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18.1 Introduction

Throughout human history, the term perversion has been used to indicate an aberra-
tion or a deviation from norm, based on moral, theological, and juridical principles.
During the nineteenth century, much attention was centered on the study of perver-
sions and the causes that originate them, finding a connection between sexual desire
and sexual instinct, thought of as a reproductive instinct. Perversions were so con-
sidered as functional diseases of this same instinct and, in particular, as though
characterized by a deviation of this compulsion from its natural purpose.

In the very famous Psychopathia Sexualis, Krafft-Ebing (a German neurologist
and psychiatrist) proposed once again the idea of perversion as a functional deviation
of sexual instinct, sustaining that these perversions should be considered part of an
individual’s personality in a psychological level [1]. So, if the term perverse was once
utilized to describe individuals that turned themselves toward “evil,” Krafft-Ebing
changed this preconceived idea when defining perversions as different ways of being
a person, paying particular attention to the differences between simple immorality and
criminal sexual offenses. After that, Freud [2] characterized children’s sexuality as
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being perverse, saying it’s composed of a series of partial sexual instincts, every one
of which originates in one of the very erogenous zones of a child’s body, pursuing its
finalities. He explained the pathological mechanism that conducts toward said perver-
sions as a combination of fixation in one of the psychosexual phases of development
during the first 5 or 6 years of life and a regression of said fixation in the beginning of
puberty. Freud then continued by considering fixation a direct result of the denial of a
traumatic sexual experience, in particular of the castration anxiety that accompanies a
child’s oedipal desire. He, in fact, sustained that every perversion should be inter-
preted as an attempt of reassurance and defense against castration anxiety. Freud even
coined the term by combining the Greek words for “along the side” (para) and “love”
(philia). Then it was Kinsey [3] who demonstrated, in his statistical reports on human
sexual behavior, that most of these so-called perversions weren’t necessarily patho-
logical. In particular, he revealed that many deviant sexual practices were in fact quite
common in the American population, and since many perversions could be also found
among animals, Kinsey affirmed that there was no sense in considering said perver-
sions a violation of natural norms. According to Aggrawal, who published in 2008 one
of the most complete lists of paraphilias with hundreds of descriptions [4], because
sexual arousal may arise from any type of human experience, unusual sexual attrac-
tions that are sometimes so harmless don’t arrive to the clinicians’ attention and con-
sequently may remain unknown. Table 18.1 lists the most common paraphilias [4, 5].

In current times, it is quite obvious that paraphilias are conditions characterized by
atypical sexual interests that can affect individuals of all kinds of orientations and even
different gender identities. There are no more prejudices against homosexuality or trans-
sexuality, which were once thought as the bases of various deviant sexual behaviors. In
this same way of thinking and differently from the fourth edition [6], the fifth edition of
the Diagnostic and Statistical Manual of Mental Disorders (DSM-5) doesn’t consider
paraphilia per se a mental disorder [7]. Only the actual experiencing of distress referred
to by the patient and/or a possible damage to other people completes the diagnosis of a
paraphilic disorder. A paraphilic disorder is in fact a paraphilia that causes distress or
compromises the sexual functioning of the individual or a paraphilia whose fulfillment
implicates personal damage or risk of damage to others [8]. Also the 11th revision of the
International Classification of Diseases for Mortality and Morbidity Statistics (ICD-
11), which will be officially published by the World Health Organization (WHO) during
2018 [9], is in line with the changes on paraphilia that appeared in DSM-5. In fact,
whereas in Chapter V “Mental and Behavioral Disorders” of the 10th revision of
International Statistical Classification of Diseases and Related Health Problems (ICD-
10) [10] paraphilias are classified as “Disorders of sexual preference” in the group of
“Disorders of adult personality and behavior” [11], in Sect. 18.6 “Mental, Behavioural
or Neurodevelopmental Disorders” of ICD-11, paraphilias are classified as “paraphilic
disorders” and are emphasized for the diagnosis to have the presence of the marked
subjective distress generated by atypical sexual thinking, desires, and conducts [12].

Paraphilia, one of the most misunderstood categories of diagnosis in psychiatry,
is frequently associated with sexual offense; the two concepts do not necessarily go
hand in hand. Sometimes the sexual offense may be directed toward people affected
by disabilities [13, 14].
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Table 18.1 Description of most common paraphilias [4, 5]

Paraphilia classification
Paraphilias of act

Visual

Acoustic

Olfactory

Gustatory

Exhibitionism
Voyeurism

Icolagnia

Candaulism

Sadism

Capnolagnia
Mixacusi

Pornolalia
Sadism
Coprolagnia
Urophilia
Osphresiolagnia

Mysophilia

Sadism
Coprourofagia
Picacism

Dermatofagia
Vampirism

Cannibalism
Sadism

Lactofilia

Description

Arousal from exposing genitals in public; rare in females
Sexual arousal achieved by watching sexual acts (e.g.,
coitus or naked person)

Arousal from contemplation of, or contact with,
sculptures or pictures; a form of voyeurism

Sexual practice or fantasy in which a man (usually)
exposes his female partner, or images of her, to other
people for their voyeuristic pleasure

Sexual arousal resulting from causing mental or physical
suffering to another person

Arousal from watching others smoke

Sexual arousal resulting from listening in on couples
engaged in sexual intercourse

Sexual arousal results from the use of naughty/vulgar
words during coitus

Sexual arousal resulting from causing mental or physical
suffering to another person

The thought, sight, or smell of excrement causing
pleasurable sexual sensation

Sexual arousal achieved from smelling urine (usually
urinating on one’s partner)

Erotic excitement produced by odors; an inordinate love
of smells

Sexual pleasure resulting from interaction with dirt or
garbage or in general getting sexually aroused by a dirty/
filthy person or object

Sexual arousal resulting from causing mental or physical
suffering to another person

Sexual arousal results from eating/drinking feces and
urine

Sexual pleasure resulting from eating body parts (e.g.,
nails, hair, sperm, etc.)

