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INTRODUCTION

The purpose of this teeching medule is to give knowledge
and undersianding of the complexity of human sexuality -
sexology. 4nd sexology needs an interdisciplinary approach
aince it consists of paris from many different fields:
psychology, sociology, anthropology, law, medicine, biology

eto,

Irn the report of the WHO meeting 1975: Education and Treat-
ment in Human Sexuality - The Training of Health Professionals,
it was stated

"A growing body of knowledge indicates that problems in
human sexuality are more pervasive and more important to
the wellbeing and health of individuals in many cultures than
hag previonsly been recognized, and that there are important
relationships between sexual ignorance and misconceptions
and diverse problems of health and the quality of life." ...
and further

"The need for education and training in human sexuality
has become increaszingly obvious as a public demand for
sexual health care and inadequacies in the present education

and training, have become evident."

Since feelings, mind and bodily functions are working close
together in sexuvality, this makes it difficult %o present the
content of thig module in chapters clearly separated from
eachother. Learning objectives phrased in terms of behaviour
can‘t either be presented for each chapter since these azre

so intermingled, Instead we will phrase the intentions and

the goals for the whole module together, az follow !

INTENTIONS — GOALS FOR THE TEACHING MODULE:

* Tog get basic information on zexology
% Ta train to discuss own feelings towards different sexual

activities




Intentions - goals for the teaching module .., cont,

* To be aware of own sexual hang-ups and if poesible the
reagons hehind

* To be able to use appropriate terminology without embar-
rasement

* To substitute myths with facts

* To understand how and that different factors influence the
sexuality of the individual

* To help the client express his/her gexuality without
moral judgment

The realization of these intentions - goals will help you to
talk freely and openly about sexuality, accept othera)viewm
on gexuality, even if they differ from yours -

and not to impose your own sexual hang—ups, taboos or
attitudes upon your client/s/ in your education/teaching/

training or information on gexuality,

Chapter 1 will deal with Sexual Anatomy and the Fhysiology
of Human Sexual Resgponse

Chapter 2 " " with Sexual Development and Sexual Behaw
viour at Different Ages

Chapter 3 " with Sexusl Identity - Heterosexuality
and Homogexuality

Chapter 4 " with Sexusl Dyzfunctions and Digabilities

Chaptepr 5 M " with Poszible Therapies

Methods of Teaching

Methods of training are: Suggested discussion topica, suggepne
tions for independent individwal ox group~work, questions
to answexr on your own and/or in the group about attitudes,

myths and facts and role-play.

Some additional advice to the teacher in uging the module:

* Don’t follow the order given of the chapters if another
order ig more suitable for you and/or your group of trainees

¥ Ask the trainees to bring articles, books, questions whieh
they want to dizoucg




Some additional advice ... cont,

% Ketablish contact with a librarian/family planning insti-
tution/sexology clinic/gymecologist etc vho can provide
vou with materials connected with sexology from your couniry

% Do the same way with professionals you regard as knowledéﬁﬁle
in some or all fielfs dimcussed in the module. If possible
invite them to discuszsion to get their support/expertise

% Make & list of resource~persone in the field

% After collecting own materials distribute it among tho
trainees to review the different pamphlets ete according
to the facts/ideas presented in this module

REMEMEER that integrating a new approach and new knowledge

on sexuality is a slow process in the individual, which can”t
be done overnight or forced by others, Svery individual trai-
nee and yourself must melt the new information, think it over

carefully and decide what to integrate, how and why.

