

Ironically, by accepting the DSM-5 committee’s recom-

mendation, they can adopt the best science and simulta-

neously limit the reach of the SVP laws.
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Abstract Despite the utility of penile plethysmography

in helping diagnose sexual offenders, some men respond

minimally to the test stimuli. This pilot investigation exam-

ined the effect of sildenafil on phallometric responding in a

non-forensic sample (n = 12) of middle-aged males. Partici-

pants underwent phallometric testing on two separate occa-

sions and were administered 50 mg of sildenafil prior to one

of these sessions. Study data indicated that pre-treatment

with sildenafil produced a significant mean percentage in-

crease (28%) in peak response compared with the untreated

condition. The implication of this result is discussed in view of

the selected sample.

Keywords Penile plethysmography � Sildenafil �
Sexual offenders

Introduction

The phallometric test (penile plethysmography) is a psy-

chophysiological tool used to assess the erotic age and

gender preferences of adult males. In volumetric phallom-

etry, the penile blood volumes of patients are measured in a

laboratory setting while they are exposed to a standardized

set of sexually themed stimuli depicting adults and children.

Increases in penile blood volume correspond to the patients’

relative attraction to the different categories of persons. Sev-

eral reviews addressing the use of phallometric testing in

clinical diagnosis exist (Harris & Rice, 1996; Lalumière &

Harris, 1998; Launay, 1999). About 10% of males under-

going phallometric testing show no clinically meaningful

response to any of the gender or age categories (Blanchard,

Klassen, Dickey, Kuban, & Blak, 2001). Lack of response in

these individuals may be due to a constellation of factors,

including neurological, vascular, or hormonal abnormali-

ties. Sildenafil (Viagra) has been shown to increase the po-

tential for erection in sexually stimulated males through

indirect relaxation of penile erectile tissue (Seftel, 2005).

We therefore hypothesized that administration of sildenafil

to participants prior to phallometric testing would produce

quantitative increases in penile blood flow measured during

phallometry compared with testing without sildenafil.

Method

Participants

This study was approved by our institution’s research ethics

board. Men between the ages of 40 and 65 years who re-

sponded to recruitment advertisements posted in the hospital

were eligible to participate. The recruitment poster indicated

that the study investigators were investigating male patterns

of sexual arousal in response to a single dose of sildenafil.

Potential male participants between 40 and 65 were requested

to contact the lead investigator (NK) by telephone or email

for further information. When potential participants con-

tacted the lead investigator, they were given more detailed

information on the study protocol, including a description of

the phallometric method. The pre-screening procedure was

limited to asking potential participants whether they cur-

rently lived with children, which was an exclusion criterion

of the study. One individual was excluded from participation

on this basis.
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Candidates were excluded from participation on the fol-

lowing bases: (1) non-fluent in English; (2) presence of psy-

chotic disorder; (3) legal blindness or deafness; (4) IQ \ 70;

(5) serious cardiac, hepatic, ophthalmic, or renal illness; (6)

history of priapism; (7) current use of sildenafil or similar

medications; (8) allergy to sildenafil citrate or similar med-

ications; (9) current use of nitrates or other medications

known to interfere with the metabolism of sildenafil citrate;

and (10) current residence in a household with children. We

imposed the last criterion to preclude any obligation on the

part of the study investigators to contact authorities should

participants’ self-reports and phallometric data suggest they

present a danger to children. The presence of psychotic dis-

orders was ruled out clinically during the history. Diagnoses

of mental retardation (e.g., IQ \ 70) were similarly excluded

on clinical grounds. Individuals with intellectual disabil-

ities manifest difficulties in communication, display impaired

social skills, and present with compromised daily living skills.

As the overwhelming majority of developmentally delayed

adults either live with or are supervised by family members

(Seltzer, Begun, Seltzer, & Krauss, 1991), it is unlikely that

these individuals would present for assessment alone. All par-

ticipants received a complete history and physical by the lead

investigator in addition to routine bloodwork, urinalysis, and

electrocardiogram. Candidates with potentially serious medi-

cal disease revealed during the history were excluded from

participation if they had grossly abnormal physical examina-

tion findings or laboratory results.

Twenty-one participants began the study. Four individuals

were disqualified based on study exclusion criteria: two had

poorly controlled hepatitis C infection, one was recovering

from a major cardiovascular surgery, and one participant was

already taking a pro-erectile medication related to sildenafil.

Five participants were lost to follow-up leaving a final sample

size of 12. Among those who completed the study, four par-

ticipants had received previous inpatient and outpatient treat-

ment for alcohol abuse or dependence; two individuals

admitted to continued heavy use of the substance. Three par-

ticipants suffered from mood disorders with two taking anti-

depressant medication. One individual had well-controlled

hepatitis C with near normal liver enzymes, while another

had a previous gastrointestinal cancer.

Measures

Each participant served as his own control for the study.

Participants were administered 50 mg of sildenafil 1 h prior

to either the first or second phallometric testing sessions; the

order of drug and non-drug conditions was balanced among

participants. Testing sessions were separated by at least 48 h

to ensure that drug metabolites were sufficiently cleared from

the participants’ systems.

The test stimuli were audiotaped narratives presented

through headphones and accompanied by slides of nude

models. There were seven categories of narratives, which

described sexual interactions with prepubescent girls, pubes-

cent girls, adult women, prepubescent boys, pubescent boys,

and adult men as well as solitary, nonsexual activities or

‘‘neutral’’ stimuli. All narratives were written in the second

person and present tense and were approximately 100 words

long. Readers are referred to Blanchard et al. (2001) for

specific details on procedures used in this study for the

quantification of phallometric response.

Results

Twelve males participated in this open label, pilot investi-

gation. The mean age of the sample was 50.5 ± 5.5 years

(range 42–58). There were 11 self-identified heterosexuals

and one homosexual. All participants denied a history of sex-

ual offending and claimed a sexual preference for the mature

adult physique. Participants’ penile responses to each stim-

ulus (e.g., picture of nude model) were quantified as the

apogee of the curve of blood volume change in cubic centi-

metres occurring during each exposure. The mean of the

participants’ three highest cc scores for all test stimuli was

calculated as the output index (Freund, 1967). The overall

mean output index for all participants in the untreated con-

dition was 5.8 ± 4.2 cc, while the overall mean output index

for participants in the drug condition was 6.7 ± 4.7 cc. Indi-

vidual results with and without sildenafil treatment are pre-

sented in Table 1. To control for between-subjects variability

in output index, we expressed treatment effect as the percentage

Table 1 Mean output indices for participants in sildenafil and untreated

conditions

Subject OI sildenafil OI untreated Percent changea

1 6.31 5.86 7.68

2 6.26 6.75 -7.26

3 6.23 3.29 89.36

4 2.76 2.37 16.46

5 18.38 9.00 104.22

6 2.69 2.70 -0.37

7 8.34 10.37 -19.58

8 12.82 15.83 -19.01

9 5.07 3.14 61.46

10 6.41 5.76 11.28

11 3.73 2.81 32.74

12 1.86 1.20 55.00

M 6.74 5.76 27.67

SD 4.71 4.24 41.33

a (Sildenafil - untreated)/untreated 9 100
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increase in response in the sildenafil condition relative to the

untreated condition. Comparing the mean percentage in-

crease against an expected value of zero using a one-sample

t test, we found a 28% increase in responding with sildena-

fil, t(11) = 2.32, p = .041, two-tailed. There was only a 4%

increase in responding from the first to second testing ses-

sions, which was not significant, t(11) \ 1.

Discussion

The results of this preliminary investigation provide evi-

dence that low dose sildenafil has the ability to increase penile

blood flow in males during phallometric testing. As forensic

patients referred for assessment before or after sentencing

comprise the majority of individuals presenting for phallo-

metric testing, poor responding becomes problematic, espe-

cially when such data are required for sentencing or treatment

recommendations. Administering sildenafil to patients prior

to testing could potentially ameliorate inadequate or non-

response. Our sample contained older males with high levels

of medical comorbidity and substance misuse, which is rel-

evant because sildenafil appears to be less effective in treat-

ing older versus younger men with erectile dysfunction (ED)

due to various physical etiologies (Monga, Bettencourt, &

Barrett-Connor, 2002). Researchers have also observed that

sildenafil can increase erectile activity in young, healthy,

potent males who would be more closely matched to patients

presenting for phallometric testing (Salonia et al., 2005). Our

sample was, therefore, biased against detecting a positive

effect of sildenafil.

Very few placebo-controlled studies of sildenafil have

examined objective measures of the drug’s effectiveness.

For example, the majority of studies investigating the clin-

ical efficacy of sildenafil in ED have used standardized, self-

reported measures of erectile function as study endpoints

(Carson, 2003). One randomized, double-blind, placebo-

controlled crossover study of sildenafil in men with ED used

circumferential penile plethysmography to test whether sil-

denafil could increase the mean duration of erections with

C60% rigidity (Gingell, Sultana, Wulff, & Gepi-Attee, 2004).

Penile erectile activity was measured at several time points

after administration of sildenafil; participants selected from

a variety of sexually explicit films to view while their erec-

tions were being monitored. At 1 h post-administration of

sildenafil, the mean duration of erections in the drug con-

dition was 26 min compared with 3 min in the placebo

condition (p B .0001). Although these investigators tested a

higher dose of sildenafil (100 mg), a dose-dependent rela-

tionship has been observed for sildenafil and penile rigidity

in men with ED: another placebo-controlled cross-over study

which employed circumferential phallometry found that the

mean duration of rigidity[80% at the base and tip of the penis

increased in incremental fashion to increasing doses of sil-

denafil (10, 25, and 50 mg). All results were significantly

greater than those obtained under placebo (Boolell, Gepi-

Attee, Gingell, & Allen, 1996). These findings suggest that

placebo responding is minimal in studies of sildenafil where

relatively objective techniques are used to measure penile

erectile activity. However, as the samples in the foregoing

studies were confined to men with ED, these results may not

be entirely generalizable to our study which included only

one participant with ED. To the best of our knowledge, there

have been no phallometric investigations that have studied

the effect of sildenafil in heterogenous, non-clinical samples.

There are two main scenarios where an intervention like

sildenafil that could potentially convert phallometric non-

responders to responders would be most beneficial. The first

would be in situations where men who were low responders at

baseline were falsely labeled as being pedophiles. Admin-

istering sildenafil to these individuals prior to phallometric

testing could increase their responding to a level where their

sexual preference for the mature physique became readily

apparent. The second scenario would be insufficient phallo-

metric responding in men who are true pedophiles. In this

instance, sildenafil pre-treatment might improve the phallo-

metric test’s sensitivity for detecting pedophilia. While the

theoretical possibility of sildenafil increasing the rate of false

positives exists, it must be emphasized that phallometric

testing is only one component in the global assessment of

sexual offenders that includes a thorough clinical assessment

and detailed sexual history. Without compelling evidence to

make a clinical diagnosis of pedophilia, a phallometric diag-

nosis of pedophilia that was obtained with or without silde-

nafil would be easily discounted.

