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Topics in Human Sexuality: Sexual Deviation 
 
 
Case Vignette 
Carl V., age 20, entered therapy at the urging of his wife, Melissa. Melissa has been 
increasingly concerned with Carl’s inability to become sexually aroused by 
“traditional” sexual foreplay. This has been a change in their relatively young marriage. 
Carl has asked for her to wear various shoes during sex, and while that had not initially 
been that alarming, she was concerned when she caught him masturbating with a pair 
of her heels. 
 
As the case illustrates, human sexuality spans a range of behaviors, and varies from 
culture to culture. It is hard to define what type of sexual expression is acceptable. 
Researchers often look to religion, culture, and the legal system to define “normal” 
sexual behavior. Schwartz (1996) defines atypical sexual behavior as sexual fantasies 
and activities that are not commonly practiced by most people and may cause 
adverse physical, emotional, and social consequences. Such behaviors can range from 
mild, occasional behaviors, to more severe and frequent. From a clinical perspective, 
there has been some effort to define atypical sexual behavior under the umbrella of 
the sexual paraphilias. The term “paraphilia” was first coined by Wilhelm Stekel in 
the 1920s, and expanded upon by sexologist John Money (1993). Money used the 
term paraphilia to indicate unusual sexual interests. There is some degree of 
controversy surrounding the label of a “paraphilia,” as it indicates that certain 
behaviors are somehow deviant (Moser & Kleinplatz, 2005) when in fact they may be 
just at different ends of the spectrum. An example of a behavior once considered a 
paraphilia but now no longer classified as a psychiatric disorder, is homosexuality. 
 
As defined in the DSM-IV-TR, paraphilias are “recurrent, intense, sexual urges, 
fantasies, or behaviors that involve unusual objects, activities, or situations.” What is 
key in this definition is that such behavior must cause significant distress to the 
individual or harm to others in order to be considered a psychiatric illness. Such 
paraphilias include exhibitionism, fetishism, frotteurism, pedophilia, masochism, 
sadism, transvestitism and voyeurism. 
 
In addition to paraphilias, there are also paraphilia-related disorders. Paraphilia-
related disorders involve normative sexual expression that interfere with a person’s 
social or occupational functioning due to frequency or intensity of their expression 
(Kafka & Hennen, 1999). These include cyber-sex, compulsive masturbation, and 
sexual addiction. Such behaviors are described in the module on sexual addition. 



This material will describe sexual deviations including their etiology, expression and 
treatment. 
 
Educational Objectives 
1. Describe sociocultural aspects of sexually deviant behaviors, including cultural 
views of paraphilias. 
2. Discuss the development of atypical sexual behavior. 
3. Define fetishism and list common fetish objects. 
4. Discuss transvetism and its features, including why it is considered a fetish. 
5. Define exhibitionism and list characteristics of exhibitionists. 
6. Define frotteriusm and list characteristics of frotterists. 
7. Discuss voyerusim and the range of normal versus deviant behaviors. 
8. Discuss the proposed DSM-V diagnosis, hypersexual disorder. 
9. Discuss the characteristics of sadism and masochism. 
10. Define asphyxiophilia and list common features of the disorder. 
11. Compare and contrast treatment approaches. 
12. Discuss medications useful in treating paraphilas. 
 
Sexuality Across Cultures 
In looking at sexual deviance, it is first important to consider the issue of culture. 
Cultures define and describe what is normal within the culture and what is abnormal 
or deviant. Definitions of normality, then, vary across cultures and are influenced by a 
many factors, including religion, media, and laws. A taboo is a strong social 
prohibition or ban relating to any area of human activity or social custom that is 
forbidden based on moral judgment or religious beliefs. There are many taboos 
related to sexuality, as demonstrated by the following training material. Some taboos, 
such as pedophilia, are also prohibited by law and may lead to strict penalties when 
such lines are crossed. Other taboos result in embarrassment and shame for the one 
breaking the taboo. 
 
