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INTRODUCTION

A working group on Concepts of Sexual Health was convened by the WHO
Regional Office for Europe and held in Copenbagen from 5 to 7 May 1987. The
meeting was attended by 16 participantz from 13 countries and a consultant and
staff from the Regional office and WHO Headquarters. The professional
backgrounds of participants included sociology, psychology, psychiatry,
gynaecology, sexual medicine, sex therapy, sexolegy, family planning,
administration, education, training and research.

The meeting was opened by Dr I. Kickbusch, Acting Director, Lifestyles
and Health, Regional Office for Europe, who welcomed the participants and
outlined the concern within WHO with the process of enabling people to make
and achieve their own definition of a healthy 1life. In exploring whether
there is a need for a separate sub-category of "sexual health", she
questioned whether a definition of sexual health would be medical, moral,
social or psvchological and suggested there is a power element to any such
definition, While urging a sense of proportion and restraint over the issues
of AIDS, she pointed to the need for WHO to be in a position to enter the
debate on sexuality that hag been raiszed by the virus.

Ms W. Haddad, Regional Qfficer for Sexuality and Family Planning,
outlined the background to the meeting and stressed that sexuality is not a
static -concept and that it changes as people's needs, desires and dreams
change. ©She stressed the need for a concept of sexual health that would
neither define gexuality for other people, nor lead to control over their
gexuality and zexual expression.

Scope and purpose

Sexuality has been recognized as an important aspect of health and it has
been included in the WHO Buropean region family planning programme since
1984. WHO recognizes that due to the range of individual, cultural, religious
and social differences and the variocus patterns of lifestyles, social and

gender roles, there can be no single definition of a sexually healthy
individual.

The purpose of this meeting was:
1. to clarify the conceptz of sexual health by focussing on different groups
of people, from all stages of the life cycle, from adolescence to old age

and congidering sex, marital status, sexual preference and digabilities;

2, to identify factors contributing to sexual ill-health and means of
promoting sexual health;

3. to suggest indicators that could be used to evaluate the effectiveness of
programmes and policies and measure any general movement towards sexual
health:

4. to make recommendations for further steps forward.
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Programme

A programme of plenary sessions and small group discussions was
followed. For the first twe days papers were presented in plenary covering

- concepts of sexual health from different social or historical
perspectives;

- aspects of sexuality in groups of people of different ages, cultures,
sexual preference, disabilities and physical healths

— the promotion of sexual health through family planning, sex education,
sexual counselling and sex therapy.

These were followed by small group discussions omn various aspects of
sexual wellbeing: how sexual health may be defined; whether a definition is
necessary; the influences of social changes on sexual health; sexual
relationships and sexual health; and concepts of sexual health.

Conclusions and indicators were discussed on the third day.

[, CONCEPTS OF SEXUAL HEALTH

Sexual health ig not a scientific concept. Concepts of sexual health are
related to culture and time and express values and norms of the society from
which they come, Eastern and western views on ejaculation clearly demonstrate
this: for example, ejaculation in the west is generally comsidered, at least
by men, to be the ¢limax of sexual intercourse, with many men considering
ejaculation as being essential to avoid "tension of the seminal vesicles",
while some eastern cultures recommend that health is maintained by retainiag
the zemen for as long as possible, with ejaculation occurring only
occasionally.

The historical dimension of the concept of sexual health ig illustrated
by the history of sex research, with the differing views of the sexual
abstinence and sexual reform movementsz. Nineteenth ecentury physicians
advocating sexual abstinence, stressed that indulgence makes one ill, on the
grounds that every kind of sexual activity saps the body's vitality and
weakens and drains it, mentally and physieally. Abstinence was essential for
health. Women were considered fortunate because they were thought not to have
gexual feelinge. During the 1920's doctors in favour of sexual reforms
formulated a concept of good health which stated that abstinence was thought
to have damaging effects, at least in married couples: sgexual activity and
orgasm for both men and women were recommended as ways of keeping healthy.