Suggestions to handle and fascilitate the communication

in the group, and between the group and yoursgelf:

% In the begimming of the training divide the trainees two
by two and let each for the other present two things
they are good at, In the introduction of the trainees let
each one present theixr partner, not themselves

* Try to establish a friendly, permissive atmosphere by:

a/ positioﬁ%%ﬁg tables/chairs so every one can see the
oth face

-
?Eﬂg
b/ show that you welcome guestions and be honest if you
can”t answer these directly - this can be given to the
grovp as a task to explore

¥* Be aware of the feelings in the grovp - support those who
have difficulties with separate talks afterwards

* Regpect the groups special interest for certain questions
and deal with these directly - otherwise you can lose
the confidence of the zroup

* Allow negabive attitudes to surface, otherwise you can’t
deal with the eventual misconceptions that lie behind
(you have no possibility to alter a negative atbtitude if

you don’t know of its existencel)

% Be aware of that some aggressive outbursts can be healthy
and natural in the process of integration

¥ Allow time for mmall group discussions with no written
guestions other than the given task to discuss the content
of a certain chapter or part of a chapter
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CHAPTER 1 S3X{UAL ANATOMY - PHYSIOLOGY OF HUMAN SEXUAL
RESPONSE

Many women have never looked at their sexual organs clearly
in a mirror, nor examined these by touching, How does that
effect their total body image? Their integration of their
sexual parte? Their feelings about it?

Even more common is that few
women have sgeen pictures of
other womens” genitale, Some
have zuffered uneccesgaryily
because they think that their
genitals are mischaped, or too
small, too large, too dark or

too extended or agsymetric ete.

The female external sexual organs (See figure next page)

1/ The labia majora, the external mucuous foldsm of the vulva
(the larger lips, the outer lips). Pubic hair grows on
the lateral surface, Both the medial and the lateral surfa-
ces contain many sweat glands, The labia majora usually
meet in the middle to protect the opening of the wrthra
and the wvagina.

2/ The labis minora, the inner mucuous folds of the vulva
{the smaller lips, the inner lips). Labia minora consiet
of muscular tissue without fat e¢ells and their surfaces
contain large glands,

%5/ The clitoris is built like a minitiature penip with a
shaft and a8 small glans, The e¢litoris has many free nerve
endings, which arc extremely sensitive,

4/ The perineum, which is the region of the body at the lower
end of the trunk, between the genital ovrgany and the
rectum,

Another word to explain ig the vulva, which iz the external
genital parts of the female including the labia wajora. and
minora, the clitoris and the area between the c¢litoris and

the labia minora.

Excercize: Think about and discuss:

How many names do you know on the female sexual organs?T

How many names do you know of the male gexual organs?T

If you can find more nawes on the male’s sexual organ discups

WHY"?




labia majors

1abisa miﬁ
nors -

! Variationsg in appearance of the

women”’s external sexual organs,

Variation of the appearancec of the
clitoris genitals i common and to a great
' extent from one woman to another.
uxetial openis The pubic haix distribution can
vary in amount and pattern. IThe
vaginal opeping labia can vaxry in shape, niue srud

colour. The clitorig can vary in

position and in gize from a couple

anusg of mm:s to about one cm,

THE FEMALE INTERNAL SEXTAL ORGANS

1/ The yagina

2/ The cervix

3/ The uterus

4/ The Fallopian tubea (two,
5/ The ovaries (two)

There are individual diffe— ovarien

rences in size, position urinary

bladder

towards each other and ap-
pearance - as well as diffe.
rences due to childbirthy

age and disease,

GQuestion:
How can childbixrth change

vagina? How oan age change

vagina?

. . . Cervix
Diszvuss this according to
experiences in the agroup.

) % recium
The vagina is a potentisl clitorisi ‘

gpace, rather collapsed in
the unstimulated state,




The vagina is a muecular organ, very elastic, and can adjust
to the penis during intercourse, independant of the sgize of
the penis, This fact contradictz the myth that a large penis
ig better than a small one for the femsle sgexual gpatigfaction,

The walls of the vagina are lined with mucosal surface, which

iz the major source of vaginal lubrication, because there are

no secrete {-ion) glands in the vaginal walls,

The opening of the vagina is partly covered by the hymen,

a thin skin-fold, The hymen can be thin or thick ~ some women
don“t feel it at their firgt intercourse - gome few women

with a narrow opening can need help to widen it before inter-—
course,., There ia always an opening in the hymen zo the menstru-

al flow can paszs,

Harthest into the vaging iz the cervix located, It feels like
a round, soft pertruding object, In the opening of the cervix

ig an entry to the uterus (the endocerviecal canal),This

entry have numerous secretory glands, that produce gervical
gegretions, mucus, which vary through the menstruel cycle,
The secretions are thin and waterly before or at the time of
ovrulation, otherwise these secretions are thick and viecous
and form a plug which blocks the entry to uterus,

The uteruz is c¢lose to the vagina, 8 I the ute

(endometrium) and the mygewlar part of the uterus (myometrium)

function separately, The muscular component iz at work in the
onget and completion of labour and delivery, in breast-feeding,

in orgasm.and in eliminating the unfertilized ege.