While our study suffered from a small sample size and an

open design, the results are very encouraging given that they

likely constitute an underestimation of the drug’s potential

effect. These initial findings suggest that administering sil-

denafil to patients who are unlikely to respond (e.g., older

males) could be a useful intervention in phallometric testing.

We anticipate conducting future randomized and placebo-

controlled trials of sildenafil in phallometric testing with

larger samples.
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Abstract Recent emphasis has been placed on the potential

links between oral sex, HPV infection, and oral cancer devel-

opment. Such links were addressed by researchers, clinicians,

and the community during two Café Scientifique discussions

in October and November 2008, in Vancouver, Canada. The

Cafes gathered panels of experts on oral pathology, dentistry,

oncology, social work, and community-based research who

interacted with an audience of policy makers, health care

administrators, sociologists, sexologists, pharmacists, clinical

and social researchers, social workers, technicians, and grad-

uate, undergraduate, and high school students. This commen-

tary summarizes the main points discussed during these two

events toencourageaworldwideopendialogueaboutpotential

risks for oral cancer beyond tobacco smoking and excessive

alcoholconsumptionassuchmalignancieshavehighmortality

and morbidity, but are yet preventable diseases.

Keywords Oral sex � Oral cancer �Human papillomavirus

Introduction

Worldwide, more than half of the 650,000 patients diagnosed

with head and neck cancer each year will die within 12 months

(Ferlay, Bray, Pisani, & Parkin, 2004). Oral cancer significantly

impacts quality of life, physically and psychosocially, and the

genetic links between some types of oral-pharyngeal carcino-

mas and ano-genital malignancies have been established via the

human papillomavirus (HPV), particularly the strains 16 and 18

as foundbyHerreroetal. (2003)andothers (Anhang,Goodman,

& Goldie, 2004; Cox, 2000; D’Souza et al., 2007; Ha & Calif-

ano, 2004). Since HPV 16 is the most predominant strain in ano-

genital carcinomas, its transmission to the oropharyngeal region

can occur through the mouth, especially during oral sex in sex-

ually active individuals (Scully, 2005). Such assertive suppo-

sition, however, does not exist without controversy among both

scientific and lay communities (Brondani, 2008, 2009).

During the Spring of 2008, Vancouver hosted two Café

Scientifique discussions sponsored by the Canadian Institutes

of Health Research. The Cafes gathered highly experienced

presenters with backgrounds in oral pathology, dentistry, oncol-

ogy, social work, and community-based research who shared

their ideas with the public on October 311 and on November

20, 2008. The discussions critically highlighted four main

areas related to the triad HPV-Oral Sex-Oral Cancer:

1. Oralmalignancies: Incidence,morbidity, risk factors, indi-

viduals at higher risk, and screening programs were high-

lighted. Within this area, the following topics were

discussed: transmission of HPV during oral sex and its

potential association to oral cancer, and promoting dia-

logue between dental professionals and patients about

oral sex as a risk factor for oral cancer were stressed.

2. Heterosexism: The potential reasons for health care

providers not discussing sexuality/sexual practices and

oral sex with their patients were discussed.

3. Belief systems: Current understanding of the triad HPV-

oral sex-oral cancer from a community perspective was

explored through the results from a provocative pilot
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study on the values and beliefs men and women hold in

regards to this triad.

4. Community-basedresearch:Theroleofcommunitybased

approaches in understanding sexual behavior. This area

led to the discussion of oral sexual behavior in regards to

HPV transmission and oral cancer development.

Café Scientifique

The two cafes began with a summary of some of the available

scientific information on oral cancer, risk factors, and

screening, on perceived risks for oral cancer development, as

well as on the potential aspects hindering discussions about

the triad HPV-oral sex-oral cancer during regular medical

and dental appointments. After that, presenters promoted a

discussion to engage the audience on the issues above. Each

Café lasted for an average of 90 minutes and an assistant took

field notes compiling the main statements and ideas debated

and shared.

The goal of the Cafes was to bring together researchers,

clinicians, and the public into a free conversation. In total, one

oral pathologist, two general dentists, one oncologist, two

social workers, and one community-based researcher partici-

pated as speakers to an audience of 67 participants in the two

Cafes. Attendees included social workers, policy makers,

health care administrators, sociologists, sexologists, pharma-

cists, technicians, clinical and social researchers, graduate

students, undergraduate students, and high school students.

This comment presents the main points addressed during the

two Cafés Scientifique, from the perspectives of the presenters

and from the perspectives of the audience. It also stressed the

need in fostering dialogue about the potential role of oral HPV

Table 1 Amalgamating scientific and lay knowledge in regards to oral sex, HPV infection, and oral cancer development

HPV is the most frequent and common sexually transmitted

infections worldwide

HPV is transmitted by skin and mucosal contact

There are more than 120 different strains of HPV (200 according

to some studies)

One of the common clinical manifestations of HPV is a skin wart

caused by HPV 1, 2, 3, and 4. Warts are skin growths, not cancers

It is estimated that about 75% of all sexually active men and women

are infected with HPV. The majority will remain asymptomatic,

but infectious

Most of HPV infections will resolve spontaneously, but it is unknown

if the virus is eliminated completely or just suppressed

More than 40 types of HPV can be isolated in the mouth and genital

tracts concomitantly (e.g., they are the same strain)

Genital warts are caused by HPV 6 and 11, different from those

causing skin warts. Genital warts are not considered cancers

HPV 16, 18, 31, 35, and 45 usually do not cause visible warts in

genital areas, but have been associated with pre-cancerous lesions

(dysplasia) in the cervix and anus mucosa

95% of cervical cancers are associated with HPV 16 and 18. In British

Columbia, 6 cases of anal cancer in men are diagnosed every year

Oral sex appears to be a potential venue for HPV transmission even

though it is difficult to prove

Oral sex is defined as an intimate contact of teeth, gums, lips, and

tongue with genital (vagina, scrotum, penis), groin, and anal area

Some oral cancers (oropharyngeal area) have been associated with

HPV infection

HPV 16 and 18 are risk factors for the development of oral cancer, the

same strain associated with ano-genital malignancies

Between 12,000 and 15,000 cases of oral cancer are diagnosed every

year in the U.S. About 3,000 in Canada

Almost half of the individuals diagnosed with oral cancer will die in

less than a year

There is no single cause for oral cancer. It is a multifactorial disease

associated with risk factors, not caused by these factors

People infected with HPV are 30 times more likely to develop oral

cancer than those who are not. Those who smoke tobacco are 3

times more likely and those who drink alcohol 2.5 times more

likely to develop oral cancer than those who do not smoke or drink,

respectively

High risk individuals include those with more than 5 different oral

sexual partners during a life-time and earlier oral sexual

experience

High frequency of oral sex, about 3–5 times a week in the past

30 days, increases 9 times the risk for developing oral cancer

Generalist health care providers focus mostly on tobacco and alcohol

when talking about risk factors for oral cancer

In average, less than 5% of dentists ask about oral sexual practices

during routine medical and dental history taken. The % among

physicians is not much higher

Patients might not feel comfortable in discussing oral sex practices

with a dentist

Patients might feel that oral sex practices are meant to be discussed in

a dental office

Gardacil (MERK laboratories) and Cervarix (GSK laboratories) are

used to PREVENT HPV 6, 11, 16, and 18 infection in girls, before

the first sexual experience. Most of women at high risk for HPV

infection do not develop cervical cancer

Gardacil and Cervarix have not been tested against oral HPV. Such

vaccines have been advocated to be used in boys, before their first

sexual experience

Note: The facts listed in this table might or might not reflect the current knowledge on the topic as it combines both expert opinion and lay

understandings. It does not necessarily concur with the published literature
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infection to the health of individuals of all sexual orientations.

Table 1 outlines the main issues highlighted by the presenters

and the attendees.

From Table 1, it remains clear the need for encouraging

discussion between health professionals and the public about

issues related to oral sex practices and HPV transmission. As

the author emphasized, ‘‘the mouth and its related structures

are subject to harm from smoking, high sugar intake, and lack

of proper brushing and flossing, [but yet] we only focus our

inquiries on tobacco, dietary history, and oral hygiene prac-

tices [and] avoid asking about oral sex practices and all of the

potential pathogens associated with it’’ (Brondani, 2008).

In 2008, two websites of public access in Canada—the

Canadian Cancer Society (2008) and the British Columbia

Cancer Agency (2008)—finally acknowledged HPV infec-

tion as a potential risk factor for oral cancer development.

Such acknowledgment followed the American Cancer Soci-

ety (2008) statement about HPV being a potential risk factor

for the development of almost 30% of oral and oropharyngeal

cancers. In this regard, oral sex can be a venue for HPV trans-

mission and should be discussed accordingly since fewer

than one-third of the sexually active individuals infected by

HPV actually heard about this virus (Anhang et al., 2004). As

shared by presenters and attendees of the Cafes, and by

worldwide researchers (Scully, 2005), it is time to open our

eyes about other potential risks for oral cancer beyond

tobacco smoking and excessive alcohol consumption. Oral

cancer has high mortality and morbidity, but still is a pre-

ventable disease as emphasised by Syrjänen (2007).

From Here and Beyond: Next Steps

The two Cafes offered the opportunity for discussing scientific

evidence in the realm of lay public understanding. For the

Cafes to make a difference outside their realm, however, the

ideas and points brought up for discussion need to be dis-

seminated widely and support further discussions, research,

and knowledge transfer worldwide. The author recently pub-

lished an editorial (Brondani, 2008) from which the idea for

these Cafes emerged. Although this above mentioned editorial

has beenused in studies and researchesworldwide, much more

needs to be accomplished. This comment emerges as another

venue fordissemination,but it isup to the professionals and the

public to determine and take the next steps to nurture open and

friendly discussions of the potential implication of oral HPV

infection and vaccine to sexually active individuals. Readers

with any questions, comments or ideas are encouraged to

contact the author.
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Abstract By its title, Sex and Gender announced a concep-

tual breakthrough in distinguishing basic elements of human

experience. In Robert Stoller’s first book, patients illustrating

this divergence were lucidly presented. Transvestites and the

newly publicized transsexuals were two examples. Clinical and

dynamic distinctions between the two formed a basis for Stol-

ler’s criteria for patient selection for‘‘sex change.’’They remain

current. The complex identity of the intersexed was described

with sensitivity and insight. It, too, remains timely. An inno-

vative description of the genesis of boyhood transsexualism was

presented in considerable detail. This finding is less commonly

reported todaybut isalsonot lookedfor.Stollerwassympathetic

to the request for sex change. He credited a biological contri-

bution to the development of masculinity and femininity. Both

stances were remarkable for a psychoanalyst. Robert Stoller

introduced the term‘‘gender identity.’’It is now our vocabulary

when we articulate this bedrock of personhood.