Researchers Burgha et. al. (2010) have used culture to look at sexual paraphilias. 
They describe cultures as either sex-positive, meaning sexual acts are seen as 
important for pleasure, or sex-negative, meaning that sexual acts are seen as only as 
for procreative purposes. U.S. culture would be considered a sex-positive culture 
overall. 
 
The Development of Atypical Sexual Behavior 
Sexuality experts have proposed a number of possible explanations for sexually 
deviant behaviors. 
 
Psychodynamic Perspective 
From a psychodynamic perspective, sexual variations are a defense mechanism that 
enables people to avoid the anxiety of engaging in more normative sexual behavior 
and relationships (Comer, 2009). In this schema, a person’s sexual development is 
generally quite immature. An example of this approach would be that the view of 
sexual exhibitionism is as a defense against castration anxiety. 



 
Behavioral Perspective/Learning Theory 
The behavioral perspective theorizes that abnormal sexual behavior is a conditioned 
response. The person learns to become aroused in a way that deviates from sexual 
norms. Carl’s shoe fetish, for example, may have started as a teen when he 
masturbated to a DVD of a provocative woman wearing high heels. 
 
Developmental Approach 
Developmental approaches look at early factors that influence the development of 
atypical sexual behaviors (Kafka, 2000). Such factors include childhood sexual abuse, 
being exposed to sexuality at an early age (including pornography), or family 
pathology related to sexuality. Psychosexual development becomes hindered by these 
experiences. An example of this would be that a woman who is sexually abused may 
become fearful of sexual experiences, or conversely, may become sexually 
promiscuous (Sanderson, 2006). 
 
Other 
A childhood history of attention-deficit/hyperactivity disorder (ADHD) is also thought 
to increase the likelihood of developing a sexual paraphilia. The reason for the 
connection is not yet known, but researchers at Harvard have discovered that 
patients with multiple paraphilias have a much greater likelihood of having had 
ADHD as children than men with only one paraphilia (Encyclopedia of Mental 
Disorders, n.d.). 
 
Fetishism 
The case vignette provided at the start of this training material provides an example 
of fetishism. Fetishism is the use of an inanimate object or a specific part of the body 
for physical or mental sexual stimulation. Often the person masturbates while 
touching, smelling or rubbing the fetish object. In some cases, the person may ask 
their partner to wear the object while engaging in intercourse. In a media fetish, the 
material out of which an object is made is the source of arousal. In a form fetish the 
object and shape are important. (Hyde & DeLamater, 2010). 
 
Some common fetish objects include shoes (particularly those with heels), women’s 
lingerie, rubber items and leather. People may also have fetishes that involve 
particular body parts, such as feet or breasts. Fetishes are an example of behavior in 
which some aspects are normative, and that deviation occurs on a continuum. Many 
men, for example, are aroused by sexy lingerie, but the primary object of their desire 
is the female wearing the lingerie. In fetishism, the object of desire is the lingerie. 
Fetishes generally develop in adolescence. A common view of fetishism is found in 
learning theory and is that fetishes are the result of classical conditioning, in which 
there is a learned association between the fetish object and sexual arousal and 
orgasm (Hyde & DeLamater, 2010). 
 
For the most part, fetishes are harmless and do not upset others. It is unusual that 
people seek therapeutic intervention without the urging of others, such as a partner, 



or unless they become disturbed by the social isolation associated with some 
fetishes. 
 
Transvetism 
Case Vignette: Mary G. is a lesbian woman. She has always identified more with the 
masculine, strong role in her relationships with other women. She often dresses in tight 
blue jeans and leather jackets and has been misidentified as a young man as times. 
Mary believes that her fashion choices are not sexually motivated; it’s just what she 
prefers. Is Mary a transvestite? 
 