The .lining of the uterus changes cyclicly due to the hormonal
influence, To prepare for the pozgible implantation of an

egg the lining thickensz and becomes more vaseular due to the

increaging estrogenic activity. If the fertilized egg implants,
the lirning changegs and participates in forming the placenta
(a vascular spongy organ of interlocking fetal and maternal
fizsue by which the fetus i=m nouriahed) and also in forming

a bag with fluid, which supports the growing fetua.

Whern fertilization not occur the thickened lining begins to




Te

break down and ism eliminated through the menstrual flow ftogct-
her with the unfertilived egg.

The menstrual period lasats about 3 — 7 days and varies from

woman to woman., The lining will be recreated with appropriate
hormonal stimilation in the next menstxrual cycle, The time
hetween menstruations iz around 28 days. Intervalvariations

of 21-30 days in women’s cycles are normal, Some women have
regular mengtruations - some irregular, Worries, ftravels ete
can postpone the menstruation. Variation in the amount of flow

iz common,

Fallopian tubes

mens,
cald dig
vagina
ovulation Fgllopian tubes
ovulation

ca14dis

mens,

eliminagtion of
the unfertilized

egg
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The ovaries are paired structures which periodically release

the eges (ova). From the time memarche starts until menstru~
ation stops at the age of 45n55¥3ﬁ§ or sometimes more eggesm
releaged every fourth week (menstruationcycle), but not du~

ring pregnancy or if the woman uses orsl centracepiives,

The ova looks like a tiny drop of a jelly~like subetance.
Within it is the nuecleug containing the chromosomes, More

about this later,

The Fallopian tubes are paired oviduwcts, which lead from

uterus to he ovaries ending in fingerlike extensions. Fer~

tilization usually takes place in the Fallopian tube, when
one sperm has succeeded in pressing through the outer wall of
the ova. The sperm and the ova, each one with one zet of
chromosomes, join as one cell, The nuclei break down and
rearrange themgelves as a single nucleus with one pair of

@ach chromogome,

Discussion — quegtionsg:
At whni age did you get gexinformation about the female

sexual organs, mengtruation, fertilization?

* Your feelingz about it?

* The content of fthe information?

# Misconceptions in compare with the presented m&termal*
¥ Which one gave you information?

* The way of giving i} With positive undertones? With negative?

BOLEPLAY
A nurse/doctor is visited by a wqﬂgh who seems to know wvery
little about her sex organg and their functions. She is very

diztrubed about menstruation - Why do women need to have it?

Uge the figures, explain the different organs and name thesme,

ask her to ng t'ie organg. Check what words she understands.
What words $3$Zhe uge t

Alternative Toleplay:
The client is the woman’s husband with a wife described above,

He iz even more ignorant of female anatomy,

Possibké Toles: Male doctor/norse, female dr/nurse, wife,

husband, Change roles so everyone plays both sexes & client/dr. °




ihe first exercise is meant to create a2 positive atmosphere
by sharing wmemories from childhood,

The roleplay is meant To make the parficipants more gecure
and comfortable in naming and talking/explaining abount diffe—
rent parts of female anatonmy,

IR NI

THE MALE EXTERNAL AND INTERNAL SEXTAL ORGANS

URINARY BLADDER

vaza dem
f@rentia

penis 2 gliand
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The male sexual organs are:

1/ the penig

2/ the scrotum .
3/ with the testicles and the Leydig cells

4/ the prostate #land

5/ the vasa deferentia (two)

6/ the seminal vesicles (two)

7/ the Cowper’s gland (see figures on male sexual regponge)

The penisg consists of three separate erectile tissues,
the corpora cavernosa (paired) which lia beside each other,

above the corpus spongium, which contains the urethra and also

forms the glans penis ~ the extremely senszitive part {compare
with the oclitoris’ glans) of the penis. The tissues contain
a gpongelike irregular network of vascular empty, ocollapced

spaces = the flaccid penia.