Sexual pleasure deriving from eating parts of the skin
Seeing, feeling, or ingesting blood while having the
illusion of being a vampire

Sexual pleasure achieved by eating human flesh

Sexual arousal resulting from causing mental or physical
suffering to another person

Sexual arousal derives from observing a woman while
nursing a child or more specifically from being nursed by
the woman (ingesting a woman’s milk during the
lactation period)

(continued)
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Table 18.1 (continued)

Paraphilia classification

Tactile

Of
incorporation

Frotteurism
Copro-/urolagnia
Mysophilia

Automasochism

Masochism
Sadomasochism
Sadism

Catheterophilia
Klismaphilia

Impalement

Injection-mania

Paraphilias of object

Age

Parentage

Species

Vitality

Imagination

Fetishism

Pedophilia

Gerontophilia
Incest
Narcissism

Zoophilia/bestiality

Zoorape
Necrozoophilia/
necrobestiality
Dendrophilia
Iconolagny
Necrophilia
Necrosadism
Sexual homicide

Spectrophilia

Demonphilia
Religious
possession

All of the above

Description

Rubbing genitalia against strangers to achieve sexual
arousal/pleasure

Arousal from feces/urine or being defecated/urinated on
Sexual pleasure resulting from interaction with dirt or
garbage or generally getting sexually aroused by dirty/
filthy people or objects

Inflicting intense pain on one’s own body; different from
masochism in which a partner inflicts pain. Also
sometimes referred to as autosadism

Sexual pleasure derived from being abused mentally or
physically or from being humiliated by another person
Giving or receiving sexual pleasure from acts involving
the receipt or infliction of pain or humiliation

Sexual arousal resulting from causing mental or physical
suffering to another person

Arousal from use of catheters

Sexual arousal is achieved in receiving or administering
enemas (or both)

Sexual arousal is achieved by being impaled or impaling
others

Sexual arousal derives from injections (being injected or
injecting others)

Sexual activity with prepubescent children; most common
paraphilia

Arousal from a partner from an older generation

Sexual activity between family members or close relatives
Sexual arousal results from watching oneself or images of
one’s self

Sexual intercourse with animals

Sexual pleasure achieved through the rape of animals
Arousal from having sex with dead animals

Sexually attracted to/sexually aroused by trees
Arousal from pictures or statues of nude people
Sexual pleasure deriving from intercourse with corpses
Arousal from mutilating a corpse

Arousal is achieved by killing the victim with the only
purpose of sexual pleasure/intercourse

Sexual attraction to ghosts or sexual arousal from images
in mirrors, as well as the phenomenon of sexual
encounters between ghosts and humans

Sexual attraction for demons

Sexual fantasies of religious nature (e.g., sexual
intercourse with angels, saints, etc.)

Sexual arousal with inanimate objects or part(s) of a
person’s body
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Actually, many people that commit a sexual offense do not meet the criteria for
a sexual paraphilia, and likewise, people diagnosed with a paraphilia may never
have committed a sexual crime.

Paraphilias are deviant sexual behaviors characterized by experiencing, over a
period of at least 6 months, “recurrent, intense sexually arousing fantasies, sexual
urges, or behaviors” that mostly involve inhuman objects or non-consenting part-
ners. To be able to make a paraphilia diagnosis, a necessary criterion is that the
person must have actually acted on these urges or is at least remarkably distressed
by them. Some people may have only had the urges or the fantasies of a paraphilia
but have never acted upon them.

18.2 The Specific Paraphilias
18.2.1 Criminal Sex Offending Behaviors

18.2.1.1 Exhibitionism

Exhibitionism generally involves men displaying their genitalia to unsuspecting strang-
ers so that they will be shocked or (in the paraphilic’s fantasy) sexually interested.
There may or may not be masturbation involved during or immediately following the
act. In later years, the exhibition of your own body and genitalia has seen a significant
increase thanks to the new technologies and social networks, giving life to the much-
discussed phenomenon of cybersex and sexting. In this context exhibitionism as a devi-
ant behavior is classified as a paraphilia when it involves non-consenting spectators.
The diagnosis is not usually made when a man is arrested for “public indecency” and
his penile exposures are motivated to arrange homosexual contact in a public place
generally unseen by heterosexuals (penile display in parks is one way to make anony-
mous contact). In the latest version of the DSM, a distinction is made between exhibi-
tionism and exhibitionist disorder; exhibitionism is about fantasies, impulses, and/or
behaviors that have as a principal purpose the exposure of genitalia to an unsuspecting
stranger. This generally doesn’t provoke a significant discomfort to the subject and is
expression of a non-pathological sexual preference. In case of the exhibitionistic disor-
der, these same fantasies, impulses, and/or behaviors provoke, for a period of at least
6 months, a clinically significant discomfort in one or more functional areas (familiar,
social, occupational, etc.). Even in the absence of discomfort, the clinician is obliged to
make a diagnosis of exhibitionistic disorder in case the subject has acted on his impulses
with three different non-consenting persons in different occasions. This phenomenon is
characterized by an early onset (generally before 18), by a process of selection of the
victim (usually of the opposite sex) and from the acting on sexual autoerotic behavior
and in situations that there is always the risk of being found out. The intent of this
behavior is to generate reactions of surprise, fear, and embarrassment. Being seen and
the victim’s reaction are what are deemed as exciting by the paraphilic. The unsuspect-
ing stranger represents the spectator/witness necessary for the exhibitionist to enact his
fantasy. This is generally associated with masturbation, and usually there is no inten-
tion of making any physical contact with the victim.
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18.2.1.2 Pedophilia

The etymology of the term pedophilia originates from Greek, noug pais (child/boy)
and @M’ « philia (love), and signifies love for children/boys. This love doesn’t have
a sexual prerogative, differently from the word pederastia, a combination of the
words pais ed. érastes (lover), whose etymological root derives from the word Eros
and stands for a sexualized love. In the general public’s eye and in the clinical lan-
guage, the word pedophile stands for an adult that shows erotic/sexual attraction
toward prepubescent children, even though it doesn’t exactly correspond to the ety-
mological definition.