Keywords Gender identity � Transsexualism �
Transvestism � Intersexuality � Psychoanalysis

Introduction

The significance of the title of Robert Stoller’s first book was

announced in the Preface:

…we have split off ‘‘gender’’ as a distinguishable part of

‘‘sexuality.’’ The word sex in this work will refer to the

male and female sex and the component biological parts

that determine whether one is male or female. [There

remain] tremendous areas of behavior, feelings, thoughts,

and fantasies that are related to the sexes and yet do not

have primarily biological connotations. It is for some of

these psychological phenomena that the term gender will

be used…Thus, while sex and gender seem to common

sense to be practically synonymous, and in everyday life

to be inextricably bound together, one purpose of this

study will be to confirm the fact that…sex and gender are

not inevitably bound…each may go in its quite indepen-

dent way. (Stoller, 1968, pp. vi–vii)

And, introduction of a seminal term: ‘‘While the work of our

research team has been associated with the term gender identity,

we are not militantly fixed either on copyrighting the term or

defending the concept as one of the splendours of the scientific

world’’(Stoller, 1968, p. vi).

Gender Identity

I do not know exactly when Stoller began using the term. I am

confident that it was the name of the program when I arrived at

UCLA to begin my psychiatry training in 1962. The term was

formally introduced to the psychiatric/psychoanalytic worlds in

1964 when he published‘‘A Contribution to the Study of Gender

Identity’’(Stoller, 1964). What is this thing called‘‘gender iden-

tity’’?

[It] starts with the knowledge and awareness, whether

conscious or unconscious, that one belongs to one sex

and not the other, though as one develops, gender iden-

tity becomes much more complicated so that…one may

sense himself as not only a male but a masculine man…
who fantasizes being a woman. (Stoller, 1968, p. 10)
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Stoller (1968) wrote of the

…essentially unalterable core of gender identity (e.g., I

am male) to be distinguished from the related butdifferent

belief, I am manly (or masculine)….The sense of core

gender identity…is derived from three sources: the anat-

omy and physiology of the genitalia; the attitudes of par-

ents, siblingsandpeers toward the child’s gender role; and

a biological force that may more or less modify the atti-

tudinal (environmental) forces. (p. 40)

Hisrationale forclinical study:‘‘It isnoteasy tostudy therelative

importance of each of these factors in normals because one

factorcannotbedissectedfromtheothers.However,certain rare

patients provide such an opportunity…’’(Stoller, 1968, p. 40).

Let the games begin.

Transvestism

Transvestismwasmore theperversion in1968than today. Itwas

less thesociallyacceptedbehaviorand insomejurisdictionswas

a crime. In consequence of the societal stigma, more transves-

tites were troubled then to bring their cross-dressing issues to a

therapist. Today, in the UK, we have celebrity transvestites who

arenot stageperformersbut, forexample, includean awardwin-

ning sculptor and the recent male partner of a female TV celeb-

rity and best-selling author. (The guy is also a cage fighter. This

is a brutal sport fought by two men in close proximity. No sissy,

this chap.)

In addition to more societal acceptance of cross-dressing,

diminishing clinical contact resulted from the dismal rate of

success of treatments. Aversion therapists had their day pair-

ing electric shock or emesis with cross-dressing. That had

only some short-term behavioral change. Aversion therapy

has become a bete noir. Stoller commented on it in 1968:‘‘…who

defines what is anti-social and how much does this behavior

endanger society or its individuals. How much pain should be

inflicted on a patient to make him conform? For the homicidal, a

great deal. How much for the transvestite?’’(p. 243).

Psychoanalysis has not fared much better, although it is often

difficult to fathom the results of therapy. For example, in 1997,

the psychoanalytic panel on transvestism and transsexualism

in Barcelona reported on three cases. All contained fascinating

insights. But no data one way or the other on behavioral change

(Chiland, 1988).

How does transvestism come about? Why do some males

experience sexual arousal to dressing in womens’ clothes? For

Stoller, the essence was early trauma and its threat to mascu-

linity:

Transvestism is…a defensive structure raised to protect a

threatened but desired sense of masculinity and maleness,

and…to preserve a badly threatened potency. One should

not be fooled by the apparent paradox that he does this via

thedetourofdressing likeawoman. (Stoller,1968,p.180)

So, sexualarousal (erection),accompanyingcross-dressing,bol-

sters damaged masculinity. For Stoller, the prototypic instance

of the scarring humiliation early in life for the young boy is being

dressed as a girl by a female.

How often is this the origin? For the researcher, there are

obvious, perhaps insurmountable, obstacles in asking an adult

to describe accurately the events of early childhood. How much

of ancient history is re-inscribed by the pen of contemporary

experienceandattempts tocometogripswithpersonaloddities?

So, unless we are fortunate enough to welcome a parade of old

mothers or adult sisters of the transvestite confessing to their

earlier sins, we are often crippled in our race to the truth.

Stoller helped clarify some distinctions between transves-

tism and the recently emerged topic of interest—transsexual-

ism. His insights on their relevance to patient selection for sex-

change surgery remain timely. Study of the transvestite helped

elucidate the distinction between sex and gender:

A man with a sense of being feminine while cross-dressed

is excitedly aware of being a male. Essential to his perver-

sion are two aspects of gender identity, the latter one, I am

feminine, andtheearliercore identity, Iam(nonetheless)a

male. (Stoller, 1968, p. 40)

Stoller collaborated with Virginia Prince for three decades.

Virginiawas themostsignificant transvestiteactivist.Sheedited

the magazine Transvestia for 100 editions (nearly as many as I

edited Archives of Sexual Behavior), and, like me, founded an

international organization (but, probably, with more cross-

dressers). She died only recently, age 96.

Stoller recorded 2000 sessions of their dialogue. When he

would be on holiday, the task of seeing Virginia would befall

me. I would sometimes cringe. I would be subjected to her con-

stant hectoring. But she had good points, as well. She delighted

in informing us that there is no such thing as male or female

clothing. A 3-piece suit does not have a penis.

The psychodynamics of the women in the lives of transves-

titeswerealsoexplored.Asaclinician,his small samplemaynot

have been representative. Two subgroups were described: the

male-haterand thesuccoror. Inwritingof themale-hater,hewas

incubating his thoughts on the later exposition of hostility in

erotic excitement (Stoller, 1979). The succorer (as a wife)

encouraged the cross-dressing ‘‘with an air of innocent enthu-

siasm…’’(Stoller, 1968, p. 207).‘‘She does not know yet that as

he becomes a more successful transvestite, her enthusiasm will

wane…they will divorce’’(Stoller, 1968, p. 212).

Other published reports are all over the place. One looked at

20 wives seen in a clinical setting and found all to be ‘‘moral

masochists’’ (Wise, 1985). Relevant to Stoller’s description of

the male-hater was a subgroup termed ‘‘eye-for-an-eye.’’ This

wife would‘‘extract punishment’’by forcing the husband to do
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housework whilecross-dressed (symbiotic salvation?). Another

interviewed wives obtained from the cross-dressing organiza-

tions of their husbands (Brown & Collier, 1989). Any former

wives who might fit Stoller’s subgroup would be long gone.

Another characterized the primary reaction of wives as‘‘stigma

management’’ (Cairns, 1997). What will the neighbours say?

What about the kids? Indeed, what about the children of trans-

vestite fathers? Do they cross-dress more than most children?

When they do, is it sexually arousing? Are the kids like the kids

of homosexual parents, perhaps visiting, but not emigrating?

Finally, a study with hundreds of subjects. Here, wives were‘‘an

unremarkablegroup…[who]unexpectedly found themselves in

a marriage with a transvestite husband’’(Docter, 1988).

I characterize the psychoanalytic, psychiatric, and psycho-

logic descriptions of the wives of transvestites as an example of

the blind men groping the elephant to provide its description.

(Consider the description given by the one who grabbed the

male’s prehensile penis.)

Stoller saw society as the primary source of conflict for the

transvestite (Stoller, 1968, p. 241). The International Classifi-

cation of Diseases (ICD), the endless catalogue of illnesses

published by the World Health Organization, includes trans-

vestism. However, three countries in Europe (Denmark, Nor-

way, and Sweden) have recently deleted transvestism from

the version operant in their country. This because of the asso-

ciated stigmatization (www.revisef65.org; www.pinknews.co.

uk/). Both the ICD and the Diagnostic and Statistical Manual of

Mental Disorders (DSM) of the American Psychiatric Associ-

ation (APA)areundergoingrevision. Is transvestismtoremaina

perversion, a paraphilia, or some less pejorative euphemism to

designate sexual mental disorder?

Transsexualism

In 1968, sex-change surgery in the U.S. was in its infancy. The

Johns Hopkins Hospital announced its program, inspired by my

other mentor, John Money, in 1966. The first multidisciplinary

text on the subject was co-edited by John and me in 1969 (Green

& Money, 1969).

Research conducted in the mid-1960s by myself with Stoller

and MacAndrew revealed that most physicians, including psy-

chiatrists, were opposed to the surgery, even after a patient had

had years of psychotherapy and was probably suicidal if surgery

were tobedenied(Green,Stoller,&MacAndrew,1966).So, fora

psychoanalyst in 1968 to endorse sex-change, albeit begrudg-

ingly, was brave. Stoller (1968) wrote:‘‘…if one does not assist

transsexual patients, they are deeply unhappy’’(p. 248);‘‘…most

transsexuals are less depressed and anxious, more sociable and

affectionate…after ‘the change’’’(p. 249).

He knew the objections:

It has been suggested that ‘‘no psychotherapeutic pro-

cedure less than intensive, prolonged, classic psycho-

analysis would have any effect. If properly done, it could

probably reduce the patient’s agitation and the level of

unhappiness. It is not impossible that his major symp-

toms may decrease in frequency and urgency.’’(Ostow,

personal communication, Stoller, 1968, p. 249)

Stoller (1968) responded:‘‘This statement has the vigorous ring

of sober caution; it also must have been written by someone who

hasnever tried togetsuchapatient intopsychoanalysis’’(p.249).

I interviewed a patient who did undergo psychoanalysis.

One of the first transsexuals I saw was when I was seeing some

of Harry Benjamin’s patients in New York in the mid-1960s.

Harry was the‘‘father of transsexualism,’’published the first text

in 1966, and had more patients than anyone (Benjamin, 1966).

This patient had just completed ophthalmology residency train-

ing. For years, he had wanted to be a woman. His family, which

contained psychoanalysts, dispatched him into analytic therapy

for 8 years. There he was, in Benjamin’s office, requesting sex

change. (He, now she, has been the subject of a film starring

Vanessa Redgrave, titled Second Serve. The patient was also a

tennis star.)

Stoller argued in Sex and Gender that sex-change should be

utilized as a research technique. Patient selection was crucial. It

should be limited to those males who had been very feminine in

childhood, had never lived acceptably in a masculine role, and

who had not derived pleasure from their penis. He termed these

‘‘true transsexuals’’(Stoller, 1968, p. 251).

I found such a patient at about the time Sex and Gender was

published. Barbara had lived for 10 years as a woman. She was

employed as a woman receptionist at a prominent restaurant.

She was living with a man as husband and wife. The man report-

edly considered her penis to be a congenital anomaly that would

be corrected surgically. She reported that their sex life did not

include her penis. She denied ever being sexually aroused by

cross-dressing.

Will Goodwin was a urological surgeon at UCLA who had

also emigrated from Johns Hopkins. He was willing to perform

the surgery. I proposed the procedure to the psychiatry depart-

ment chair, Henry Work. Stoller stood aside, providing me with

enough rope.