The medically sanctioned prohibition on sex was turned into a medically
sanctioned requirement, with gex as a prerequisite iIf a man, a woman, a couple
or indeed society at large were teo stay healthy. This shows how liberal
attitudes when channelled into concepts about health turn into imperatives,
laying down norms on sexual behavicur which appear to have a solid backing
from medicine or other scientific diseiplines. However different, indeed in
some respects contradictory, the ideas of the absentionists and the reformers,
basically they did exactly the same thing: they used conceptgs about health to
justify sexual norms, making use of their authority as experts.
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This then can be the danger in attempting to establizh a norm for sexual
health; it defines certain people's behaviour as "healthy” and therefore
defines as "unhealthy" all those who for a variety of individual reasons,
feelings or values, do not fit in with the accepted norm, According to the
prevailing definition, the unhealthy may include those who magsturbate or these
who do not, those whe feel sexual arousal or those who do not. Two young
women may live in the same street. One may be considered unhealthy because
she is experiencing sexual arousal when not married and the other may be
referred to a specialist because she ig not feeling sexual arousal with her
boyfriend.

In the same time and place, what may be sexually unhealthy from one
perspective may be perfectly healthy from another, A sexual complaint may be
a reasonable, even healthy action to zomething that is fundamentally wrong, a
signal which must be listened to, not eliminated. For example, a woman
complains of digestive complaints, depression and aggression towards her
children, that her husband has no emotional or social relationship with her
and "uses" her. Is her total frustration in sexual intercourse a "healthy" or
"unhealthy" response?

Clearly a definition of sexual health would be normative, and
restrictive; it would also not be feasible. People in different age groups,
those living in their own home, or in their parents' home or in institutions,
prisons, hospitals, residential homes, people with physical or mental or
sensory impairments, or people with different sexual preferences, people in
different social classes, from different cultures or countries, religioms or
ethnic groups, people who are single, in a relationship or married, all are
likely to experience their gexuality differently and to have different
perceptions as to what is healthy.

Accepting all the pitfalls of a scientifie, medical or objective
definition of sexual health, a strong case was made for clarity about values
and concepts surrounding szexuality. Such clarity iz needed for effective
communication, for assumptions to be made explicit, for objectives and goals
to be established and for policies and norms to be influenced.

There is an implicit concept of sexual health in all services and
education related to sexuality. Clinical sexologists, for example, who tend
to focus on sexual pathology, need to have a concept of sexual health that
brings together the interwoven threads of the psychological, physiological,
relationships and soclal systems. Such a model provides a goal for their
interventions, and reminds them to assess the strengths and resources of
individuals or couples even in the midst of crisis counselling, Models of
gex therapy reflect the persomal values of the therapist. Clarity about
values is necessary for clients to zelect the most appropriate therapist.

Sex education is not value-free, Countries that have attempted to teach
sexuality independently of values now recognize that, even if values are not
to be imposed, children need to consider their own sexuality within a
framework of values. An ideal of sexual health may not be imposed, but
children and young people nevertheless need to consider their own concepts of
what is healthy or appropriate for them. The educator needs some basic
concepts in order to hegin to teach.
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Some positive concept of individual needs, responsibilities and rights in
the area of sexuality needs to be established in order that laws that repress
human rights can be changed (such as those against homosexuality or abortion)
and that policies may be implemented to reduce restrictions on sexual
expression (as in residential care of elderly people) and enable services to
be established to deal with sexual problems.

The concepts of sexual health or sexual wellbeing that are valid and
feasible are those that recognize the variety and uniqueness of individual
sexual experiences and sexual needs, and affirm the rights of individuals to
be free from sexual expleoitation, oppression and abuse. The goal=z of
policies, programmes and services relating to sexuality are not that they
achieve a measurable level of 'sexual health" in the population, but that they
enable individuals to meet their respective needs in the area of sexuality and
enable them to have the personal resources to deal with problems and
difficulties that arise.

II, VARIATIONS IN SEXUAL NEEDS AND EXPERIENCES

Variations in human sexuality are linked to values, beliefs, attitudes
and perceptiong as well as bebaviour. There is no religion that does not
relate sexuality to morality, and these moral values are often deeply
ingrained from an early age. Positive and negative moral connctations will be
placed uvpon what people think, feel and do, whether or not it is believed that
aspects of these might be beyond voluntary control.