Transvetism (or Transvestic Fetishism as it is called in the DSM) refers to dressing as 
a member of the opposite gender in order to achieve sexual gratification. Like many 
of the paraphilias, there is a great deal of variability in the act of cross-dressing, and 
it is not necessarily considered a clinical disorder in all cases. In the case vignette, for 
example, Mary would not be considered to have a clinical disorder, because she does 
not gain sexual satisfaction from the act of cross-dressing, nor does she fantasize 
about cross-dressing. Similarly, those who cross-dress for entertainment purposes, 
such as male homosexuals (drag queens) are not considered to have a clinical 
disorder, nor would entertainers such as Robin Williams or Dustin Hoffman, who 
have appeared in movies in female roles. 
 
The essential feature of transvetism, then, is recurrent, intense sexually arousing 
fantasies, sexual urges, or behaviors involving cross-dressing. These fantasies or 
behaviors cause clinically significant distress or impairment. Since the person 
derives sexual gratification from cross-dressing, an clothing is the object of sexual 
desire, transvestism is considered a to be a type of fetish. The behavior occurs almost 
exclusively in males. 
 
Case Vignette: George M., a happily married father of two, would occasionally, and with 
his wife’s knowledge, dress in her clothing. He admits that he finds the behavior to be 
arousing, and enjoys fantasizing about how and when he can do so. His wife is not 
concerned about the fantasies, and feels that George is a good husband and father. 
 
Usually the male with transvestic fetishism keeps a collection of female clothes that he 
intermittently uses to cross-dress. While cross-dressed, he generally masturbates, 
imagining himself to be both the male and the female object of his sexual fantasy. 
Some males with this disorder wear a single item of women's clothing, such as a bra 
or underwear beneath their masculine attire. Others dress entirely as females and 
wear makeup. When not cross-dressed, males with Transvestic Fetishism are 
generally unremarkably masculine, and are heterosexual, although sexual contacts 
may be limited and he may occasionally engage in homosexual acts. 
 
In a large-scale study of transvestites, Docter and Prince (1997) surveyed one 
thousand and thirty-two male cross-dressers. Eighty-seven percent described 
themselves as heterosexual. All except 17% had married and 60% were married at 
the time of this survey. Of the present sample, 45% reported seeking counseling. The 



study also attempted to distinguish between nuclear (stable, periodic cross-dressers) 
and marginal transvestites (more transgendered, please see section on gender identity 
disorder). 
 
Research indicates that there are four basic motivations for transvestism (Talamini, 
1982): 
 

1. Sexual arousal 
2. Relaxation: taking a break from male roles and pressures and connecting to 

emotionality 
3. Role playing: satisfaction in being able to pass as a woman 
4. Adornment: sense of being “beautiful” 

 
Families of transvestites are often accepting of this sexual deviation (Talamini, 1982), 
and again, appear quite normative in other ways. 
 
 
Exhibitionism 
Case Vignette: Lewis R., a 16-year-old is seeking counseling at the urging of his parents. 
They are concerned to have received a phone call from a neighbor, accusing Lewis of 
exposing himself to a 13-year-old girl. Lewis had initially denied that he had done so 
,but later admitted that he had done so previously. He felt as if he “couldn’t stop.” 
 
The key feature of exhibitionism is intense, recurrent and sexually arousing fantasies 
involving the exposure of the individual's genitals. Colloquially referred to as 
“flashing,” the individual exposes his or her private body parts to another person. 
The exhibitionist does not typically initiate any type of sexual contact with the person 
to whom they may expose themselves, but may masturbate during the act of 
exposing themselves. Some exhibitionists are aware of a conscious desire to shock or 
upset their target; while others fantasize that the target will become sexually aroused 
by their display. 
 
Exhibitionism is another example of differing cultural views of a behavior being 
deviant. For example, when women wear sexually revealing clothing are rarely 
considered deviant. When a male exposes himself, however, it is considered offensive. 
This is behavior that is also considered illegal in most states. 
 
Males who engage in exhibitionism typically begin the behavior prior to age 18. In 
that way they are not engaging in age-appropriate or normative sexual behavior. 
They may also be shy, or feel inadequate about their sexuality (Crooks & Bauer, 2002; 
Levine, 2000). 
 