A concern was raised about legal action, prosecution for may-

hem. This common law crime derives from medieval England

topunishanyonewhowouldcutoff the limbofoneof theKing’s

fighting men. For clarification regarding possible prosecution, I

contacted theUniversityofCalifornia legalcounsel inBerkeley.

This was a couple of years after the Free Speech Movement

protest against the Vietnam War. Then, the university president

was Clark Kerr and placards were all over Berkeley lettered

FUCK. That stood for Freedom Under Clark Kerr.

I suspect that my query was a welcome change from that

tumultuousperiod. Ihavenever receivedsucha swift reply from

an attorney. He conceded that I would be vulnerable to prose-

cution for mayhem. The penalty if convicted was up to 10 years
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in prison. Furthermore, since this proposed act involved two of

us, a psychiatrist and a surgeon, it constituted conspiracy. The

penalty was now up to 14 years. But, the university counsel

reassured me, the University would pay our legal bill. Barbara

had her surgery. We were not prosecuted.

The stringent criteria Stoller set for patient selection for sex-

change was too influential. Subsequently, nearly every patient

presented to psychiatrists with precisely the winning psycho-

sexual history. When it dawned on our profession that perhaps

we were being presented with a song and dance, the criteria for

patient selection changed. It was no longer where you had been,

but where you were going.

Money coined the term‘‘Real Life Test.’’Patients needed to

live full-time successfully in their aspired for gender role for at

least a year to be eligible for surgery. Now patients acknowl-

edged some masculinity in their life, fetishistic cross-dressing,

pleasurable penile activity, and even heterosexuality. Stoller’s

diagnostic selection criteria have remained valid. Current

research demonstrates that males from non-true transsexual

backgrounds do not fare as well post sex-change (Smith, van

Goozen, Kuiper, & Cohen-Kettenis, 2005).

Notwithstanding his ‘‘passive’’ endorsement of sex change,

Stoller remained sceptical of the extent to which the procedures

accomplished all the patients hoped for:

Their anguish before the procedures is intense and gen-

uine…nonetheless, they are left more or less dissatisfied,

feeling that although the necessary procedures have femi-

nized some of their appearance and functions, the results

are far from complete. (Stoller, 1968, p. 247)

In the unique use of words that was a precious jewel in Stoller’s

writing, he later characterized the post-operative male as a

‘‘Near Miss’’(Stoller, 1982).

Stoller’s acknowledgement of the difficulty in engaging a

pre-operative transsexual in psychoanalysis or even psycho-

therapy was echoed in 1997 by psychoanalyst Colette Chiland

of Paris.

We see a certain number of transsexuals before they

undergo hormone treatment, but as soon as they start the

process of so-called sex change, they are as good as lost

to psychotherapy. It is very rare to get a transsexual in

real analysis because they have very strong narcissistic

defences and resistance to transference; when they begin

to experience transference dependence, they run away.

[However], we see more and more transsexuals coming

for psychotherapy or even analysis after surgical sex reas-

signment. They do not regret the surgery, they feel they

could not have done without it, but they still feel unhappy,

too isolated, nether completely a man or a woman. (Chi-

land, 1988)

In Bob’s words, a ‘‘near miss.’’

Chiland is indebted to Stoller: ‘‘All the work I have been

doing with transsexuals for thirty years has its roots in the

contributions of Stoller’’ (C. Chiland, personal e-mail commu-

nication, 29 October 2009).

But have all psychoanalysts given up the ghost of curing the

preoperative transsexual? The Portman Clinic in London is one

of the last psychoanalytic strongholds in the UK and carries a

long history of treatment of sexual disorders. Here is their Letter

to the Editor with 8 signatories published in the Telegraph

newspaper in 2002:

The recent judgment in the European Court of Human

Rights in which a post-operative transsexual person was

granted permission to marry in his [sic] adopted gender

role, is a victory of fantasy over reality…Through years of

psychoanalytic psychotherapy, some patients begin to

understand the origins of their painful conflicted feelings

and can find new ways of dealing with them, other than by

trying to alter their bodies. The recent legal victory risks

reinforcing a false belief that it is possible to actually

change a person’s gender [confusion here, perhaps,

betweensexandgender]. Itmightalsostrengthen theview

that the only solution to psychic pain is a legal or surgical

one. (Telegraph, 15 July 2002)

Those who forget the past…

Cross Sex and Gender Children

There isexciteddebate todayonthesignificanceofcross-gender

identity and behavior in prepubertal boys and girls. Television

showsfeature families inwhichgradeschoolagekidsareattend-

ing school and living as a child of the other sex. There is vitriol

from activists against treatment programs where the goal is

enabling the child to live comfortably in his or her birth sex.

There is demand that the diagnosis of Gender Identity Dis-

order be removed from the list of mental disorders. In 1968,

Stoller wrote:

The condition is pathological….If these boys are the adult

transsexuals of future years, with their demands for sex-

transformation procedures and the reportedly hopeless

prognosis for psychiatric treatment, then the time to help

them is in childhood, when their gender identity is still

forming….The goal of treatment should be to make the

child feel that he is a male and wants to be a masculine

boy….The first step in treatment is to establish that one is

in fact dealing with a childhood transsexual. Next one

must start treatment immediately. If one waits until five or

six or seven, the undoing is more difficult. (p. 252)

In the mid-1960s, I saw a very feminine 5-year-old boy and

his mother was seen by Stoller. She entered analysis and was the

source for a seminal theory of cross-gender development in a
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male child, described below. I was seeing the boy twice weekly

when I was a psychiatry resident, but, as described in a paper by

Ralph Greenson, ‘‘When the resident was called into military

service [sic] some six months later I decided to undertake the

treatment’’ (Greenson, 1966). This resident took the boy to

Greenson’s home where they enthusiastically formed a treat-

ment alliance.

A couple of years later, in Sex and Gender, Stoller (1968)

wrote:‘‘The first successfully treated case of a childhood trans-

sexual is that of Greenson. A report written after the treatment

was ended gives a vivid and warm account of this boy’s rescue’’

(p. 254).

(I will digress to an autobiographical coincidence. The one

other psychoanalytic paper on treating a‘‘boy transvestite’’pub-

lishedbeforeGreenson’swas twoyearsearlier. ItwasbyMelitta

Sperling (Sperling, 1964). Melitta’s daughter, Susan, and I were

grade school classmates at PS 241 in Brooklyn. What was in the

Brooklyn drinking water to inspire that psychoanalyst and this

classmate of her young daughter to pursue an interest in cross-

gender behavior in boys?When Ipublished my firstpaperon the

subject in 1960, did she know that I had been a friend of her

daughter decades earlier?)

FouryearsafterSexandGender,LarryNewman,Stoller, and

I published‘‘Treatment of Boyhood ‘Transsexualism’’’(Green,

Newman, & Stoller, 1972). Transsexualism was in quotes as we

could not be certain that these boys were pre-transsexual. We

wrote: ‘‘We have previously described the behavior of very

feminine young boys. Based on retrospective reports of child-

hood behavior given by adult males who want sex-change

surgery, there is reason to believe these boys are pre-transsex-

ual’’(Green et al., p. 213). Why treat?

As long-term follow-up data are not yet available, we

cannot state with certainty that these boys, if untreated,

would mature into adult transsexuals. However, because

1) there are no reports of adolescent or adult transsexuals

who have successfully reoriented their profound cross-

gender identity…(and) 2) because males with an

extremely feminine identity in our culture undergo con-

siderable socialhardship, atall ages,wehaveattempted…
intervention during boyhood. (Green et al., 1972, p. 213)

But, should we change society or change the child? ‘‘While

privately, one might prefer to modify society’s attitudes toward

cross-gender behavior, in the consultation room with an unhappy

youngster, one feels far more optimistic about modifying the

behavior of that one child than the entire of society’’(Green et al.,

p. 217).

Our caution about the adult outcome of such boys was wise. I

had begun a long-term study of dozens of very feminine boys at

about the time Sex and Gender was published. I had received a

grant from the NIMH and Stoller was my supervisor. The study

continued for about 15 years. Some boys entered therapy with

myself or others; others were only periodically assessed.

In 1974, I considered the boys to be probably pre-transsex-

ual. Their histories were juxtaposed with those of adult trans-

sexuals inSexual Identity Conflict in Children and Adults (Green,

1974). In 1987, it was clear that most were homosexual. Perhaps

one was transsexual. The book title of the sequel was The‘‘Sissy

Boy Syndrome’’and the Development of Homosexuality (Green,

1987).

In addition to the analytic treatment reports of Greenson and

Sperling, Haber (1991) published a detailed report of five years’

analysis of a boy from age 3. At last follow-up, when he was in

his early 20 s, his mother reported thathe was not dating and was

interested in a career in acting. Regarding Haber’s other similar

patients, he has informed me, ‘‘I saw many boys and one girl

in long-term intensive therapy and all seem(ed) to be gay’’

(C. Haber, personal e-mail communication, 26 October 2009).

How did these boys catch GID?

It was on a hot summer day in a public square in Madrid in

1966 at a psychiatric congress, with his wife Sybil standing by.

Stoller proudly told me that he had unravelled the first psy-

chodynamic explanation for the etiology of a psychiatric dis-

order. This was the ontogeny of extreme cross-gender behavior

in a young boy. Deriving primarily from his analysis of the

mother of the 5-year-old boy I had referred to Greenson, he had

an extraordinary insight into the forces and influences yielding

boyhood transsexualism:

There had been excessive sharing of each other’s anatomy

by identification, made possible by continuous skin contact

all throughtheday….hewasneverseparated fromthesight

of her for more than a few minutes. Since he never slept

more than an hour and a half at a time during the first year,

her nights were spent in exhaustedly patting him, feeding

him, or singing him back to sleep. (Stoller, 1968, p. 111)

‘‘Another prime factor is a disturbance in (mother’s) gender

identity, her bisexuality…a heavy proportion of sensed and

observable thoughts, feelings, andbehavior reflecting both mas-

culine and feminine identifications’’(Stoller, 1968, p. 112).

Themother’sparentshadacceptedherearliercross-dressing.

She was described as having experienced intense penis envy of

her brothers and father. The boy was physically beautiful. He

had been fascinated by women’s clothes from 8 months and

began cross-dressing as soon as he could walk. The behavior

was admired by both parents.

While she was able to permit him some chance of sepa-

ration, she greatly slowed the process down, a fixation

produced especially by the primordial joys of the con-

tinuous skin-to-skin contact…. (Stoller, 1968, p. 125)

The boy was (the phallus) of her flesh…He was his

mother’s feminized phallus. (Stoller, 1968, p. 120)

Another case in which Stoller had been hoodwinked was

consistent with these findings. This involved a patient who con-
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vinced him, a sociologist, endocrinologists, and surgeons that,

although a normal appearing male until puberty, the feminiza-

tion that then occurred was the result of a biological variant.

UCLA was not yet performing sex change surgery on transsex-

uals. But this patient was ‘‘intersex.’’ So genital reconstruction

was performed to conform to her very ample breast develop-

ment resulting from her ‘‘intersex’’ condition. Five years later,

sheconfessed that thewholestorywasascam.Shewas transsex-

ual. She had been swallowing her mother’s estrogen tablets,

secretly, from age 12.