During erection the vaccular spaces fill with bleod and
swell, The two corpora cavernosa are surrounded by a thick,
rigid fibrous membrane, and became therefore very hard when
enlarged, The corpusg apongium iz surrounded by a relatively
thin membrane and becomes not S0 hard even during maximal

erection,

The size of the penis

The =ize of the penic varies very much from man to man and
hae constanly been a cource of worry for any man without a
very large penis, The average flaccid penig rangee from

8,5 - 10,5 ¢m in length and 2,5 —52‘,&2 Eﬁ‘b-siia‘lﬁaf‘ﬁeﬁ:-,}‘rﬁ‘fﬁsg
erect the penis doblez its lengthy~ Most men have grown up
with *tales and myths about the large penisz, not only about

ite benefit +to the woman's sexual pleasure but also az a

aymbhol for masculinity, force, succezs,

The appearance of the penis, apart from itz zize.
Paubic hair distribution, amount of hair and penis‘pigmentation

vary also. But men are not =0 concerned about these variations
in apperarance, as the women are of their gex organs: It ia more
likely that the man is cxpowed ag a child, adelescent and

adult to other boy’u/man”u penis than the women are to other

wonan ‘s and themgelves cex organs - due to position, wshape

and eultural cugtom,
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The sorotum is a thin sack containing the two teasticles

(testes), which contracts by exposure to cold and caunen

the testes to be drawn up against the perineum, The expouure
to heat makes the zcrotum relax and the testes to hang away
from the body. Theze thermoregulators are important for the
development of spermatozoa, hecause thias iz temperature-—sensi-

tive.

The testicles usually descend to zerotum prior to birth, In

sontrary to the women”s ovariesz, which release egg once a month,

the gpermatozmoa {sperm) ig produced regularly throughout lile,
in the testicles where they also mature,

The testez also produce steroid hormones (tegtosterone)

Thege two functions: the production of sperm and hormones

(in the Leydig cells) are under separate control from the pitu-

itary gland., But if testerone—production is seriously impaired
the production of gperm iz usuwally disrupted - but not the
other way arpund, After maturation the gperm is brought Ly

a fluid produced in the testicles through the vasa deferentia

to the geminal vesicles,

The vaza deferentia are two tubelike structuresz that conduct

the sperm from the testes and from the seminal wezicles to the
urethrsa,

Vasectomi is sterilization of the male Tthrough cutting off

the vasa deferentia. BSince the sperm is only a very small part
of the emission (described later), the individual male experi-
ences no difference in the amount of semen, Neither iz the
sexual drive, or activity affected by vasectomi. The same

goes for the gterilized woman.

The seminal vezsicleg are paired gtructures that lie behind
the bage of the bladder and — together with the wvasa deferentia

form the ejaculatory dects, The ejaculatory ducts open into

the urethra, Most part of the fluid volume of the ejaculate

(semen) comez from the seminal vesicles.

The progtate gland is normally of the size of a chestnut

anﬁ.@ém;be palpated through rectum, vhich lies immediately be=
'S § A el

i
hing).\fm bladder, The prostate surrounds the urethra
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where it emerges from the bladder. The prostate produces a
clear fluid — one part of the geminal fluid (semen), It is

also a major location for prostaglandin., The prostatio

function and size arc dependent of androgen,

R

Digcussion of following wyths =

A gterilization leads to impotence (inability to have an ereot-
tion).