There are many aspects of sexuality about which people have firm beliefs
regarding their factual truth which may or may not coincide with the current
"scientifiec" knowledge. Thesze may concern sexual maturation and development,
sexual feelings, and sexual behaviour and will play a major role in
determining what people consider healthy. Some heliefs such asz the negative
effects of masturbation, the damage done by loss of semen, intercourse during
pregnancy, the creation of primary homosexual orientation through exposure to
homosexual stimuli, and the promotion of promiscuity by exposure to knowledge,
play powerful roles in the promulgation of policy and programmes in many
societies while being at odds with what is "scientifically"™ accepted or
believed by sexologists.

The attitudes which people adopt towards their own and other people's
sexual thoughts, feelings and behavicurs may stem from their values and
beliefs but they are not necessarily fully concordant with them. What a
person says may be incongruent with what he feels, belleves or does.

Perceptions of how other people act, and conclusions drawn about other
people's values, attitudes and beliefs, may play a major role in forming an
individual's concept of sexual health.

There are many different patterns of sexual behaviour and these change
over time with changing circumstances such as marriage, childbearing and
divorce. These patterns of behaviour may be affected by (or affect) policies,
legislation, programmes and =2ocial attitudes.

The uniqueness and variability of human sexuality is clear. Some of the
range may be demonstrated by considering different age groups, cultures,
sexual preferences, or levels of disability.
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1. Cultural variations

These can be demonstrated for example by considering cultural minority
groups from Asisn countries living in a north-western European country.
Cultural, social, psychosexual and health attitudes may be identified that are
apparently different to those predominant in the majority culture.

These ethnic minority groups often come from cultures and religions which
have produced a total response to life, inecluding all aspects of sexuality.
Often their cultures of origin are patriarchal, where men are expected to take
decisions and women to follew. Indeed all the social reoles of men and women
may be clearly defined and strictly imposed.

The interaction between the sexes may be laid down for members of these
groups. For example, there may be a strict division of labour, so that it is
expectad that the woman remains at home to look after house and family, while
only the man can go out to work, and sometimes only the man can go cuft for
recreational purposes. Women may be expected to act modestly, in their dress,
in the way they move, in their facial expressions, and above all in their
dealings with men., Women may be completely unable to go cut alone.

The man may be expected to take the decisioms in all matters, including
sexual ones. The man may not wish to attend a ¢linie for family planming
advice, but will expect to select the method of contraception. Great emphasis
may be laid upon virginity of the woman as a social status, and as a symbol of
love, honesty and purity. Sex bafore marriage therefore may be totally tabeco
for women, though men may have a different standard. On the other hand
extra—marital gex may be forbidden to both men and women, but men may not be
expacted to follow the rule. Having children may be seen as the wife's first
duty in marriage. GShe may be expected to produce sons rather than daughters.
Sex education of children may be seen as education for sexual intercourse,
rather than as education for adulthood and relationszhips.

Certain religious groups may look upon semen as an ilmportant substance
that szhould net be wasted. Certain contraceptives may be perceived as
interfering with the body and its true balance. Women may think that
contraceptives can impair their fertility. As for men, vasectomy may he
considerad to cause loss of manhood and may be identified as castration. If
seeking help for sexual problems, the man may insist on an organic explanation.

The religion may have clear beliefs regarding sexuality, Homosexuality
may be the subject of complete taboo, certainly as far as talking about it is
concerned. The occagions when couples may have sexual intercourse may be
lizted in the holy books and the sequence may be adhered to by devout
believers. This list may be extended to cover things like divorce,
extra—-marital =ex, arranged marriages, masturbation, and even talking about
LT

The key issue, though, when considering descriptions of the beliefs,
values and norms of a2 cultural minority group, is the rec¢ognition that in many
ways they may have gimilar health beliefs, customs and marital and sexual
problems to members of the ethnic majority. Descriptions of health beliefs
and customs of ethnic minority groups may be too generalized and stercotyped
to be of much use other than to indicate the variety of prevalent norms of
sexnal wellbeing and the range of services and approaches needed in any
gociety.




EUR/ICP/MCH 521
1262£
page 6

2. Adolescent sexuality

Adolescence is a period of social, physical and psychelogical transition
and ineludes changes at various levels, It is an important and critical stage
in sexual identity and development. In adolescence, it is not only the role
of adult that is assumed but alsc the sexual role: the message is not so0 much
"now you are an adult' as "mow you are a woman' or "now you are a man'.