Converting major embarrassment, and some anger, into vic-

tory, Stoller interviewed the patient’s mother. The child had

been beautiful. He was dressed in girls’ clothes. Significantly,

mother recalled that

…from 2 to 8 years she and her son played a nighttime

game. It was ‘‘mother hen and baby chick.’’ Every night

they both went to bed together at the same time, and the

mother would curl herself up in such a way that she com-

pletely surrounded the little boy within the curve pro-

duced by her bent head, her torso, her arms, and her

curled-up thighs and legs. (Stoller, 1968, p. 137)

As for the mother’s gender identity, as a child, she thought of

herself as a boy.‘‘All of her interests were those of a boy….She

dressed in boys’ clothes’’(Stoller, 1968, p. 138).

Here, Stoller obtained the retrospective history of an adult

transsexual and mother that matched that obtained contempo-

raneously for a boy transsexual and his mother. He acknowl-

edged that these‘‘findings and speculations’’did not completely

exclude some biological force.‘‘For instance, these mothers

might not have wished to ‘over-love’ infants who struggled

away from their excessive body contact’’(Stoller, 1968, p. 139).

Chiland, for all her praise for Stoller, reports being unable to

confirm some of his findings with children.‘‘What he described

was only a case among others, though he thought it was the

typical constellation.’’She did, however, have a family that was

just as he had written (C. Chiland, personal e-mail communi-

cation, 29 October 2009).

Psychoanalysts have not queued to propose theories of gen-

der identity since 1968. An exception is Person and Ovesey

(1983). They critiqued those of Freud, Horney, Jones, and Stol-

ler and flogged their own. They faulted Stoller for his emphasis

ona non-conflictual origin of male femininity andhis analogy to

the ethological concept of imprinting. Their proposal was a

defence against separation anxiety. However, as their critique of

Stoller was in response to a subsequent volume (Stoller, 1975), I

will avoid this fray over how many angels dance on the head of

the gender identity pin.

Non-analytic psychiatric critics snipe that Stoller’s insights

have not been confirmed. Yet, how many clinicians have rep-

licatedhismethodology?And, forcurrent researchers, this isnot

where the grant money is. Follow the money. The search for the

‘‘smoking gene.’’

Intersex

Treatment of the intersexed person has undergone radical change

from 1968. How these persons are referred to has changed. How

they should be treated in infancy and early childhood has

changed. Whether their gender identity derives primarily from

nature or nurture is in fresh dispute.

Stollerusedthe termintersexandhermaphrodite.At the time,

patients were often referred to as pseudohermaphrodites if they,

as was usually the case, did not have both ovarian and testicular

tissue. Some thought that term made them seem like imposters.

Both the terms intersexandhermaphroditewereadoptedbya

patient activist group successful in bringing problems with their

medical care to professional and public attention. This was the

Intersex Society of North America. They were also known as

‘‘Hermaphrodites with Attitude.’’ A major thrust of the early

intersexactivismwas thegenital conformingsurgerycarriedout

on infants and young children with ambiguous genitalia. Often

these were females with congenital virilizing adrenal hyper-

plasia (CAH) where excessive prenatal androgen virilizes the

female genitalia (New, 2001).

Whentheseyoungchildrenwerecorrectly identifiedas46,XX

female, there was concern over the masculinized genitalia, nota-

bly the clitoris, which can appear as a small penis. To avoid social

embarrassment with peers, and to avoid an androgynous sex sig-

nal to the child, the clitoris was cut down to size. This was decried

by many now adult intersex activists as it often resulted in major

loss of erotic sensation. The Intersex Society in 1994 stated that

any genital surgery not required for strictly medical reasons

should be postponed until the intersex person is old enough to

provide informed consent (ISNA Recommendations for Treat-

ment, www.isna.org).

To which sex should the infant be designated? In 1968, the

prevailing theory was derived from the seminal work of John

Money. Thirteen and 11 years before Sex and Gender, Money,

working with the Hampsons, published three classic papers

(Money, Hampson, & Hampson, 1955a, b, 1957). They showed

that gender identity (not yet so named) followed the sex to which

the infant was designated. This ascription would trump any bio-

logical variables, including gonads, genital appearance, inter-

nalreproductivestructures,chromosomalconfiguration,etc.This

dictum was engraved on tablets handed down from Mt. Hopkins.

Importantly, if it became apparent that a diagnostic error had

been made in assigning sex to the infant, reassignment to the

correct sex was feasible up until only about 18 months of age.

Thereafter, identity as male or female was fixed.

Stoller did not challenge these tenets. But from his clinical

experience, he enriched understanding, especially with his expo-

sition on a possible hermaphroditic identity. Here, there was

inconsistency, confusion, ambivalence over the‘‘correct’’ sex

designation for a child. Consequently, neither clear cut male

nor female core gender identity was set in place. Years later,

that person, well beyond the 18 month cut-off point could want
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to, and be able to, change (Stoller, 1968, p. 36). ‘‘If from the

start, the child’s elders are not sure enough, because the child is

anatomically ambiguous, then a defect in character structure

can develop in which the patient knows only the gender

identity of a hermaphrodite’’ (Stoller, 1968, p. 23).

Examples of late sex change in the intersex are more

recently reported. Meyer-Bahlburg et al. (1996) described

four patients who had CAH with gender change from female

to male. The process was gradual and extended into adult-

hood. Factors appeared to be gender-atypical behavioral self-

image, a gender atypical body image, and the development of

erotic attraction to women.

I asked the lead author about Stoller’s concept of a her-

maphroditic identity in these patients. He replied ‘‘I did not

discuss it with them, so I don’t know. However, I later added a

‘third gender’ question to my follow-up protocol for XY (a dif-

ferent group of intersex patients) and the result was 15% (of 59

patients) agreed’’ (H. F. L. Meyer-Bahlburg, personal e-mail

communication, 13 October 2009). Those persons with ambig-

uousgenitalia reported more uncertainty aboutgenderand more

endorsed themselves with a third gender.

Stoller was sensitive to the issue of when, if at all, to do gen-

ital surgery. He reported a case where the penis was removed,

leaving only a stump 3/4 inch at erection. This was in a chro-

mosomal male, living as a woman, whose undescended testes

had been previously removed. ‘‘At the time, she was relieved

to have the operation; it shut others up about her abnormal

genitalia….the patient now profoundly regrets the operation’’

(Stoller, 1968, p. 32).

He understood the conflicts of the intersexed and their suf-

fering from secrecy and poor clinical management. He respec-

ted the work of Money but recognized the variance attributable

to the parent–child experience of sex and gender that could yield

a whole new ball game. There was a complexity of sex and gen-

der requiring a different attention and a more nuanced under-

standing.

Biological Force

Proposing a biological force behind gender identity was heroic

in 1968. As noted, between 1955 and 1957, the stone tablets

handed down from Mt. Hopkins decreed the ultimate triumph

of nurture over nature. As radical as it would be for any cli-

nician to question that mandate, it was ever more so for a

psychoanalyst. But, Stoller was confronted with an extraordi-

nary case:

This person had been born appearing as a normal female.

During childhood, she was very much the tomboy.‘‘In all

games with other children the child seemed to take male

roles.…She could scarcely be forced into female clothes.

…Her companions were boys, with whom she played

boys’ games.’’(Stoller, 1968, p. 68)

At the onset of puberty, she developed a hoarse voice,

presumably from laryngitis. The hoarseness continued. Her

body began to virilize, not feminize. Endocrinological and

surgical exploration revealed an intersex condition, namely

17 B-hydroxysteroid dehydrogenase-3 deficiency, and intra-

abdominal testes (Liakopoulov, Keramydas, Dracopoulov,

& Dacou-Voutetakis, 2009). The enzyme defect interferes

with production of testosterone from androstenedione. Con-

sequently, external anatomy does not differentiate prenatally

as male. But, then, at puberty, androgen production and its

effects can be sufficient to virilize.

When the patient was informed of the discovery, the

switch to living as a male was immediate.‘‘She acted as

though she were being told something of which she had

always been dimly aware, of which she had no doubt.

Her attitude was as if to say, ‘Yes. Very good. Thank

you. I am not surprised.’’’! (Stoller, 1968, p. 70)

(As I write this, here in England we are in the midst of another

3 day postal strike. I see this intersex case as a further example of

delayed male.)

Consider this note by Stoller, on this case, to stoke the debate

on nature versus nurture in academic performance. This debate

was fuelled in recent years by Larry Summers, then President of

Harvard. He was forced to fall on his sword for suggesting

perhaps the wrong explanation, an innate one, for why males

excel in science and maths. (He has since been resuscitated as

Director of the White House National Economic Council by the

newPresidentofhisentirecountry).Stoller (1968)wrote:‘‘After

the sex reassignment, this patient came to be among the first in

his class in mathematics; a subject in which he had done very

poorly when he thought he was a girl’’(p. 70).

Today, debate continues over whether a person with 44,XY

karyotype and normal prenatal androgen, but born with defec-

tivegenitalia, shouldbesocializedasmaleor female.The‘‘John/

Joan’’ case challenged the intersex model of nurture trumping

nature. Essentially, a monozygotic male twin lost his penis

traumatically in infancy, was reassigned as a girl, raised as a girl,

but inadolescence insistedoncontinuing lifeasamale.Anexpla-

nation is normal prenatal androgen (Diamond & Sigmundson,

1997).

Cloacal exstrophy was not mentioned in Sex and Gender.

Here, there is a horrific pelvic birth defect obscuring the geni-

talia. In consequence of the genital defect where phallus con-

struction for an XY male child would be extremely difficult,

manymale infantsweresocializedasgirls.However,many later

requested to live as male. The explanation is that their prenatal

androgen levels, presumed normal for a male, organized their

brain as male (Reiner & Gearhart 2004). Stoller’s biological

force is alive and well.
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Conclusion

Stoller’s sensitivitiesand insights to theclinical issues insexand

gender cannot be fairly assessed by current practice or research.

There is no comparable corpus of psychoanalytically derived

data on the class of patients reported in Sex and Gender. There is

no one clinician or researcher amassing and publishing such a

corpus.

Sex research published in science journals typically reports

extensive samples, assessed by questionnaire, and analyzed sta-

tistically. To this, Stoller complained, ‘‘Sex research is cam-

ouflaged by large samples, hidden in tabulated columns, and

dissected beyond significance by statistical packages. Although

statistical techniques may enable us to corroborate or deny a

hypothesis, they do not produce one’’(Stoller, 1973).

Even that strategy of impersonal personal research has lat-

terly become even less personal. Sex research may be via the

Internet. Large samples of almost every sexual oddity can be

generated online. Human contact is limited to clicking‘‘Send’’or

‘‘Inbox.’’

As for the term‘‘gender identity,’’Stollerdemurred that itwas

not to be defended as one of the splendours of the scientific

world. What has been its impact?