Female gexual satisfaction is related to the gize of the penisa,

Write down the correct answers = fact, which you can find in
the text above,

ROLEPLAY

A male client approches you and says that he doesn’t dare to
be near = woman, He iz zo0 aghamed of hig penis - he thinks it
is tco small,

A femgle client is very afraid of men, The sight of an erect
penis, which saw in a book frightens ke and she is con-
vinced that a man can hurt her, if she ever tries a gexual
relation with intercourse, - Change roles and sexeg!

F N KRN
REPEAT +the female and male sexual organs)

Fill in the functionsg, location, struotura/appearance on
a separate sheat.

1, The 1labia majora 1, The penis

2, " " minora 2., The scrotunm

3, The clitoris 3., The testicles

4, The vagina 4. The wvasa deferentia
5. The cervix 5 The zeminal vegicles
6. The uterus 6. The prostate gland

7. The Fallopian tubes - 8, The ovaries




TR PHYSIOLOGIC DIXUAL RESIPONSLE

The general sexual arousal (the physiologic preparation of
the body)for intercourse is triggered by outer and inner sti-
mili (cerebral erection), The complexity of this is huge. Ma-
ny things join together — sometimes one single gpontaneous
thought c¢an start the whole development, What we see, hear,
smell, memories of other relationships or other sexual situ~
ations with a loved one, the sexual signals we gend out,
interpret and accept, the situvation we are in, the enviror
ment, music, touching, kissing - all are units that can be com—
bined iﬁ sexual arousal, — All sensges - hody and mind work
close togethen, Lven if we here for case of simplicity tuwy
to cover the bodily reactions, don”t forget that the unity
of mind and body are demanded to get fully aroused, Az you
can see in the chapter on gexual dyzsfunction, the brain -
the mind has the capaciiy to both create paychogenic sexual

dysfunction and to compensate pure organic sexual dysfunction..

The human sexual regponge can he divided into four phasec:

1/ The exoitement phase
2/ The plateau phase

3/ The orgasm phase
4/ The resolution phase

The various phaszes are noit clearly marked from one another a
and may differ consideradbly both in one pergon at different

times and between different people.

THE EXCTTEMENT PHAGTH

The first response to any form of zexual stimulation is cal-
led the excitement phase, which cah wvary in ftime and iz cha-
racteriszed by increasing sexual excitement. There is a pro-
gressive increage in muscular tengion in primarily the geni-
tals in both men and women., For both sexeg the breathing,

the heartbeats and bbodpressur@ increase.

Impotence inability to get sexually aroused physioclogically:

woman: marked dryneess in the vagina together with low, poor
tbodflow to clitoris and labia.

man: poor bloodflow to penis.




EXCLUEMENT PHASE

labis
‘majora
minora

EXUITEMENT‘& PLATEAU PHAGBES
ENECTION
CORPUS CAVERNOSUM -

TESTICLE SCROTTM

FLATEAU PHASE
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The excitement phaze, Womant

Clitoris: increaseg due to bloodflow to two
or three times itz normal =sige,

Labia majora & minora: increase in bloodflow,
Vagina: vaginal lubrication through sweating
from the vaginal walls, Vagina expands.
Uterus and cervix: are elevated uppward -
backwerd, in the vagina the inner 2/3%:rda,

Nipple erection,.

The excitement phase, Man:

Penis: erects, gets stiff, enlarged and lifts
upward, due to bigodflow to corxpora cavernosa,
Tegticles: become partially elevated,

Scrotum: changes in appearan¢e, flattens and

the gkin ridges smoothen out,

THE PLATEAU PHASE

The excitement phase passes into the plateaun
phase in which sexual stimulation is main-
fllaned at a fairly even level, The duration
of the plateauphase is indefinite = short or
long, and limited by the effectivenesa of

the mental and gituational stimuli, desire,
training and biology of the partners involved,
It is a high degree of sexual arousal prior

to reaching the orgasmic threghold level.