The physical changes of puberty can cauge problems of self-ezteem and
concern for physical appearance. It iz a pericd when the zearch for
affection, support and physical contact is very high and means a need for
self-affirmation. Tt is also a time of personal insecurity, of emotional
liability and of shyness in the face of shared intimacy.

In this maturing periocd, the faster development of physical maturity
needsz to be intepgrated with the glower psychological maturity. Thisg may mean
that in younger adolescents the level of intellectual development makes it
difficult to adopt healthy, rational or responsible behaviour, such as
awareness of the risk and prevention of pregnancy. There c¢an be an imbalance
of neads and capabilitieg which may lead to personal and commmication
problema and difficulty in the expression of emotions and desires.

In addition, adolescence is also a key period for sexual orientation,
when impulges are channelled towards the same or the opposite sex. The
dominating heterosexual culture makes this sexual orientation process much
more difficult for those who have doubts as to their orientation and those who
feel attracted to members of their own sex. For these people adolescence can
be a period of suffering and internal struggle.

In many countries the adolescents of today are much more likely than
their parents' and grandparents' generation to form a concept of sexuality and
sexual relations that is centred on communication, equality and pleasure, and
to begin their sexual relations with the benefit of some sex education and
contraceptive services and advice. Nevertheless, there are still obhsztacles to
their sexual wellbeing.

Adolescents experience the contradiction of their society's attitudes to
sexuality. Even where there is apparent social acceptance of adolescent
sexuality, they may experience a form of repression or discrimination that
does not actually stop them from having sexual relationships, but makesz their
relationships difficult and blocks a responsible and satisfactory sexual
development,

The situation regarding sexuality education varies across Europe. In
some countries there is recognition of the need and sufficient support for sex
education in the curriculum. In other countries there may be formal
acceptance of the need for sex education in schools but it may not actually be
taught. In one country for example, this is because there is no statutory
basis for sex education. In other countries, while there is a legal mandate,
there ig edither little institutional support or insufficient training of
teachers in sexuality. In practice, sex education is often sporadic or
inadequate.

A similar situation occurs with contraception and sexual counselling
services for young people. For example, the law may make 1t possible for
adolescents to be given contraception without parental consent, but lack of
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clarity about the legal position or, perhaps more significantly, lack of
comfort with issues of adolescent sexuality may mean that staff do not make
services welcoming to adolescents. However, attempts are being made in
gseveral countries to rectify this.

Adolescents may be subject to a double morality that expects and tacitly
accepts a greater sexual drive in men than in women. The greater acceptance
of sexuality in adult women and men has not necessarily spread to acceptance
of sexuality in adolescent girls., Families are more tolerant than before of
the sexuality of their sons and are more understanding towards them than
towards their daughters. The peer—group and the mass-media even put
considerable pressure on boys to be sexually active. The sexuality of girls,
on the other hand, is often still not accepted. This places them in a
contradictory situation: a certain consciousness that theilr sexuality should
be asserted allows them to recognize and accept their gewual impulses. At the
same time they also receive external pressure to have sexual relationships
(and mare exactly coital ones) so as mot to be considered prudish or abandeoned
by the boy. However, if the girl gives in under these pressures she runs the
risk of being criticized.

At the same time, the dominating sexual attitudes continue te place
responsibility on the woman for the consequences of sexual intercourse.
Although adolescent males often take responmsibility for contraception, the
girl ig still identified as the main person affected by, and respensgible for,
pregnancy. Fear of the comsequences of sexuality and fear of disapproval can
make it difficult for her either to enjoy her sexuality or to express it
respongibly. Lack of information, education and services reinforce this
difficulty.

On balance, it can be seen that on the one hand, adolescence is the time
for the discovery of sexual contacts and is often pleasurable and enriching.
The novelty, the confidence of learning from experience, and a certain
tendency to attribute the cause of problems to outside factors meang that
adolescents can live their sexuality with optimism and pleasure. On the other
hand, the control mechanisms have not entirely disappeared. Adolescents can
be placed in a paradoxiecal situation! there is a large amount of sexual and
erotic material available but there is oftem a lack of sexual information and
education. Thig does not stop adolescents from having sexual relations, but
it makes it diffieult for young people to be satisfied and responsible.