Pedophilia is the most socially repudiated of the paraphilias. Pedophiles are usu-
ally men who sexually prefer children or prepubescent adolescents. They are
grouped into categories depending upon their erotic preferences for boys or girls
and for infant, young, or pubertal children. Society thinks of a pedophile as a person
who sexually targets a minor and therefore prosecutes under this term adults who
target adolescents. Some pedophiles have highly age- and sex-specific tastes; others
are less discriminating.

Even though there have been some changes in the definition from an edition to
another, the DSM and the ICD have always classified pedophilia in the lists of mental
and sexual disorders. Psychiatry has in this way always confirmed the pathological
nature of this behavior, because an individual that has surpassed puberty can’t desire a
sexual relationship with a prepubescent child since their sensualities result as being
incompatible. For this reason, no society, no culture, or even period can ever declassify
it from being a pathological condition. It’s also fundamental that pedophilia should not
be confused with or be considered synonymous with child abuse. The diagnosis of any
paraphilia including pedophilia requires recurrent, intense sexually arousing fantasies,
sexual urges, or behaviors involving sexual activity with a prepubescent child or chil-
dren over a period of at least 6 months, so the disorder should not be expected to be
present in every person who is guilty of child molestation. Some cases of child abuse
can occur over a shorter time interval and result from the combination of several factors
like deteriorated marriages, sexual deprivation, sociopathy, and substance abuse. Child
molestation, whether paraphilic or not, is a crime, however.

18.2.1.3 Voyeurism

Although the act of being sexually aroused by watching erotic scenes is becoming
more diffused and accepted, voyeurism is recognized as a paraphilia when it
involves unsuspecting people. In the latest version of the DSM, this paraphilia is
classified, together with exhibitionism and frotteurism, in the courtship disorders,
since it’s usual in love advances to touch or look at a lover’s body to experience
pleasure or even show your own nudity for your lover’s pleasure, even though this
happens in a consensual relationship between adults. The fifth edition of the DSM
distinguishes voyeurism as an expression of a sexual preference that is not necessar-
ily pathological. It is described as a condition of recurrent and intense sexual arousal
manifested through fantasies, desires, and/or behaviors that derive from observing
unsuspecting people naked, during the act of getting naked, or engaged in sexual
activities. This situation doesn’t involve discomfort for the subject who experiences
it and so is not necessarily in need of a clinical intervention. In the voyeuristic dis-
order, these fantasies and behaviors cause a significant clinical discomfort or a
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dysfunction of social and occupational areas for a period of at least 6 months.
Another element that directs the clinician toward the diagnosis of a voyeuristic dis-
order is a behavior that is damaging to other unsuspecting people while they’re
naked, engaged in sexual intercourse, etc.

Voyeurism circles around the concept of “power unbalancing”: the paraphilic
exercises an indirect control over the stranger; the unsuspecting victim goes through
his/her intimate activities while spied by the peeping tom, who gets on a higher
power level through “watching without being seen.” Men whose sexual life consists
of watching homosexual or heterosexual videos in sexual bookstores occasionally
come to psychiatric attention after being charged with a crime following a police
raid. The voyeurs who are more problematic for society are those who watch women
through windows or break into their dwellings for this purpose. Some of these
crimes result in rape or nonsexual violence, but many are motivated by pure voy-
euristic intent (which is subtly aggressive).

18.2.1.4 Sexual Sadism

According to the latest version of the DSM, to make a diagnosis of sexual sadism
disorder, the presence of intense and recurrent sexual arousal that manifests itself
through fantasies, desires, or behaviors closely connected to the physical or psycho-
logical sufferance of another person is necessary. The individual has to also take act
of these fantasies on another non-consenting person, or in alternative, these sexual
desires or fantasies need to cause a significant clinical discomfort or a functional
impairment in a social or occupational sphere.

While rape may occur in extreme cases of sadism, paraphilic sadism is correlated
with only a minority of rape cases. It usually happens in cases where the rapist uses
prior erotic scripts that involve a partner’s fear, pain, humiliation, and suffering.
Rapists, whether paraphilic or not, are dangerous men who show antisocial behav-
iors that make them generally unresponsive to psychiatric treatments. Most com-
monly sexual sadism is found among individuals who enjoy sadomasochistic sexual
practices, unrelated to them enjoying either the dominant or the submissive role or
even exclusively like to be controlling and pain or fear inducing. Many murderers
(have long been recognized) have a need to torture their victims prior to killing
them, showing thus a sadistic nature.