Fhe plateau phase, Woman:

Labia majora & minora: swell further and he-

come purple,

Vagina: outer third swells, as a result the
opening of the vagina narrows (gripping),
which means that the vagina surrounde penisg
in a "grip". The inner 2/3rds becomes further
enlarged and expanded,

Uterus: elevates further at the same rate as

the vagina hecomes expanded,
Clitorizs: the gzhaft of the clitoris contracts
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The platesu phasc, WOMAT sont
and withdraws under the mucuous membrane fold and is no longer

vigible, If stimulation is discontinued, no- orgasn iz reached.
But the nearest cm:s around the clitoris seem to be equally
sengitive, so stimulation of the entire region is sexumally
qufficient. Some women do not want direct stimulation of the
clitoris, for them the area is too senaitive~ nearly painful.
Late in the phase, the areola become engorged, which masks

the nipple erection, Increasement in hregat =ize,
Sex flugh develops in half of the women and in some men,

Some women only reach the plateau level and do not have an orgasn,
Tf no orgssm occurs, there iz mo immediate relaxation and the
blood, that has accumulated in the genitals fails to dissappe-
ar.efter a few minutes, as it does following an orgasn. I%

cen persist instead for a long Time and be troublesome since

it often produces a sense of heaviness in the loing and pains

in the small of the back.

The plateau phage, Man:

Penis:minor increage in the diameter of the glans, The colour
deepens.

Tegtioles: the gize increases, As sexual teasion reach towards
orgasm the testes continue to elevate and begin a proceni
(sorotum) of Tobtation zo the surfaces of the tested rest in
contact with the pevrineum.

Cowper’s sland: a small amount of fluid from the male urethra
(see figure on emission phase) may appear — thiz is secretions
produced by C.s gland, Sometimes this fluid can carry live

SPEeTka.
THE ORGASM PHABE

The mexual regponee of the nan/woman increases slowly to reach
the intense phase of orgasm, which lasts for only a few se—
condz. Orgasm is the physiological release from the built-up
mentsl and muscular tension, It has been termed "climax" be—
cause of its peak of paychological and physical intenzity and
attendent feeling of zatisfaction. Orgasm is therefore 1ot

= gjaculation mor the rhytmical contractions of the uterus.




URGASM PHASE
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The attention to the psychological aspects of satisfaction

ia more crucial than the attention to the physioclogical aa~
pects, Because satisfaction for both men and women may be had
without orgasm, The gatigfactionz of the individuals concerned
shoull therefore be the primary concern for a health care pro-

fegazionsgl,

QHGASM PHASE I

The orgasm phasze, Woman:

Vaginas: zimultaneous rhytmical contractlons

of the outer third of the vagine (the orgas—
mic platform), the

uteruzy and the

perinesl muscles -~ rectal sphincter, begirning

at 0,8 pecip intervals and then diminishing,

Women who have had a hyaterectomy or surgical
exoigion of the clitoris c¢an reach orgasm.

Ihe orgasm phase, Man:
In the male ther are two physiological coardi-

EMISSTON

vas deferens

HEGEE%E 1, bladd

sphincter of #ie| nated phases of orgesm: emission and ejeculation.

Emission: ig the evacuation and collection of
the geminal fluid in the posterior part of
urethra,

Thiz iz cauzed by & serie of contractlions of
the vasa deferentia, the prostate, the ghmi-

nal vegicles,This {fluid with its concentration

of live spermcells, is produced by the same

three sources: the prostate, the veminal ve~

gioles, the vasa deferentia,

QRCGASM PHASH TT

Soon hefore the emission the gphincter of the

neck of the urinary bladder is closed mo no se-

EJACULATION
J‘ y "”‘\ o \‘

men can move into the bladder,

(The equivalent of emigsion in women iz the
gecretation from the Bartholinii glandsz and

contraction of the uterus.)