It has become the diagnostic term for extensive cross-sex

identification and cross-gender behavior. For children, the

term Gender Identity Disorder of Childhood entered the

DSM, in 1980, promoted by an advisory committee on which

I served. Then, in 1994, the diagnostic term ‘‘Transsexual-

ism’’was replaced by Gender Identity Disorder in the DSM,

recommended by a subcommittee on which I served.

From 1994 to 2006, in London, I was research director and

consultant psychiatrist at the world’s largest treatment program

for persons who want to ‘‘change sex.’’ The surgeons perform

three sex-change operations a week. The program is named the

Gender Identity Clinic.

Google the term ‘‘gender identity’’ and you will retrieve 4

million responses. If you narrow the search terrain to Google

Scholar, you will get 1.5 million responses. You need not scroll

through all 1.5 million to find Sex and Gender. It is number 11.

Sex and Gender, with its wide clinical scope buttressed by

extensive verbatim interviews, was a landmark contribution to

the study and understanding of the bedrock of our personhood.

Four decades have not dimmed its luminescence.
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Palimpsest refers to a sheet of parchment where the original

ink is scraped away and replaced by new writing. Outlines of

the original text are often still identifiable. In more expanded

use, palimpsest refers to modified structures in which traces of

the original can be identified.

The third edition of Human Sexuality and Its Problems is a lit-

erary palimpsest, appearing 20 years after the second edition and

26 years since the first. Traces of the earlier editions are easily

detected,but theoriginalshavebeensubstantiallyreplaced.Rightly

so, because in a quarter-century, the realm of study of human sex-

uality has expanded, morphed, digitalized, molecularized, and

globalized.

The great advantage of this volume’s still-visible history,

however, is the careful guidance given the reader by its author.

Bancroft has been in the midst of much of this transformation

of sexuality and sexuality research. As director of the Kinsey

Institute for Research in Sex, Gender, and Reproduction from

1995 to 2005, he respectfully but firmly spoke against the

demonization of Alfred Kinsey and reacquainted many with

the importance of Kinsey’s research. He played a key role in

organization of the U.S. Surgeon General’s Call to Action for

Sexual Responsibility in 1999. Mostly ignored during the pres-

idential administration of George Bush, the products of that

Call to Action represented a remarkably civil and democratic

dialog about the role of sex and sexuality in American public

health. Bancroft alludes to the Call to Action at several points,

most tellingly in the Introduction, where he also frames the

new edition in terms of his personal growth during the years

between first and third editions.

During Bancroft’s tenure as director of the Kinsey Institute,

healsohad todeal with attempts within the AmericanHouse of

Representatives to withdraw funding for peer-reviewed sex-

uality research funded by the National Institutes of Health.

Aspectsof these and otherdetails relevant tosexuality research

are addressed throughout the book. Such details provide an

invaluable breadth of perspective that should remind everyone

of the importance—but ever-present fragility—of our work.

The book’s layers take on additional richness through the

occasional emergence of Bancroft’s own voice. Bancroft uses

that voice to step away from authorial objectivity to comment

(sometimes sternly), to express doubt, or to congratulate the

field for its progress. From time to time, he weighs in about

ongoing debates. I found the presence of these interjections to

be both helpful and refreshing. Like having the opportunity to

ask questions of a mentor:‘‘What do you think?’’The questions

and answers shape the relations of student and mentor. Or, in

this case, they shape the dialog between author and reader.

Texts should stimulate thought as well as teach, and a mental

dialog with Bancroft filled many quiet mornings as I was

reading, or as I moved into my own writing for the day.

Human Sexuality and Its Problems is organized in 16 chap-

ters. Roughly half of the book (Chapters 1–10) present detailed

summaries of a variety of topics. Chapters 11–16 generally

address a variety of sexual problems and treatment/man-

agement approaches. Four areas of the book deserve special

emphasis.

Chapter 2 addresses models of sexuality and the role of

theory. A short discussion of epistemology is followed by cri-

tiques of two popular contemporary theories—Sexual Strategy

Theory and Sexual Script Theory. Bancroft sharply dissects

essential limitations of these theories, leaving the reader with

negative impressions of both. Bancroft then presents the Dual

Control Model, developed with colleagues at the Kinsey Insti-

tute. In essence, the Dual Control Model is a metaphor for the
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summedexcitatoryand inhibitorycentralnervoussysteminputs

that control sexual behavior. The Dual Control Model exem-

plifies Bancroft’s commitment to the idea that sexuality is

centered in human bodies and not in human social organization.

This is not to say that social influences are unacknowledged.

Bancroft is far toowide-ranging inhis thoughtandexperience to

believe otherwise. Rather, neurophysiologic and anatomic

issues are given primary attention with attempts to integrate

other influences into one primary model.

Averylongchapter,entitled‘‘SexualArousalandResponse—

The Psychosomatic Circle,’’is in many ways the centerpiece of

the book. Although present in the second edition, this chapter is

substantially new and gives careful attention to the brain’s func-

tion as a sexual organ. Subsequent sections address sexual

arousal, genital responsiveness, and orgasm within the context

of a host of psychological and hormonal influences. The chapter

ends with a short but very useful exploration of gender differ-

ences in sexuality and sexual behavior. This chapter alone jus-

tifies purchase of the book.

Asubsequentchapter isentitled‘‘Heterosexuality.’’Thischap-

ter is rich in detail. However, I found the chapter to be pro-

foundly disturbing. In addition to details about heterosexual

behavior, the chapter also contains an essay on the history of sex

surveys, and discussions of masturbation, sexual desire/fantasy,

Internet sexuality, and erotica use. All of these topics would

seem to apply with equal importance and usefulness to sexu-

alities other than ‘‘hetero.’’ In fact, this strikes me as an area

where a different approach to a traditional heterosexuality/

homosexuality dichotomy could have proven of great value.

The use of such dichotomy—now well into the first decade of

the twenty-first century—in a text on human sexuality seems

sadly elegiac evidence that our socially constructed science

continues to reify differences in sexuality that contribute to

justifications for all manner of oppressions that plague our best

intentions. Careful reading of the text shows that Bancroft

understands this, but I believe this is an area where the book’s

historical structure harms its contemporary contribution.

I would also call attention to the section entitled ‘‘The

Victim of Child Sexual Abuse’’found in Chapter 16. Bancroft

acknowledges that no other section of the book required so

much updating of both the science and the attitude of the

section.He attempts togivecontext and meaning to the vicious

debates about the long-term effects of child sexual abuse that

arose in the late 1990s. Fallout from this debate continues to

have chilling effect on the kinds of questions asked about child

sexual abuse, and the kinds of papers that might be accepted by

most journals.

In an era of rapid access to almost any publication from any

part of the world, accompanied by a nearly continuous elec-

tronic babble, this book stands out for its mastery of an

immense topic, its contemplation of the difficulties of under-

standing, and its firm conviction that sexual understanding

through sexual science is important. Having read it, I know

more than I did, and questioned things I had assumed. It is a

lovely resource. Most importantly, however, I think this book,

like no other, represents a measured but essential tour of the

science of sexuality and sexual behavior. I cannot imagine

anyone committed to the field who would not find it provoc-

ative and continuously useful.
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According to Burrus, the title of this volume is not intended to

be oxymoronic. Together with an intriguing dusk jacket show-

ing a sepia reproduction of Papety’s‘‘The Temptation of Saint

Hilarion,’’ the arresting title, and especially the sub-title, do

indeed convey the book’s message—that all may not be quite

right with the conventional view of saintly life, and that the

idea of there being a repressive, sepia-hued perception of sexu-

ality during the early days of Christianity can be challenged by

a new exploration of the hagiographical texts, leading, as the

present book purports to show, to the uncovering of an exu-

berant eroticism.

The saints who are the subject of enquiry are those who

comprise the‘‘Desert Fathers’’—devout Christians of the 4–5th

centuries who fled the liberal life-styles of towns and cities to

find spiritual retreat in the deserts of Palestine and North Africa.

Themostnotable liveswere recordedbyStJerome(d.420) inhis

‘‘Vita S. Pauli, prima eremitae’’ (374–379) (and herein is also

included the life of Paul’s saintly friend and desert companion,

Antony), as well as the ‘‘Vita Malchi, monachi captivi’’ and

‘‘Vita S. Hilarionis,’’ of 391–392, all of which were collected

intoamassive foliobyFrHeribertRosweyde in the 17thcentury

as‘‘Vitae Patrum.’’Various English translations have followed

(see http://www.vitae-patrum.org.uk/page2.html). The solitary

lives of these men (and occasionally women, such as Pelagia

and Mary of Egypt, both reformed harlots) were located at the

very edge of existence—both geographically and biologically

speaking. The sun scorched their bodies black, their hair was

unkempt, they shunned contact with other eremites, they were a

prey to madness and the visions that accompany extreme bodily

privations:‘‘Then febyll ther wyttis and fallen to fondness, Sum

into despeyer and sum to madnes…. Who clymyt hye, hys fall

grete ys’’(see p. 181 in Waddell, 1998).

The desert was the perfect receptacle for the life which they

wished to cast off; and here, too, arose the opportunity of re-

finding and restoring the uncorrupted, essential human being

within. Following such extended purgation, the desert fathers

may well have concurred with William Blake who, in his

‘‘Proverbs of Hell,’’ had the insight that ‘‘The road of excess

leads to the palace of wisdom.’’ In the desert was given the

possibility of accomplishing the first step towards sainthood

(it was not an easy step for, as St Jerome himself remarks in

his epistle to the virgin Eustochium,‘‘How often, when I was

living in the desert…did I fancy myself among the pleasures of

Rome’’), and of setting desires above non-desires whence it

might bepossible, at a secondstep taken uponreturn to society,

to equilibrate the non-desires with the desires; that is, to know

and, at the same time, not to know those excesses which now

have the appellation of the ‘‘seven deadly sins.’’ Six of these

(anger, covetousness, envy, gluttony, pride, sloth) relate to the

immediate material needs of the body and the expressions of

the emotional center. They are aspects of life as it is ordinarily

led; they fall away in the contemplative silence of the desert.

But what of the seventh deadly sin, lust? This is an expe-

rience (it might simply be called ‘‘libido’’) arising in the sex

center. Not only does it relate, as do the other‘‘deadly sins’’in

their more usual everyday form ameliorated by the internal

‘‘buffers’’of social propriety, to the well-being of the body and

the psyche, but also (and more importantly) to a transcendent

state of existence where sexual energy is revealed as the mani-

festation of a more fundamental generative energy (see also

Bennett, 1975). This energy penetrates successive generations

of living organisms and finds its most complex vehicle in man

himself. Whereas the six bodily sins may be quelled by asceti-

cism, the transcendent‘‘sin’’of lustmay bea hardernut tocrack

(itwould takeanascetic to speak herewith authority!) since the
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sexual impulse is intrinsic to the fabric of each individual. To

repress such a life-force—the desire to couple and reproduce

being one of the very fundamental attributes of life forms with

both‘‘plus’’and‘‘minus’’sexualcharacteristics—wouldbeagainst

Nature. Thus, the desert would enable ascesis to the point where

the turning towards this ‘‘last temptation’’ engendered by an

ineradicable life-force is balanced by a turning away from it:

desire in equilibrium with non-desire contained within the per-

fection of sainthood. This indeed may have been the conclusion

reached by St Jerome himself, though stated in a different, more

oblique syntax, that ‘‘desires wither without the deferrals of

sublimation; freedom loses sweetness when utterly released

from constraint.’’