There are a number of theories about the origins of exhibitionism (Encyclopedia of 
Mental Disorders, n.d.). They include: 
 



Biological theories. These theories state that imbalances in testosterone increase the 
susceptibility for males to develop exhibitionism. Some medications used to treat 
exhibitionists are given to lower testosterone levels. 
 
Developmental theories. History of emotional abuse in childhood and family 
dysfunction are both significant risk factors in the development of exhibitionism. 
 
Head trauma. There are a small number of documented cases of men becoming 
exhibitionists following traumatic brain injury without previous histories of sexual 
offenses. 
 
Frotteurism 
Frotteurism refers to intense, recurrent fantasies of, and/or actual touching and 
rubbing the genitalia against a non-consenting person, in association with sexual 
arousal (Comer, 2009). The behavior usually occurs in crowded places, public places. 
 
Most commonly a man rubs his penis against a woman’s buttocks or legs (Crooks & 
Bauer, 2002) or may touch her breasts. The person engaging in the behavior often 
fantasizes about having an exclusive relationship with the person he is touching. 
People who engage in frotteurism are generally males between the ages of 15 and 25. 
 
They are similar to exhibitionists in that they have feelings of sexual and social 
inadequacy (Levine, 2000) and find this type of behavior to be safe. Although there is 
not consensus on what causes frotteurism, a often cited theory is the behavior stems 
from an initially random or accidental touching of another's genitals that the person 
finds sexually exciting. Successive repetitions of the act tend to reinforce the 
behavior. 
 
Frotteurism is a criminal act in most jurisdictions. It is generally classified as a 
misdemeanor. As a result, legal penalties are often minor and repeated offenses are 
likely without some other sort of intervention. 
 
Voyeurism 
Case Vignette: Thomas, a 24-year-old male was arrested after being caught 
masturbating outside of a neighbor’s window. He revealed to the arresting officer that 
he found it arousing to watch his neighbor undress. This was Thomas’ third such arrest.  
 
Voyeurs (also referred to as “peeping Toms”) derive sexual pleasure and gratification 
from secretly looking at the naked bodies and genital organs or observing the sexual 
acts of others.  Voyeurs may also listen to sexually explicit conversations between 
others. The person being observed is usually a stranger to the observer. There must 
also be an element of risk associated with the act of observing the other person. For 
example, a voyeur would not be sexually excited by going to an exotic dance club. 
Voyeurs generally do not seek to have sexual contact or activity with the person 
being observed. 
 



The prevalence of voyeurism is not known. It is generally more common in men than 
in women and generally begins in the teen years, often prior to age 15. There is often 
a history of multiple offenses, totaling in the hundreds. 
 
Because voyeurism is considered a misdemeanor in most jurisdictions, penalties are 
generally quite light and there is a strong rate of recidivism. 

 
Hypersexual Disorder 
 
Case Vignette 
Donna, a 35-year-old woman presented for therapy due to problems in her relationship. 
She reported that she was very upset that her husband of 6 months was so sexually 
demanding. If it were up to him, she said, the couple would have sexual relations 
multiple times a day. She also stated that he would often keep her up at night, despite 
the early demands of her job, and that he would masturbate for several hours each 
night. Donna loves her husband, but is not sure she can take much more. 
 
Pornography, cybersex, Internet chat rooms. These are readily available in our face-
paced society, and are factors in a disorder currently under proposal for the DSM-V: 
hypersexual disorder. In the vernacular, hypersexual disorder is sometimes referred 
to as sexual addiction, and a component of this training module discusses sexual 
addiction in depth. As hypersexual disorder is a sexual deviation, it is also briefly 
explained in this chapter. 
 