3. Sexvality in later years

Despite beliefs of the young that sexuality diminishes in middle and old
ape, many studies indicate this need not be the case. However, there are
probably more differences in the sexual behaviour of older people than younger
people. Various studies have shown there to be a decrease in sexual activity
in old age, although this is not invariable. Frequency is, as might be
expected, related to opportunity and the relationship. Married elderly
people, particularly those who are happily married, tend to have intercourse
more fraquently than divorced, widowed or single elderly people. Extramarital
sex does seem to diminish in old age but seems more likely to occur where
there iz low religious affiliation, unhappy marriage, a high interest in sex
and higher income and educatiom.
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These findings are very interesting and demonstrate clearly the
interconnection of biological and social factors in their effect on sexual
wellbeing. Physiological studies indicate that the aging process affects
sexuality. Degenerative changes affect the regulatory and effector systems
and cases of erection difficulties increase in old age, but sexual behaviour
is clearly related to biography or the life experience of the indidivual as
well ag to biological status. The "disuse theory" may be relevant. According
to this theory, the more frequently an ability is exercised the better it is
experienced in old age. Lack of practice may lead to a deterioratiom of
abilities and motives. In sexual intercourse there is a multitude of
abilities, physical movements and communicative skills which may be
strengthened or atrophied according to use or non-use. This hypothesis is
supported by findings of many studies that show that the more persons were
interested in sexuality and sexually active during their life, the more sexual
activity they enjoy in old age.

Most studies until recently have focussed only on coitus and not on ather
forms of sewxual activities. Those that mention other activities, such as
masturbation, while indicating popularity, may not give a true picture of
frequency and occurrence as people may feel reluctant to admit to certain
forms of sexual activity. Homosexual experiences seem more rare in old age,
probably because it is even more socially unacceptable in the old than the
young, especially for those living in institutions.

Recent studies have demonstrated the high correlation between the broad
field of sexuality and life satisfaction. Sexual wellbeing is linked to
happiness, social relationships and social acceptance as well as bodily
experiences. In the young bodily sensations are more likely to involve
genital sexuality and coitus and in the elderly to be more in the area of
tenderness.

Considering sexuality in the older years, it can be seen that human
sexuality is not a stable phenomenon but is one that develops in history and
during a life-span. There 1s no one form of sexual wellbeing for the older
person. What the individual will experience as adequate will depend on his
or her normg and attitudes, biography, social environment and phyegical and
social resources.

b, People who are chronically sick or with acquired disabilities

Contrary teo popular beliefs, thare iz no reason to believe that the
sexual satisfaction of the individual faced with chronie illness or life-long
impairment needs to be gqualitatively different from that of able-bodied or
healthy people. Levels of sexual wellbeing appear to mirror the success or
adequacy of the coping process in the individual or the couple.

This can clearly be seen when males with spinal cord injury (8CI) are
compared to males who have been impaired as a result of a stroke. Despite
beliefs that sexual satisfaction is impossible for males with SCI, one study
found that two-thirds of males felt their sexuality was a satisfactory
experience, and half the group were orgasmic.

The level of sexual aectivity and sarisfaction appears to be much greater
than that found in males suffering impairment due to a stroke. The latter
group on the whole may have suffered less impairment than the SCI group, but
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are older on average. There are several significant differences that may
explain the reduced sexuval satisfaction in the older, less disabled males and
the relative gsatisfaction in the 3CI group.

The 5CI group have the capacity for a positive psychosexual development
and are able to reorientate themselves by creating realizable and rewarding
sexual goals. They are often better supported in this adjustment and receive
more empathy from professional staff.

Stroke patients appear to receive less information and empathy in the
immediate post-stroke period. They geem to be significantly affected by
changes in the long—standing relationship when they need to depend on the
partner for care.

Perceptual, cognitive and communication impairments seem to have more
significant effects on sexual wellbeing than impairment of mobility. Sexual
ill-health after a stroke which has caused less physical impairment than 5CI,
seems to reflect poor adjustment and poor coping, and psychosocial factors
rather than levels of physical disability.

Couples who demonstrate the ability to respond positively to illness or
disability in one partner tend also to be more content with their sexual
relationship. The c¢riges that occur in couples where one person is ill,
illustrate clearly the tasks that seem to be involved in any well-functioning
relatienship: allocation of marital roles, respect for each other's
boundaries, good communication and agreement on relationship rules.