hjaculation: consistaofl a serie rhyitmical con-
tractions In the perineum muacles, the prostate,

sround the urethra which presgssz the semen through

the urethra and out of the penis,.
Ejaculation is a reflex, which when started

can’t be affected at will.
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Too early ejaculation = ejaculatlio praecox
Too late ejaculation « e¢jaculatio retardata
An analysis if these conditions should be considered az woxual
dysfunctions should take into account alszo the parimer’s sexual
response, how short or long time is preferable for her in dif-

ferent cycles,

The woman’s reaction varies greatly froam individual to individu-
al and from situation to situation. There are fewer variationg

in man’s reaction in orgasm, except very small deviations,

A number of women can rapidly achieve a further orgasm 1f they
are stimulated again before excitement has fallen helow the pla-
teaun level, The man doesn”’t have thisz capacity, Immediately

after ejaculation the man enters the refractory period, a period

in which he does not respond to sexual stimulation. The length
of this period varies greatly, both within and hetween indivi-

dual males,

THE RESQLUTTON PHASE

The resolution phase follows, in which the organism in the man

or woman returns more or less quickly to its non—ztimulated

gtate.

The resclution phage, Woman:

Clitorig & labia majora and minora: diminish in gize since the

blood is pumped away by the orgasmic muscular contraciions,
Vaginas collapses and diminighes,

Uterus: moves hack in the pelvis.

Cervix: touches the spermpool., The begt possibilities are pre-
gsent for the spermcells to enter the cervix canal.

Vagina: the pH in the vagina changes rapidly in the owgasm phase

from 4 - pH 7 %o protect the movement of the sperm since they

become immobile at & pH 5 or belaw,.

The regolution phaze,Man:

Erection: diminishes in two steps: 1/ promptly due to penile
contractions and 2/ & more slow process of rebturn to normal
vagocular flow,

Tegtioleztdeorease 1n size and dezcend into the zerotum unless

sexual stimulation is continued,
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WESOLTTON PHASLE mmtts QUUTLION DIASE

DISCUSSION:

Use the quotation below to discuss if the problems of the women
who do not reach orgesm (estimated to 10-15 %) could be solved
to some extent if the whole gtatement was true for them, Except

those women who can‘t have orgasm due to organic dysfunction,

or disease.
From a paper prezsented in Bruesels 1977 conference on mex edu~
cation, by Dr Preben Hertoft, Denmark:

" We could be a step further towards sex guidance and sex infor-
mation to our children if we could teach the new generation the
following:

that the sexual union iz a unigue possibility for a maqf%oman

to reach miiother human being, to seek and find security, pesaoce
of mind, nesrnezss and joy. Sexual intercourse is not merely the
union of two pair of genitals, not only something physical,

but a meeting including body and mind, a union of two personsg
knowing their vulnerability but believing in their strength, and
who do not fear tc love and 4o be loved,”

Kl NN N

QUESTTIONS ;
Iz the orgesm (except the anatomic difference) different bet-

ween men and women?

Iz ejaculation = orgasm in the male?

es
In what phasze of the gexual regponse dofgge mogt common problem
appear? A, In the man?

B, In the woman?

What are the differencen bebween the tesgticles and ovarien?

Ig 4the man infertile after middleage?
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ROLEPLAY:

A woman comes to a clinic and complaing that her hushand
daesn’t show %Sﬁcern in foreplay. She can”’t get him to stimu-

late her enough, =~

Ask the woman about her sexual 1life, and let her describe (aftex

you have explained the different phaszes in relation to the fo-
mgle organs) in what phase of the sexual response cycle, che
iz not suffioiently stimulated, The tecnique her partner uces
perhaps lg wnsufficient to gtimulate her. How is his attention
during the day -

Call the man to the elinice and explain your concern to help to
diminish the problems and increase the gatiafaction for both
of them,

Divide the group in threeg and change roles between the three
of you, Remember - if you canft among your collegues digouss
and ask about the sexusl resgponse ecyecle, how can you later on
aak/explain or educate clientas?

Afterwards discuse your feellngs towards the client, towaxrds
her husband/partner, towards the nurse/doctor, Did yorr atti-
tude toward any ox all of the three persons change after the

role-play? 1f How?T

I3

Bome women do never reach orgasm in intercourss due to dilferent

LToasons.