18.2.1.5 Frotteurism
Frotteurism is a sexual paraphilic behavior that an individual, usually male, experi-
ences through a strong and intense compulsion where they feel the need to touch
and rub against non-consenting persons. From the clinical description that Krafft-
Ebing made in 1862 [1] until today, frotteurism has been classified in at least three
categories: frottage, toucherism, and grabbage. Individuals that prefer to rub their
genitals (covered) on the body of an unsuspecting victim are classified in frottage,
others that prefer to rub parts of their own body on the body of an unknown unsus-
pecting victim are classified in toucherism, and those that act “attacking” a person
from behind and grabbing parts of their body usually associated with intimacy
(breasts-hips-genitals) enter in the grabbage category.

The location where it occurs is usually public. The frotteur chooses carefully the
places where he can act on his erotic/sexual desires in full freedom. Manifestations,
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public events, concerts, buses, and metropolitans are the usual surroundings where
the frotteur can easily fool the victim, getting lost inside the crowd. This permits
him to act undisturbed and to especially experience physical contact with the victim
without causing any particular physical harm. The frotteur is rarely aggressive and
usually doesn’t act like a typical sex offender.

18.2.1.6 Stalking

Although stalking is not classified as a paraphilia in the DSM, it is surely one of the
most worrying of the latest criminalized erotic preoccupations. Forensic psychiatry
has defined various motivations for arrested stalkers, like a gradual transition that
changes a romantic preoccupation with the victim to a violent one. It is a particu-
larly serious condition since not rarely murder occurs. Considered to be a behavior
that is produced by the deterioration of an already compromised mind but not neces-
sarily a paraphilic one, stalking is not rarely correlated with sexual sadism.

18.2.2 Non-criminal Forms of Paraphilia

18.2.2.1 Fetishism

Fetishism is described as a form of recurrent and intense sexual arousal from either
the use of nonliving objects or a highly specific focus on non-genital body parts.
Fetishism has a range of manifestations that vary from infantilism, where the indi-
vidual dresses up in diapers and pretends to be a baby, to the far more common use
of a female undergarment for arousal purposes.

It came to attention that fetishism is often combined with masochistic fantasies
and acts: a man that gets excited only when a woman wears a certain type of shoe
(generally high heels), usually wants that said woman walk all over him with
these same shoes, etc. Often the fetish involves unpleasant or degrading sensa-
tions (e.g., female socks need to be filthy and stinky). It may occur that fetishism
is associated with a transvestic disorder, meaning men that like to dress up as
women.

Lately there has been some criticism regarding what is to be considered a fetish
and what not. Some psychiatrists sustain that not everything considered different by
our rigid norms needs to be called a fetish. In our culture some body parts (like
breasts, butts, lips, etc.) and garments (like panties, miniskirts, bras, etc.) are consid-
ered normal and so they are legitimized, while other body parts and garments are
not and so get cataloged as pathological only because our dominant erotic culture
doesn’t consider them erogenous. It needs to be clarified though that in most fetish-
ism disorders the garment that is considered the main attraction is so even when
isolated from the female body. The use of objects to play out erotic fantasies, such
as vibrators or dildos, is not to be considered a fetish.

18.2.2.2 Sexual Masochism

Sexual masochism disorder is characterized by an intense recurrent sexual arousal
that manifests itself through fantasies, desires, or behaviors consisting in the need of
being humiliated, bound, beaten, tied, or made to suffer in a way or another. To be
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considered clinically relevant, said fantasies or sexual behaviors need to persist for
a period of at least 6 months and cause a significant discomfort in one of the impor-
tant spheres of a person’s life (social, occupational, etc.). Frequent practices are
bonding, genital tying, cigarette burning, biting on various body parts, auto-
flagellation, and anal stimulation with dildos, etc.

It is diagnosed over a range of behaviors from the need to nearly asphyxiate
oneself to the request to be spanked by the partner in order to be excited. It may be
the most commonly acknowledged form of female paraphilia, although it is still
more common among men. Sadists and masochists sometimes find one another and
work out an arrangement to act out their fantasies and occasionally reverse roles.

18.2.2.3 Transvestic Disorder

The concept of cross-dressing, which is the basis of the transvestic disorder, has
always rendered the description of this paraphilia very complex and contradictory.
In literature transvestic disorder and transvestic fetishism were considered synony-
mous or just simply variations of one another, but the fifth edition of the DSM clas-
sified it as a specific paraphilia saying it is characterized by a discomfort the
individual experiences that is relieved only by his acting out his fantasies usually
consisting in cross-dressing.

It’s fundamental understanding the various shades of cross-dressing that are indi-
vidualized and interpreted on the basis of three elements of sexual identity (gender
identity, gender expression, and sexual orientation); these are observed inside a con-
tinuum that goes from the androgynous, to the gender mimic (drag queen or drag
king), on the transvestic homosexual, to transgender, until what is the maximum
expression of the difficult integration of the physical and psychical identity that is
gender dysphoria.

The transvestic disorder is a paraphilic disorder where an individual, despite his
gender identity, gender expression, and sexual orientation, has sexual fantasies and
arousal patterns only when cross-dressing. Usually this disorder is referred to exclu-
sively by the male gender. These men can get aroused even by simply wearing an
article of female clothing or lingerie or by putting an act of a real gender transforma-
tion that implies not only clothing in general but also jewelry, bags, various acces-
sories, makeup, and wigs.

Recent researches have shown that 88% of the men suffering from transvestic
disorder have a heterosexual orientation and that they’re mostly engaged in stable
intimate relationships.

18.2.2.4 Paraphilia Not Otherwise Specified

There are numerous other sexually deviant fantasies or behaviors that do not fit any
of the paraphilic categories described here or variations that do not meet the full
criteria. The diagnosis of paraphilia not otherwise specified can be given in these
situations, including such examples as telephone scatologia (obscene phone calls),
necrophilia (if not part of a sexually sadistic diagnosis), partialism (exclusive focus
on part of the body), zoophilia (animals), coprophilia (feces), klismaphilia (ene-
mas), and urophilia (urine). Sometimes the act of rape would fit in this category if
another paraphilia such as sadism did not fit the particular case.