Burrus detects a sublime sensuality in St Jerome’s writings

on Malchus, Hilarion, and Paul. It is as though Jerome were so

enchanted by the loving, crypto-erotic aspects of his heroes’

lives that, for his own gratification, his style becomes not one

of closure, but one of ambiguity. Jerome’s writing, so Burrus

believes, suppresses desire on the one hand while on the other

hand intensifies it: magically, this brings about the dispersion

of the very object of desire. Jerome thus displays great narra-

tive skill in balancing the blissful agony of temptation with the

acerbic fruits of resistance, evoking this dynamic in his nar-

rative and finding a corresponding resonance in his readers.

In Chapter 3,‘‘Hybrid Desire: Empire, Sadism and the Sol-

dier Saint,’’ crypto-eroticism is set aside and Burrus overtly

displays her own ability to eroticize a text. Ostensibly, the chap-

ter concerns the saintly adventures of Martin of Tours, as related

by his friend, the ascetic Sulpicius Severus (d. ca. 425), in‘‘De

vita S. Martini’’(ca. 404). Martin was a Pannonian (hailing from

what is now Szombathely in Hungary) who, in his early years,

served in the Roman army, but is later credited with the con-

version of Gaul to Christianity. Sulpicius, born of noble parents

in Aquitaine, becomes overwhelmed by, if not enamored of, the

powerful personality of Martin, and through him becomes con-

verted to the monastic life. Reading this chapter, the suspicion

grows that Burrus has herself become eroticized by the tale that

Sulpicius tells of Martin’s deeds. She believes that the text of

‘‘De vita S. Martini’’contains a‘‘covert eroticism’’and she sets

out to extract, at every turn, alternative meanings to apparently

simple statements in the furtherance of her argument. For

example, while Sulpicius, speaking of Martin’s relation with his

servant, says, ‘‘he (Martin) often acted as though, while really

master, he had been inferior,’’Burrus sees this as tantamount to a

homosexual relationship—‘‘Strikingly, he prefers to play bot-

tom to his servant’s top’’(p. 96); and of his (Martin’s) patience

and humility, which‘‘surpassed what seemed possible to human

nature’’(Sulpicius), thisbecomes‘‘hiscapacityforhumiliation is

unnatural’’ (Burrus)—Martin’s passiveness is held to be active

eroto-masochism. Could there not be another reading both here

andelsewhere in thedescriptions (inChapter1)of the friendship

between Antony and Paul, as related by St Jerome?—that of a

higher love between man and fellow men which transcends the

more‘‘base’’erotics, as usually understood. Even linking phra-

ses of Burrus’ text have become ambiguously charged: after

Martin has given a series of commands to Sulpicius that he

should submit to a new regime, ‘‘Sulpicius by now can do no

more than ejaculate, ‘What power and dignity were in Martin’s

words…’’’ (p. 102). This is surely an intriguing position for an

author to position herself: readers become aware not only of a

possible counter-erotics embedded within the original texts of

the ‘‘Vitae Patrum,’’ but also of the erotic predelictions of the

author/commentator. By her own argument, Burrus places her-

self in the same situation as Jerome, of luxuriating in the tales

that he/she has been telling. As Burrus says (p. 155) in a passage

which follows an apposite quotation from Annie Sprinkle, that

well known former porn star and present sex guru,‘‘Reading the

‘LivesofHarlots’withunrepentantpleasure is riskybusiness….

I cannot deny the seductive allure of the sexiest of saints, the

holy whore…’’And, later,‘‘Reading these ‘harlots’ without

shame, even shamelessly reading as a harlot (emphasis in

original)—once I got over the initial shock, I enjoyed the idea.’’

Rarely do readers come so close to the author of a scholarly

text, sharing not only the ideas and interpretations proposed,

but also the emotional/erotic charge which the subject matter

has generated in the author.
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This collection of articles is intended, according to the editors,

to be an ‘‘ideal human sexualities text’’ for sociology and

women’s studies courses. As such, it needs to be evaluated in

terms of its academic rigor and suitability for college students.

Unfortunately, the book is somewhat remiss in its attention to

important details and thus does not set a standard for students.

Partly this seems to be a problem in copy editing. The table of

contents, for instance, lists Part One and Part Four but omits

Parts Two and Three, and the reader obtains a notion of the

book’s organizing themes only by turning the pages and

finding Parts Two and Three and their titles.1 A more serious

problem is the lack of a bibliography. The publication sources

of the articles included (47 in all, 45 of which were previously

published and two that were written for the present collection)

are referenced solely on the bottom of their first page and the

index does not differentiate between names of the contributors

and names of people cited in their articles. The extract from

Freud, which appears in a chapter called‘‘Classical Inquiries,’’

is cited ascopyrighted bythe translator JamesStrachey in1964

and l965. Nowhere is the original date of Freud’s contribution

noted, a glaring omission in a section on‘‘classical’’inquiries.

The reference for the selection from Krafft-Ebing does not

provide the translator, publisher or date. According to the

introduction, some boundaries needed to be set in presenting

evidence and therefore only data from recent American stud-

ies were considered. Yet, it appears that four of the studies

included were conducted elsewhere, i.e., in Finland, Canada,

and Australia, although the sample descriptions are not clear

(the fault of the article authors, not the editors, but not cor-

rected by the latter).

The introduction provides a comprehensive orientation to

the study of sexuality and clearly sets forth the editors’ basic

premises and arguments: first, that diversity of sexual expres-

sion and identities should be acknowledged and respected,

given mutual consent between sexual partners; second, that the

labeling of some behaviors as normal to the exclusion of others

is a political decision; third, that more sexual information is

better than less and leads to safer sex; and fourth (erroneously

labeled ‘‘third’’), that the great sexual divide is not between

homosexuals and heterosexuals but between women and men.

The four sections of the book include: Introduction to Sexual-

ities, Sexual Identities, Sexual Behaviors, and Sexuality as

Politics. The articles are grouped into 10 chapters, of approx-

imately four articles each. The selections cover a wide range of

topics, including new approaches to intersexed individuals, the

emergence of the concept/term homosexuality, children’s gen-

der relations, adolescent masturbation, sexual fantasies, casual

sex, same-sex issues and relationships, transgender issues, S &

M practices, vibrator use, cyberspace sex, sex clubs and sex

tourism, pornography, sexual violence and sexual health, among

other topics. Despite this wide range of issues, the book con-

tains some redundancies that could have been avoided by

coveringother importantbut ignored issues. For example, there

are two chapters dealing with sexual issues among Asian-

Americans. Why two devoted to this particular ethnic group

instead of at least one dealing with issues in a different ethnic

community? The Latina population, which numerically far

exceeds the female Asian-American population in the U.S.,

often suffers from sexual exploitation in the form of machismo,

and certainly deserves coverage. Sexual behaviors among

African-American teenagers, who have the highest proportion

of teen pregnancies among the female population, are worth
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exploring as is the connection between rap lyrics and the deg-

radation of females.

The book contains two articles on intersexed individuals—

an excellent article by Fausto-Sterling on the possibility of

classifying the sexes into five, rather than two, divisions, and

the other on‘‘cosmetic’’surgery to‘‘repair’’the genitals of such

individuals. It would have been instructive to include an article

on the epidemicofcosmetic surgery beingfostered by themed-

ical profession and plastic surgeons, not only for intersexed

individuals,but forwomen at large, to enhance or reducebreast

size, reshape lips, thighs, faces, and also reshape labia and cli-

torises to meet some media-generated ideal form. Morgan’s

(1991) essay on ‘‘Women and the Knife’’ would have been a

welcome addition to this collection.

The section on transgendered individuals deals with the

difficulties of coming out of the closet, but missing is any

attempt to present the issues regarding such transformations

in the first place. It would have been useful to explore the rise

of the ‘‘transsexual empire’’ (Raymond, 1994) and the tacit

acceptance that if one can medically aid in the transition pro-

cess it is acceptable to do so. Such issues as why the transitions

areoverwhelmingly fromMtoFandwhat itmeansto live‘‘suc-

cessfully’’as a member of the opposite sex are not explored—

that is, is the ability to suppress hair growth, develop breasts,

change one’s hair style, wear dresses and so on all that is

involved in being a woman? Does a successful transition to

womanhood involve only outward appearance?

In its focus on women’s issues, the book neglects important

aspects of male sexuality and, more importantly, for a book

designed for women’s studies courses, does not treat the ram-

pant sexualization of women’s bodies and the continuing sex-

ual double-standard. Other issues that warrant attention in a

book on sexuality and women’s studies are contraceptive choi-

ces and use, abortion, and the medicalization of women’s repro-

ductive processes (Kohler Reissman, 1983), among other topics.

Some of the organizational concepts underlying the various

chapters are not always clear. For example, the first chapter on

‘‘classical inquiries’’ into sexuality includes Freud, Havelock

Ellis, and Krafft-Ebing, but also, surprisingly, Kinseyet al. and

Masters and Johnson. An excellent conspectus of the social

origins of sexual development, an extract from Gagnon and

Simon’s book on Sexual Conduct, is also included in this

chapter but it is a stretch to classify this as a classical inquiry.

The chapter on ‘‘contemporary interrogations’’ contains arti-

cles that could easily have been subsumed in other chapters

and are not necessarily more questioning or current than the

remaining articles in the collection. The chapter on Sexual

Behaviors includes articlesonS & M,fakingorgasms,vibrator

use, and internet sex (as distinct from internet porn, which is

in a different chapter), while casual sex on spring break is

included in the chapter on Sexual Identities and Behavior. It

would have been edifying in a chapter on sexual behaviors

(and/or in a chapter on contemporary interrogations) to look at

some of the recent inquiries into the pathologizing of sexual

behaviors by the DSM that question which sexual behaviors

can be considered‘‘mental diseases and disorders’’and which

‘‘normal.’’The chapter on‘‘Same-Sex Sexualities’’includes an

article on‘‘M/F Boxes’’which more fittingly might have been

included in the chapter on‘‘Sexual Identities’’while the article

on‘‘Dating and Romantic Relationships among Gay, Lesbian

and Bisexual Youths,’’which appears in the chapter on‘‘Being

Sexual,’’might have been more logically included in the chap-

ter on‘‘Same-Sex Sexualities.’’

The chapter on‘‘Pornograpy’’contains two articles written

expressly for the current collection. The article by Dines and

Jensen presents a radical feminist critique of pornography that

highlights its implicit violence against women. The authors

argue against the civil libertarian position, noting that the only

anti-pornography movement that gets serious attention is anti-

feminist, grounded in conservative religious objections. The

article by Abbott on performing sex looks at the pornography

industry, covering production and performance as well as the

impact on sex workers’ personal sex lives. Abbott concludes

that participants in the porn industry, despite beliefs to the

contrary, are able to find pleasure in their work, including

satisfaction from a sense of competency in their jobs.