The proposed criteria for hypersexual disorder includes recurrent and intense sexual 
fantasies, sexual urges, and sexual behavior. Such sexual behaviors include, but are 
not limited to masturbation, viewing pornography, sexual behavior with consenting 
adults, cybersex, engaging in telephone sex, or frequenting strip clubs 
  
In order to meet criteria for this disorder, the sexual behavior must be characterized 
by four or more of the following: excessive time is consumed by sexual fantasies and 
urges, and by planning for and engaging in sexual behavior; repetitively engaging in 
these sexual fantasies, urges, and behavior in response to dysphoric mood states 
(e.g., anxiety, depression, boredom, irritability); repetitively engaging in sexual 
fantasies, urges, and behavior in response to stressful life events; repetitive but 
unsuccessful efforts to control or significantly reduce these sexual fantasies, urges, 
and behavior; repetitively engaging in sexual behavior while disregarding the risk for 
physical or emotional harm to self or others. 
 
As with other disorders, there must be clinically significant personal distress or 
impairment in social, occupational or other important areas of functioning 
associated with the disorder (frequency and intensity of these sexual fantasies, urges, 
and behavior).  
 
Hypersexual disorder is frequently seen in the manic stages of bipolar disorder. 



 

 
Sadism and Masochism 
Case Vignette 
Marla M., age 20, has been in treatment for childhood abuse. She recently revealed to 
her trusted therapist that many of her sexual liaisons involve meeting men online for 
the purpose of engaging in masochistic behavior, such as being spanked or humiliated. 
She recognizes that this likely stemmed from her past, but this insight has not allowed 
her to stop engaging in the behaviors. 
 
A sadist is a person who derives sexual satisfaction from inflicting pain, suffering or 
humiliation on another person. The pain, suffering, or humiliation inflicted on the 
other person may be either physical or psychological in nature. The person receiving 
the pain may or may not be a willing partner. When the sexual activity is consensual, 
the behavior is sometimes referred to as sadomasochism. 
 
The name “sadism” derives from the name of the historical character the Marquis de 
Sade, a French aristocrat who published novels about these practices. Sadistic acts 
generally reflect a desire for domination of the other person. This can include 
behavior that is not physically harmful but may be humiliating to the other person 
(such as being urinated upon). Some acts of sadism may be very harmful. 
Examples of sadistic behaviors include restraining or imprisoning the partner, 
spanking, administering electrical shocks, biting, urinating or rape. 
 
A masochist is a person who is sexually aroused by experiencing pain. The term 
“masochism” is named after Leopold von Sacher-Masoch, who was a masochist and 
wrote novels about his masochistic fantasies. An individual with sexual masochism 
often experiences significant impairment or distress in functioning due to 
masochistic behaviors or fantasies. Sadistic fantasies often begin in childhood and the 
onset of sexual sadism typically occurs during early adulthood. These behaviors are 
generally chronic and continue until the person seeks treatment. Often people with 
sadistic fantasies do not seek treatment due to the social unacceptability of these 
thoughts.  
 
Masochistic acts include being physically restrained or receiving punishment or pain. 
Psychological humiliation and degradation can also be involved. Masochistic behavior 
can occur in the context of a role-play. Masochists may also inflict the pain on him or 
herself, such as through self-mutilation. Like with sadism, masochistic fantasies often 
begin in childhood and the onset of sexual masochism typically occurs during early 
adulthood. These behaviors are generally chronic and continue until the person 
seeks treatment. 
 
Sadiomaschistic behavior is the consensual use of sadistic and masochistic 
behaviors. Bondage and discipline refers to the use of physically restraining devices 
or psychologically restraining commands as a central part of sexual interaction. 



Dominance and submission refers the use of power consensually given to control the 
sexual stimulation and behavior of the other person (Hyde & DeLameter, 2010). 
 
There is not consensus on the causes of sadism and masochism. There is a small 
body of research that has looked at historical factors in men and women with 
sadistic/masochistic fantasies and has found a link to early sexual abuse (see for 
example Messman & Long, 1999). 
 
Asphyxiophilia 
Asphyxiophilia is the desire to induce in oneself a state of oxygen deficiency in order 
to create sexual arousal or enhance sexual excitement. The person with 
asphyxiophilia may employ a variety of techniques such as a pillow against the face, a 
rope around the neck or a plastic bag over the head. This is, of course, very 
dangerous behavior and can lead to death. Little is known about the disorder and 
there are not accurate statistics on prevalence. Most of the deaths attributed to the 
disorder have been seen in men. Some of these also involved the practice of cross-
dressing (Hyde & DeLameter, 2010). 
 