202 G. Lorenzo et al.

18.3 Epidemiology

Paraphilias rarely cause personal distress, and individuals with these disorders usu-
ally come for treatment pressured by their partners or the authorities. Thus, there are
few data on the prevalence or course of many of these disorders.

Pedophilia affects about 1% of the male population [15]. As pedophilia is the
paraphilia most shown from media [16], it is not surprising that most research on the
prevalence of pedophilia involves samples of individuals in forensic contexts.
Consequently, there is nothing known about the ways to live with that sexual inter-
est without causing damage [16].

Notwithstanding the potential for reporting bias, paraphilic disorder is mainly a
male disorder at 90-99% of cases, except for masochism where female prevalence
may be higher [17].

Scientifically sound information about unusual paraphilia is very scarce [15].
Acts of frotteurism and exhibitionism are frequent, but the number of perpetrators
seems to be much smaller [18]. In fact, through the victim self-reports, the lifetime
victimization rates have been estimated ranging from 33 to 52% for women [18].

18.4 Etiopathophysiology

The etiology of paraphilias is still unknown. Several hypotheses, including psycho-
logical and biological elements, have been postulated to give an explanation for the
generation of complex emotional, cognitive, and behavioral phenomena present in
paraphilias.

Since Krafft-Ebing and Freud’s initial theories [1, 2] a number of psychological
explanations about the development of paraphilias have been presented. Table 18.2

Table 18.2 Psychological theories of paraphilia and child molestation

Theory Description
Paraphilia  Castration anxiety [2] A severe castration anxiety during the child’s

development makes for a substitution of the mother with
a symbolic object

Anxiety over arousal ~ The anxiety leads to the development of “safe” sexual

to the mother practices/behaviors with inappropriate sexual partners
(pedophilia, zoophilia) or through the absence of a real
sexual contact (exhibitionism and voyeurism)

Cognitive distortions  Distortions in thinking, or thinking errors, provide a way

[19] for an individual to give himself or herself permission to
engage in inappropriate or deviant sexual behaviors (it is
all right to have sex with a child as long as the child
agrees; watching a woman through a window as she
undresses does not cause her any harm)

Childhood abuse/ The paraphilia develops as an attempt to master or
humiliation [20] recreate early childhood abuse
Acceptance of The deviant sexual behavior is an alternative to neurotic

unrepressed infantile  development
sexual fantasies [21]
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Table 18.2 (continued)

Theory
Child Four preconditions
molestation model [22]

Quadripartite model
[23]

The integrated theory
[24]

The pathways model
[25]

The integrated theory
of sexual offending
(ITSO) and integrated
theory of sexual
reoffending (ITSR)
[26, 27]

Cognitive distortions
[28]

The social
disorganization theory
[29]

Description

According to this theory, there are four underlying
factors involved in child molestation. Specifically,
emotional congruence (they find sex with children to be
emotionally satisfying), inappropriate sexual arousal
(they find their deviant behavior sexually arousing),
inability to meet their sexual needs in a socially
appropriate way (blockage), and disinhibition (they are
able to behave in ways contrary to social norms)

This model identified physiological sexual arousal,
cognitive distortions that justify sex with children,
personality problems, and affective dyscontrol as the
main components of child abuse

It proposed that individuals who engage in sexual
activity with children during their own childhood go
through development adverse events. During puberty,
their sexual fantasies may involve scripts that include
aggression and sex. These youths may have a lack of
self-regulation skills and social skills and may
experience negative states that increase the probability of
their engagement in inappropriate sexual behavior
There are multiple pathways that lead to behavior
involving the sexual abuse of a child. Each one of the
pathways involves a set of dysfunctional psychological
mechanisms that constitute vulnerability factors that are
influenced by distal and proximal factors including
environmental, cultural, and biological events

Two integrated models explain the onset, development,
and maintenance of sexual offending behavior and
reoffending. It examines factors that affect the
developing brain and its neuropsychological functioning
like genetic variations, neurobiology, evolution, and
ecological factors (personal circumstances and physical
environment)

Child sex offenders’ cognitive distortions, including
impairment of social cognition abilities, are complex
neuropsychological and behavioral phenomena,
composed of several and distinct cognitive components
This theory considers elements of social disorganization
(economic and social disadvantage, community
cohesion, and population ((in)stability) as potential
predictors of child sexual abuse

lists and briefly describes the most common psychological theories that have been
postulated for the development of paraphilias [2, 19-29].

Some studies show how paraphilias and paraphilic disorders, as complex multi-
factorial phenomena, are correlated with genetics [30], life stress events [31], neu-
rotransmitters, and endocrinological factors. Focusing on forensic samples, there is
also evidence of a correlation between paraphilia and aggression [15]. Table 18.3
lists some biological factors associated with paraphilias.
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Table 18.3 Biological factors implicated in etiopathophysiology of paraphilias

Research findings
Genetics — Altered dopamine receptor genes

— Altered COMT gene

— Altered DAT gene

— Altered serotonin transporter gene

— Altered serotonin receptor type 2A gene

— Altered MAO gene

— Altered tryptophan hydroxylase 2 gene

— Altered BDNF gene

— Altered androgen receptor gene
Endocrinological modifications — Prenatal androgen exposure

— Testosterone

— Hypothalamic-pituitary function

— Prolactin levels
Neurotransmitter disbalance — Low serotonergic inhibition

— High dopaminergic excitation
Neuropsychological alterations

General neuropsychological — Lower total 1Q
dysfunctions — Lower levels of academic achievement
— Lower job capacity
Specific neuropsychological — Verbal word fluency
dysfunctions — Verbal and spatial working memory
— Attention
— Executive functioning
Structural brain alterations — Volume reduction of amygdala and hypothalamus

— Limbic system (including temporal lobe)

— Frontal abnormalities

— Lower gray matter volume of the dorsomedial
prefrontal and anterior cingulated cortex

In italic are incoherent results

Among the most replicated findings in subjects with paraphilic behaviors and
paraphilic disorders, we find the presence of life events (particularly those stressful
events that occurred during childhood, including sexual abuse), a number of head
injuries (before of 13 years), lower intelligence quotient (I1Q), shorter stature, higher
rates of left-handedness (sinistrality), and altered D2:D4 ratio.