While Sexualities is not the‘‘ideal’’sexualities text that the

editors envisioned, it is still a thought-provoking collection of

articles covering a broad array of topics that are tied together in

a coherent framework. It would better serve a course on sex-

uality if more attention were given to issues of male sexuality

and would benefit a course on women’s issues if it addressed

the sexual objectification of women that, despite the so-called

sexual revolution, is becoming in many respects increasingly

manifest.
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In this volume, the editors bring together writings aimed at a

crucial link between feminism and HIV/AIDS work. The

criticismoffered ofconventionalHIV/AIDS work is thatmuch

of the attention to the AIDS epidemic has been rooted in the

ideological agendaofWestern scientific medicinewhich prob-

lematically reflects the hierarchical nature of a patriarchal

medical profession that marginalizes the health needs of

women. For this reason, the essays chosen for the edited vol-

ume discuss women’s disempowerment from a gendered and

sexualized lens that begins to explain why women have been

marginalized in the discourse and work surrounding HIV/

AIDS. While these goalsare lofty and inarguably imperative to

include in the discourse, the essays do not always live up to the

aims set forth in the introduction. Furthermore, the reader

should beware that the analysis and statistics are dated and

situated in the context of early 1990s United Kingdom.

The book is divided into four sections: (I) HIV/AIDS and

women, (II) The Disputed Body, (III) Masculinities/Femi-

ninities, and (IV) Live Issues for a Feminist Agenda. The

essays in the first section attempt to address the ways in which

women areunited in their vulnerabilities toHIVand AIDS.For

example, women experience greater biological vulnerability

to sexually transmitted diseases that is reinforced by cultural,

social, and economic factors. As such, the essays address how

the hierarchical nature of patriarchy adversely affects women’s

ability to advocate for and protect themselves, which nega-

tively impacts their susceptibility to living with HIV/AIDS.

The authors also highlight that the social factors that lead to the

spread of HIV, as well as good models of practice for working

with individuals affected by HIV, are different for women––

there is a sharp discussion of the documented male bias in

access to quality care, the unique issues imposed by pregnancy

and breastfeeding, and the ineptness of prevention programs

riddled with gender bias (e.g., require women’s trust in the

faithfulness of male partners). Also in this section are simple

facts about transmission aimed at myth-busting for the novice

reader. Despite that, Section I isdated and repetitive, and many

of the issues raised are still relevant today. In particular,

problems related to the relative lack of control women have

over their sexuality and reproductive care have not been

resolved in the years since the publication of this book.1

In Section II (The Disputed Body), three essays address

how normative objectification of the woman’s body creates a

context in which women’s body health is at elevated risk due

to the problem of estranging women from their bodies. In this

section, the philosophical nature of women’s bodies as a con-

tested site of control and power, from which women’s risk

of HIV is elevated, is fleshed out. The idea of disembodied

femininity––how femininity estranges women from their bod-

ies by encouraging them at once to control and be preoccupied

with the surface image of their bodies and how it appears to

others and lack control and knowledge over how the same

body––its desires, safety, and care are influenced by male

control––is presented as a challenge to safe sex––having it and

educating about it. These essays highlight the challenge in

promoting safe sex by arguing that the sexual objectification of

women’s bodies in safe-sex educational material caters to the

exact culture of objectification that originally put women’s

bodies at risk. If women continue to be led to believe that their

body is an object for the desire of men, ensuring one’s safety in
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sexual encounters may take lower priority over male pleasure.

Ultimately, these sections highlight the role of the body as

power in the prevention and treatment of AIDS.

There were only two essays in Section III (Masculinities/

Femininities). The first addressed the mental health needs of

women with AIDS, making the argument that the social and

medical construction of HIV as a health problem for men has

direct implications for the mental health of women living with

HIV. While this could be a compelling argument, I found the

thesis only moderately supported and, furthermore, the topic

has likely received considerable more attention in the past

decade. The second essay addressed the power inherent in het-

erosexual masculinity through a discussion of young males’

struggles to be‘‘masculine’’or, in other words, demonstrators of

sexual prowess. While the empowerment of women surround-

ing issues of sexuality and femininity cannot be truly realized

without addressing the challenges posed to both men and

women as a result of masculinity, this essay did not seem to

compliment the others in the volumeverywell. Indeed, the two

essays in this section seemed to be placed together because

they did not fit well any where else.

Thefinal section (Live Issues foraFeministAgenda) includes

essays on specific groups of women: prostitutes, lesbians,

women who have learning difficulties, and women who use

drugs in the contextofHIV/AIDS. Again,whilea discussionof

the risk and safety involved in these subgroups of women is

important in the AIDS discourse, this material is dated and, in

its narrow focus, does not lend to the major contribution of this

book as a work that challenges how the hierarchical nature of

patriarchy adversely affects women’s ability to advocate for

and protect themselves.

In sum, the citations and references to ‘‘present’’ research

and prevalence rates would pose a dilemma for the reader

interested in learning about the current state of feminist anal-

ysis in the context of the AIDS epidemic. As such, I would not

recommend most essays in this book for a reader who is seek-

ing a solid grounding in current issues. However, the theo-

retical analysis that situates women’s bodies as ‘‘contested

sites’’is still relevant today and provides a timeless conceptual

analysis of the body as a source of empowerment.
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This short book is an exploration of same-sex sexual and

cultural practices in some Arabic-speaking parts of the Otto-

man Empire between the 16th and 19th centuries. El-Rouay-

heb uses multiple sources, including poetry, biographical

texts, travel journals of both European and Imperial authors,

and religious and legal interpretations of the Koran and Sharia

law. Much of the primary source material has been translated

from manuscripts by the author himself. One consequence of

the source material is that it tends to be written by and about an

urban elite of educated and generally influential men, thus

limiting the generalizability of the findings. From the outset of

the book, El-Rouayheb contends that the modern concept of

‘‘homosexuality’’did not exist during the period under review.

Yet, he finds that much earlier scholarly work evaluating

same-sexdesire/behavior fails to recognize this simple fact.As

a result, it leads to confusion and seeming paradoxes (e.g., the

Koran appears to ban‘‘homosexuality,’’yet the culture of the

time appears to celebrate it quite openly, at least among a

literate elite). By presenting a more nuanced view of the

expressions of same-sex desire, El-Rouayheb aims to remedy

this perplexity. In this modest goal, he is largely successful.

The book begins with a brief review of what the author calls

the essentialist versus the constructionist views of homosex-

uality. The basic idea of the former is that the way in which

sexuality is expressed and understood does not vary from

culture to culture or from time period to time period. This is in

contrast to the latter perspective, which finds that each culture

and time period develops or constructs its own forms of sex-

uality. These may overlap with the forms of other cultures but,

nevertheless, are determined uniquely by each one. Though

stating ‘‘adjudication of the dispute between constructionists

and essentialists should of course be based on a careful

investigation of the historical evidence’’ (p. 6), it is clear that

El-Rouayheb is a proponent of the constructionist viewpoint.

Much of the argument that unfolds throughout the book

derives fromEnglish interpretations (andmisinterpretations)of

various Arabic words.Themodern term homosexuality tends to

be a somewhat blurry word that fails to capture many of the dis-

tinctions that significantly shaped the understanding of same-

sex behavior in the pre-modern Middle East. One of the main

ones relates to the role of each individual man in anal inter-

course. Men who enjoyed being in the so-called passive role

were commonly called ma’bun. They were thought to suffer

from a medical illness (ubnah) for which physicians might rec-

ommend various treatments. This is in contrast to those men in

the so-called active role, called luti, who are simply performing

a specific behavior, liwat (p. 20). This latter groupdid not suffer

from a medical illness and the sexual activity itself may or may

not have been related to some pattern of behavior that a 21st

century person might think of as homosexuality.

Further distinctions can be made based upon the reason that

a man might choose to penetrate another sexually. Though the

vast majority of examples provided have to do with passionate

or romantic causes, sexual humiliation of another threatening

male is suggested as an alternative. In the case described in the

text, an outsider male is essentially gang-raped by a group of

men after he threatened to sexually assault their wives. Instead

of being punished or pathologized, these men were depicted as

the saviors of their village.

The age of the two men involved in the sexual act seems to

have been of great significance. For reasons that are not made

completely clear,mostof the literaturediscussed here involves

adult men, generally thought of in the active role, with ado-

lescent boys, usually thought of in the passive role. This may

be due to the strict gender segregation practiced in these places
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and the idea thatanadolescent is‘‘notcompletelya ‘man’ in the

social and cultural sense’’ (pp. 25–26). Therefore, luti might

more accurately be translated as‘‘pederast’’(p. 18). The major-

ity of the book is an exploration of this type of relationship,

always from the point of view of adult male admirers of ado-

lescent boys as well as commentaries by these men’s detrac-

tors. El-Rouayheb discusses love poetry extensively. It tends

to idealize and romanticize these pederastic relationships.

The poetry moves away from the language of luti, liwat, and

ma’bun to metaphorically describe, for example, adolescents

as ‘‘gazelles’’ and to offer heart-wrenching, passionate expo-

sitions of the development of ‘‘idhar, the first down of facial

hair on the beloved’s cheek’’ (pp. 62–63). A dreamy and,

perhaps surprisingly, considering the content, charming image

of this ‘‘love’’ emerges. With that, though, comes a certain

tension. Presumably, these adolescent boys are not actually

ma’bun themselves. So, ultimately, this passionate desire has

nohopefor fulfillmentorperhaps can onlybeconsummated by

force or deception. Moreover, El-Rouayheb shows that a lot of

debate existed at the time among the admirers of adolescents

and their critics about the appropriateness and legality of this

interest.

This leads to the final sections of the book, in which the

various legal/religious traditions about liwat are analyzed.

Thoughgenerally illegalwithverystrictpenalties (oftenvarious

types of execution), it seems that, in practice, these cases rarely

went to trial. To go forward, four witnesses were required. Yet,

there seems to have been a lot of social pressure not to witness

for this kind of case. Lastly, leniency seems to have been

practiced by the jurists. Religious arguments hinged on the

question of whether or not beauty, in this case, the beauty of the

adolescent male, had some relevance for the contemplation of

God.

There is a short conclusion, which primarily summarizes

the events and cultural changes occurring after the period

covered by the book. El-Rouayheb argues that with the spread

of Western ideas and values in the 19th and 20th centuries, the

constructions of same-sex desire gradually changed to the

point that they essentially mirrored the Western idea of homo-

sexuality.

The book is well written, rich in detail, elegantly produced,

but ultimately only descriptive in nature. There were several

missed opportunities to introduce and explore ideas from fem-

inist and queer theoryperspectives. Thoughthe author refers to

Foucault, unlike his work on sexuality in the West, El-Rou-

ayheb never quite places this cultural thread of same-sex

desire/behavior into the larger context of pre-modern Ottoman

social, political, and power structures. Moreover, the author’s

somewhat myopic view of male-male relationships appears to

subvert his stated assumption that homosexuality did not exist

for these men. The book offers no significant discussion of

relationships with women or even with other adult men for that

matter. A more far-reaching analysis of these men’s private

and public sexual lives seems to be required to develop a more

completepicture.PerhapsEl-Rouayheb has asequel inmind?I

look forward to it enthusiastically.
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