Men and women who engage in asphyxiophilia believe that arousal and orgasm are 
intensified by reduced oxygen. There is no evidence that this is actually the case. 
People who engage in asphyxiophilia may be compulsive with this behavior or seek 
escalating thrills to achieve arousal. More study of this disorder is needed. 
 
Counseling for Sexual Deviance 
Treatment for sexually deviant behaviors is complex. There is often a great deal of 
secretiveness and shame around the atypical sexual behaviors. A number of 
techniques have been used to treat paraphilias: 
 
Individual Therapy: Cognitive behavioral methods, including relapse prevention 
strategies, appear the most effective. CBT programs include (Abel et. al., 1992). The 
goal of CBT is to modify the person’s sexual deviations by addressing distorted 
thinking patterns and making them aware of the irrational justifications that lead to 
their sexual variations. 
 
1. Behavior therapy to reduce inappropriate sexual arousal and enhance normal 
sexual arousal. 
2. Social skills training. 
3. Modification of thought distortions: challenging justifications for deviant behavior. 
4. Relapse prevention: avoidance of control of triggers to behaviors; helping the 
person to control the undesirable behaviors by avoiding situations that may generate 
initial desires. 
 
In covert sensitization, the person’s negative sexual variation is paired with an 
unpleasant stimulus in order to deter them from repeating the act. This approach has 
been proven effective in cases of pedophilia and sadism. 
 



In orgasmic reconditioning, the person is conditioned to replace fantasies of exposing 
himself with fantasies of more acceptable sexual behavior while masturbating. To 
employ this approach, the person is told to masturbate to his or her typical, less 
socially acceptable stimulus. Then, just prior to orgasm, the person is directed to 
concentrate on a more acceptable fantasy. This is repeated at earlier times before 
orgasm until, soon, the patient begins his masturbation fantasies with an appropriate 
stimulus. 
 
Group therapy. This form of therapy is used to get patients past the denial that is 
frequently associated with paraphilias, and as a form of relapse prevention. The The 
goal of this type of therapy is to lead the person to a "healthy remorse." 
 
Social skills training. The impetus for social skills training is the belief that 
paraphilias develop in individuals who lack the ability to develop relationships. Social 
skills training focuses on such issues as developing intimacy, carrying on 
conversations with others, and assertiveness skills. Many social skills training groups 
also teach basic sexual education. 
 
Twelve-step groups. These groups offer social support and emphasis on healthy 
spirituality found in these groups, as well as by the cognitive restructuring that is 
built into the twelve steps. Many individuals with paraphilias benefit from Twelve-
step programs designed for sexual addicts. These programs are generally peer-
facilitated. Examples of Twelve-step groups include Sexual Addicts Anonymous, Sex 
and Love Addicts Anynymous and Sexaholics Anynymous. 
 
Couples therapy or family therapy. This approach is helpful for patients who are 
married and whose marriages and family ties have been strained by their disorder. 
 
Medications. Medications that can be helpful in working with sexual deviations can 
include:  
 

 Antidepressants (such as Prozac) Fluoxetine (Prozac) and lithium help people 
with paraphilias control their impulses.  

 Gonadotropin-releasing hormones like triptorelin reduce the levels of 
testosterone and may lower sex drive. 

 Phenothiazines, such as fluphenazine (Prolixin) can lower aggression and 
related fantasies. 

 Mood stabilizers such as divalproex sodium (Depakote) treat underlying 
conditions such as bipolar disorder (which can sometimes lead to 
hypersexuality. 

 Antiandrogens (drugs that are used to suppress or block the action of 
testosterone and DHT, dihydrotestosterone, the primary masculinizing 
hormones in the human body. Antiandrogens like medroxyprogesterone 
(Depo-Provera) lower sex drive. 
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