As showed in Table 18.3, several genes have been associated with paraphilias.
However, no specific gene seems to be linked to paraphilias supporting the theories
that paraphilic behavior is at least an expression of polygenic combination or the
results of gene(s) x environmental factor(s) interaction(s). A recent study of para-
philic sexual offenders (pedophilic child molesters and rapists) and controls showed
no association between a history of sexual offense and the distribution of genotypes
or alleles of dopamine receptor genes (DRDI1, DRD2, DRD4), catechol-O-
methyltransferase gene (COMT), dopamine transporter gene (DAT), serotonin
transporter gene (SLC6A4), serotonin type 2A receptor gene (SHTR2A), trypto-
phan hydroxylase 2 gene (TPH2), monoamine oxidase A gene (MAOA), and brain-
derived neurotrophic factor gene (BDNF) [32].

Androgen receptors and their numerous mechanisms can be implicated in sexu-
ality and paraphilia in every aspect of sexual behavior—not only autonomic



18 Paraphilia and Paraphilic Disorders 205

functions but also emotional, motivational, and cognitive aspects. Inappropriate
sexual arousal has been also hypothesized to be generated by abnormal circulating
levels of androgens. Furthermore, testosterone participates in excitatory and inhibi-
tory processes of sexual functions by modulating the activity of mainly dopaminer-
gic neurotransmitter systems [33]. Not only testosterone but also some other
endocrinological and neurochemical parameters could be disturbed in pedophilic
patients and child molesters; these include changes in hypothalamic-pituitary func-
tion, prolactin levels, and dopaminergic or serotonergic functions [34].

A relation was also found between prenatal androgen exposure and sinistrality in
pedophilic men with a history of sex offences against children [31]. Furthermore,
the prenatal testosterone exposure influences the D2:D4 ratio, but the data are
equivocal, and no firm conclusions have been drawn regarding the absolute relation
between hand preference and D2:D4 [31].

General and specific neuropsychological functions result altered in paraphilias,
particularly in those individuals affected by pedophilia. In their meta-analysis,
Cantor et al. showed the association between sexual offending and lower IQ (rang-
ing between 90 and 95), particularly in the adult sexual offender sample; moreover,
they demonstrated a significant correlation between 1Q level and victims’ age (lower
1Qs, lower (child/adolescent) victims® age) [35]. Joyal et al. found a significant
impairment of executive functions among people with sexual deviance: they showed
impaired verbal skills, with deficit in verbal fluency and in verbal processing and
memory [36]. Moreover, a different cognitive profile was also observed in the sex
offenders [37]. Performances in higher-order executive function tasks were lower in
sex offenders against children than those of sex offenders against adults; except for
lower scores in verbal fluency and inhibition, sex offenders against adults showed
cognitive performances similar to those of non-sex offenders [37].

Among pedophilic men, Sucky et al. found that those with sex offences against
children are characterized by a low processing speed, that appears not as a slow/
deliberate response style but as a fundamental neurocognitive weakness. This con-
stitutive impairment of perception processing and information integration supports
a general neuronal processing deficit in pedophilic sex offenders against children,
providing, moreover, an additional contribution to the neurodevelopmental etiologi-
cal hypothesis of pedophilia [38].

From a German multi-side research project on the neural mechanisms underly-
ing pedophilia and sex offences against children (called NeMUP; http://www.
nemup.de/), Massau et al. [39] evaluated the executive functioning in pedophiles
with and without a history of sex offences against children, child molesters without
pedophilia and non-offending controls. Pedophiles with or without a history of sex
offences against children show a worsened response inhibition ability. However,
only non-pedophilic offenders showed additionally disabled strategy use ability.
Moreover, they found that those performances were affected by age: only in pedo-
philes, response inhibition worsened with age, while age-related deficits in set-
shifting abilities were restricted to non-pedophilic subjects.

Literature shows brain abnormalities in individuals with pedophilia [40]. A
recent study from the German research network NeMUP [41] suggests that child
sex offenses in pedophilia rather than pedophilia alone are associated with gray
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matter anomalies and thus shed new light on the results of previous studies on this
topic. In fact, although no difference in the relative gray matter volume of the brain
was specifically associated with pedophilia, the statistical parametric maps show a
significant child sex offending-related pattern of above vs. below the “normal” gray
matter volume in the right temporal pole, whereas non-offending pedophiles exhibit
larger volumes than offending pedophiles. Furthermore, the results of this study
show that the lower gray matter volume of the dorsomedial prefrontal or anterior
cingulate cortex was associated with a higher risk of reoffending in pedophilic child
molesters [41].