In couples where, for example, the pattern of initiation of sexual
activity has bee¢n based on traditional male/female roles, illness in the man
may lead to reduced initation of sexual activity, particularly if he suffers
gsome dysfunction and if the woman is unable to take over the initiation role.
Role confusion can also result from one partner adopting the care—-role for the
gther.

An illness opften interruptz a couple's sexual routine. Now they must
accommodate to a new situation and the ability to communicate emofions and
preferences, verbally and nouverbally, becomes c¢rucial. No two partners will
always be in the mood for sex at the same time or always prefer the same types
of sexual stimulation. In the optimal relationship, each partner can
communicate a sexual desire without expecting it to be granted.

When couples digsagree about the variety or frequency of sexual activity
they must arrive at some compromise. What feels like comfortable intimacy to
one partner may be overwhelming to the other. Couples appear to funetion best
when they regard sex as one way of being close, but not the only way. A man
who conforms to traditional sex—role expectations may withdraw emotionally
from his wife if he becomes sexually dysfunctional. Such couples can benefit
from counselling on how they might substitute other ways of being close for
some of the missing sexual interactions.

When confronted by an illness, couples need to re-—examine their sexual
rules and take a less performance-oriented attitude towards lovemaking.
Instead of reacting to a gexual failure by trying and trying again, partners
need to create new ways of pleasuring each other.
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5. Sexual preference

The term sexual preference cavers a wide range of preferences regarding
partner, roles and practicez, although it is ocften taken to refer only to
preference for other partners or partners of the same or opposite gender.
Homosexuality may be discussed as one example of sexual prefence, but firstly,
it must be stated that homosexuality ia not related to sexual ill-health any
more so than hetercosexuality. Homosexuality as such is a human right not a
health issue. Nevertheless people who are homosexual may have sexual problems
or dysfunctions in the same way as heterosexuals. It iz in the light of the
discussion of the range and variety of needs for information and support from
others that homosexuality is discusged here.

Any individual, whatever his or her sexual preference, may experience
sexual problems involving anxiety about sexual performance (sexual
dysfunctions) or concerning the emotional climate in the relationship (sexual
difficulties). Many homosexuals experience problems of finding suitable
partners, or of initiation of sexual activity. They experience the same range
of relationship difficulties, but homosexual males tend to report less zexual
dysfunctions tham heterosexual males.

Az with heterogexuals, problems may be related to zelf-image azs a sexual
being. This occurs when a person, regardless of sexual identity, has
diffi¢ulties in accepting his or her manhood or womanhood. Women, for
example, who have been brought up to celebrate the intimacy aspect of
sexuality but to deny their genitals and sexuval desire, may have a unegative
image of themselves as being sexual.

An area where a homosexual may experience problems is that of self-image
as gay/lesbian. Homosexual preference does not ipso facte imply a homosexual
identity. The development of a homogexual identity is a long process that
eventually leads to personal acceptance of a positive gay self-image and a
coherent personality. The person might move from am initial phase that
involves feelings of separateness and alienation when feeling sexually aroused
with same-gex peers, through a stage of homosexual desires accompanied by
marked feelings of identity confusion, to a stage where there is acceptance of
a positive gay image and commitment to that identity even in the face of
gocial condemnation.

If there is any area in which homosexuals have significantly different
sexual problems, it is to do with stigmatization of a sgexual behaviour that
varies from the norms and attitudes of the dominant culture. Such
stigmatization also occurs in others whose sexual expression is alternate to
the cultural norm. Like adolescents who are exploring their sexuality in a
traditional culture, homosexual people have very few role models to emulate
regarding relationships, and also suffer lack of public and community support.

The HIV/AIDS virus is a recent source of problems for gay men. It 1is
forcing many people to change their sexual habits and practices. Those who
are diagnosed as infected with the virus frequently experience sexual
dysfunction and the crisis may restimulate unresolved identity issues. One of
the most sericus problems however is the upsurge of homophobia in many
eountries, This is as much a threat as AIDS to sexual wellbeing of gay men.
AIDS is not a disease of homosexuals but a diseasze of people, whether
homosexual or heterpsexual. There are two essential conditions to become