Sartorius et al. [42] reported that, during a functional magnetic resonance imag-
ing (fMRI) paradigm of sexually non-explicit images, in respect to control, male
subjects with pedophilia showed an abnormally increased amygdala activation pro-
file for children pictures rather than adult ones. These findings support the hypoth-
esis that an increased emotional arousal for children relative to adults is present in
pedophilia. A review of brain alterations in pedophilia [43] shows that case studies
of men who have committed sex offences against children implicate frontal and
temporal abnormalities that may be associated with impaired impulse inhibition.
Moreover, structural neuroimaging investigations show volume reductions in pedo-
philic men. Although the findings have been heterogeneous, smaller amygdala vol-
ume has been replicated repeatedly [43].

Sexual sadists, relative to non-sadists, showed greater amygdala activation when
viewing pain pictures. Sexual sadists, but not non-sadists, showed a positive correla-
tion between pain severity ratings and activity in the anterior insula [44].

Nevertheless, functional neuroimaging has not been able to support the associa-
tion of pedophilic behavior with frontal lobe disorder [45]. However, structural
brain modifications observed in pedophilia have been suggested to affect brain net-
works for sexual stimulus processing through impaired functional connectivity,
which may account for atypical sexual arousal patterns as well as prevalent affective
symptoms and neuropsychological deficits of subjects affected by pedophilia [46].

Massau et al. [47], in a study on fMRI of pedophilic men and healthy controls,
showed the presence of neural correlates of moral judgment in pedophilia. In par-
ticular, they showed that scenarios depicting sex offences against children com-
pared to those depicting adults were associated with higher patterns of activation in
the left temporoparietal junction (TPJ) and left posterior insular cortex, the posterior
cingulate gyrus, as well as the precuneus in controls relative to pedophiles and vice
versa. Moreover, the lack of association between brain activation and behavioral
responses in pedophiles seems to suggest a biased response pattern or dissected
implicit valuation processes. Kargel et al. [48], in an fMRI study of pedophiles with
and without history of hands-on sex offences against children as well as healthy
non-offending controls, found the presence of neuronal correlates. Compared to
offending pedophiles, non-offending pedophiles exhibited superior inhibitory con-
trol as reflected by the significantly lower rate of commission error, inhibition-
related activation in the left posterior cingulate and the left superior frontal cortex
that distinguished between offending and non-offending pedophiles, while no sig-
nificant differences were found between pedophiles and healthy controls. The
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authors concluded that heightened inhibition-related recruitment of these areas as
well as decreased amount of commission errors is related to better inhibitory control
in pedophiles who successfully avoid committing hands-on sex offences against
children [48].

For medical personnel’s differential diagnosis process, it is important to be aware
of the fact that paraphilias sometimes also emerge during neurodegenerative disor-
ders such as Parkinson’s disease, in some cases as a side effect of treatment [15].
Also, some neurological diseases based on dysfunctions of limbic structures (includ-
ing amygdalae, hippocampi, and temporal lobes) may determinate hypersexuality
(such as the case of Kliiver-Bucy syndrome) or paraphilic behaviors (such as the
case of temporal lobe seizures or tumors). Moreover, paraphilias have been associ-
ated with the presence of other psychiatric disorders; however, it is not yet clear if
this comorbidity has etiopathophysiological implications.

18.5 Methods for Diagnosing Paraphilia
and Paraphilic Disorders

The most important method for ascertaining the phenotype of sexual preference is
the clinical exploration [31]. In this process, it is possible to assess the sexual
preference structure in detail including the differentiation between specific para-
philia and paraphilic disorders. The Tanner stages have proven useful for the
exploration of sexual preference [31] and are an essential component of the diag-
nostic procedure of treatment and research programs [49]. These five stages
describe the process of physiological maturing by focusing on the development of
the secondary sex characteristics from stage 1 (prepubescent) to stage 5 (adult)
[50]. The Tanner stage 1 concerns the prepubescent developmental phase, dis-
playing a complete lack of secondary sex characteristics showing no facial or
pubic hair, no penile or scrotal enlargement in males, and no breast development
or pubic hair growth in females. Tanner stage 2 corresponds to the onset of breast
budding in females and testicular enlargement in males. Tanner stage 3 depicts the
breast and areola development in females, continued testicular growth, and initial
penile lengthening in males. Tanner stage 4 corresponds to increased breast and
areola growth and initial separation from surrounding breast tissue in females,
while in males, testicular volume increases, scrotum darkens, and penile elonga-
tion continues. Tanner stage 5 represents full maturity, complete breast develop-
ment, and separation from surrounding breast tissue in females, full penile growth
and scrotum darkness and testicular volume in males, and full pubic hair coverage
in both [50].

Phallometry has long been the “gold standard” in assessing sexual preferences,
but other methods have been developed as the viewing time paradigm (measuring
the length of time a participant spends looking at specific images as an indicator for
sexual preference) [51] and the eye tracking and pupil dilation [52]. These methods
have not yet been used in the sexual age preference measurement of pedophiles
though [31], but seem to be promising nevertheless.
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18.6 Treatment

Sadly, the therapy for paraphilia has scarcely been expound upon, since it’s very
rare that those suffering from it decide to seek help from a therapist, unless they are
caught in the act or someone has forced them to do so. Even in these cases the
patient is very rarely motivated or cooperative, very similar in some ways to a drug
addict. Also, there is quite a difference between paraphilic disorders that imply a
crime and those who don’t.

Four general approaches are employed to treat paraphilias and they are typically
multimodal in application.

18.6.1 Evaluation Only

Evaluation only is applied when it is concluded that the paraphilia is benign (does
not imply a risk for society) and the patient could be resistant to other therapeutic
approaches and does not suffer greatly in terms of social functioning. These patients
are often men with private paraphilic sexual pleasures, like telephone sex with a
masochistic scenario, etc.

18.6.2 Psychotherapy

Psychotherapy for paraphilia can consist in changing, at least temporarily, the erotic
script of a patient, even though there is great controversy about the ability of criminal
paraphilic minds to be changed. Over the years, all treatments have tended to strongly
resemble cognitive behavioral interventions, showing to be very useful in diminish-
ing paraphilic intensifications and gradually teaching these patients better manage-
ment techniques of the situations that have triggered their acting out. Treatments
often consist in attempts of interrupting the paraphilic arousal through pairing mas-
turbatory excitement with aversive imagery or aversive stimuli, social skills training,
assertiveness training, and confrontation with the rationalizations that are used to
minimize awareness of the victims of sexual crimes and marital therapy.

The self-help movement has created 12-step programs for sexual addictions, and
these interventions are usually conducted in group therapy during a period of at
least 6 months (generally two encounters every week); the intervention compre-
hends five modules, each one of which has a variable number of sessions.

Recent evaluation of psychological treatment for adolescent sexual offenders
found cognitive behavioral therapy (CBT) and multisystemic therapy (MST) were
favorable though randomized studies were sparse, CBT augmented with family ther-
apy was promising, and results for psychosocial education were unconvincing [17].

Although the counseling and psychotherapy for patients with pedophilia are
often a core part of prevention strategies, motivation among healthcare profession-
als to work with this group is low [53].
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18.6.3 Medications

The main purpose of the medical treatment of paraphilias consists in reducing the
relapse of sex offences and the eventual distress that accompanies said behavior. As
reported by various authors, only incarceration is not sufficient to reduce the risk of
reiteration, and so the treatment of sexual felons diagnosed with paraphilia needs to
aim at preventing sexual violence and reducing the risk to potential victims. The
heterogeneity of paraphilia makes it necessary for the medical treatment to be global,
where several options of treatment need to be integrated and the therapy needs to be
individualized and adaptable to the diverse necessities of the paraphilic subject.

The treatment modalities of the medical therapy in use for paraphilic disorders
are divided in essentially two categories:

¢ Chemical castration
e Pharmacotherapy

The pharmacological intervention aims to significantly reduce or entirely elimi-
nate desire or sexual function with the purpose of controlling fantasies and para-
philic behavior.

In the 1980s, depomedroxyprogesterone was first used to treat men who were
constantly masturbating, seeking out dangerous sexual outlets, or committing sex
crimes. The drug injection and oral formulation often though enabled these men to
work, study, or participate in activities that were previously beyond them because of
concentration or attention difficulties. Currently, gonadotrophin-releasing blockers
such as leuprolide acetate are sometimes used for this purpose, with possible side
effects that are similar to oral depomedroxyprogesterone.

Occasionally, through the years, many drugs were used to reduce the level of
sexual arousal: lithium, antidepressants, antipsychotics, and anticonvulsants. No
randomized studies have been able to document the real efficiency in case of para-
philic sexual offenders, and the level of scientific evidence is quite mediocre.

These days, the use of SSRIs for the treatment of paraphilic disorders has become
the standard of care [54]: in fact, SSRIs can impair libido, orgasm, and ejaculation
via their activation of the SHT2 receptors [55]. Current available data on the use of
SSRIs in the treatment of paraphilic disorders are limited. The most studied SSRIs
for paraphilic disorders are fluoxetine and sertraline, which have demonstrated effi-
cacy in reducing fantasies and paraphilic behaviors in pedophilia, exhibitionism,
voyeurism, and fetishism [56].

Current meta-analyses are, however, still skeptical about the actual effectiveness
of these pharmacological agents [57-59].

The mainstay of treatment of paraphilic disorders, especially in sexual offending
populations, has been antiandrogen agents. Reductions in testosterone result in
reductions of libido, erection, sperm count, and masturbation frequency, which
explain why testosterone has become a primary target in the treatment of paraphilic
disorders [60].
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Antiandrogen treatment is currently offered to sex offenders in many countries as
an additional strategy alongside psychotherapy [15]. After cessation of chemical
castration, the kinetics of serum testosterone recovery vary with treatment duration
[61]. Although chemical castration is not to be considered the preferred paraphilia
treatment for obvious ethical reasons, in some cases, such as mental retardation, the
administration of antiandrogen medication may be used as an alternative therapeu-
tic method [62]. Because of the coincidence of Parkinson’s disease and compulsive
sexual behavior, the potential case of an individual with Parkinson’s disease and
pedophilia is an example of an ethical treatment dilemma. In this case, administer-
ing an effective treatment to an individual may have an unwanted side effect of
impulse control impairment, with the consequence of potential harm to others [15].

18.6.4 External Controls

Sexual advantage-taking may be stopped by making these deviant behaviors known
to most people in the paraphilic’s life. The doctor’s staff should be told, and the fam-
ily and the neighbors can be notified of these behaviors. This concept of “external
control” is taken over by the judicial system when sex crimes are highly repugnant
or heinous. The offender is removed from society for the protection of the public.

Psychiatrists, though, need to acknowledge the limitations of the various thera-
peutic approaches, since these sexual acting outs can still continue during therapy
without the therapist being aware of it. The more violent and destructive the para-
philic behavior is to others, the less the therapist should risk by seeking an ambula-
tory treatment. Unfortunately, besides a few forensic mental hospitals and occasion
prisons, there are limited treatment programs for sex offenders, be they paraphilic
or not. Since paraphilias occur in patients with other psychiatric comorbidities, the
psychiatrist needs to remain vigilant by choosing a comprehensive treatment pro-
gram and should not lose sight of the paraphilia just because depressive or obsessive-
compulsive symptoms are improved.
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