Make s liat of thesze reasons!
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CHAPTER 2
SEXUAL DEVELOPMENT « SEXUAL BEHAVIOUR: CHILDHOOD -~ AGED
SEXUALITY

EXCERCISE:

Define sexnality (Sexuality 18 ...s.), write it down om a
paper anonymously, collect the definitions}

The reagons behind are: if vou haven’t clarified for yoursgelf
what you mean by gexuality, there can be confusion in the commu—
nication between you and the c¢lients, who have uncertain no-
tionz about what they mean by sexuality. L and decide/

Read and discuss the collected definitiona][-ii‘ you unanimoualy
can vote for the one and only definition, In the end of this
chapter one attempt to definition is presented.

Content:

1. Paycho-zocial agpects of gexual development (aee elso chapter
4 Figure: "Harmonious sexual life")

2o Childhood zexuality
3+ Physical development in puberty
4. Changing standards of szexuwality - hehaviour - attitudes

5. Sexuality in aged women and men

1, PSYCHOSOCTIAL ASPECTS OF SEXUAL DEVELOPMENT

(Some are intermingled in points 2 and 3)

Psychological sexual development is not something that starts with
puberty; it begins the very first day the infant experiences an inter-
play with its immediate environment. Every individual's normal
psychological development thus incorporates the mastering and re-
creation of immature sexual impulses even before puberty, on the
way to sexual maturity. Many ignore this fact, and sexual life can
then easily become something remarkable, instead of being properly
regarded as one aspect of a person’s properties and development.

During the pre-school period, many children discgyer that it is
pleasurable to touch and finger their sexual orga;?y

iSince touch and satisfaction are linked with the
sexual organs, the €hild’s interest in these increases and extends quire
naturally also to the sexual organs of others. This, however, often
leads to punishment, which gives rise to anxiety in respect of sexual
behaviour and everything relating o the genital organs.

(Tht somihd Foch frows aung puim Bork, Ly brafler —
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A frequently observed phenomenon at play-schools is that the
children expose themselves to each other, look at each other’s genials,
and show great curiosity in these matters, This is nothing exceptional,
since children of this age are orientating themselves in life, and are
consequently inquisitive about everything. "

o ~If the
parents deal objectively and naturally with the child’s questions
about sex in the order they appear, they can reduce the anxiety
often connected with sexual behaviour. They can also counteract
any erronepus information and attitudes to sexual life that the child

may pick up elsewhere. The child needs precisely the piece of in-
formation at a time that it is asking for. Numerous excellent informat-
ive books for children are available for the use of parents and others
who feel uncertain, ‘

2. CHILDHOOD SEXTALITY

Infant boys ocan get cpontaneous ereotions, but is iz also
known that infant girle can get enlargement of clitoris and
gome can already have vaginel lubrication, Thege exemples of
infant physiclogic changes show, that early sexual physiclogic
funotion is not learned, but inegtead exemples of inborm reflex

regponses, S0 -~ sexual funetioning is & natural process.

The neturalness of zexual function is later azffected by the
attitudes towards sexuality in the environment (especially
the parents), Cultural myths and taboos and a lot of other
factors play a part in the changing of a natural function to
a function %Rﬁg/aome adults connect with guilt and shame, We

will disouss later off and on.

Kinsey stated that some girls and boys ocan get orgasm from

the age of 3 = 4 and nearly all boys can get orgasm 5 « 5 years
before puberty. The boy’s orgasm before puberty iz dry, without
fluid, but the intensity of these orgasms are egual with theze

of zexual matured men and womern,
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Chindren heglin very early with masturbation (aexual gatliofac-
tion by atimulating the genitals), girls often by pressing their
thighs together, boys by touching. Girls may often stert mas-
turbation after they discovered zexual stimulation during play
activities etc., Boye do instead learn to masturbate through
other, older boyaza, Yany boys start to masturbate from the

age of 6 - 7, nearly the rest of them start hefore puberty
and nearly all boys masturbate regularly vhen they are sexually
mature, Fewer girls seem to masturbate, and they can start

anywhere from age 6 to late in the 20:s.

The children‘s gexual interest is shown very early in their
language, Prom 4 ~ 6 years are both boys and girls interested
in talking about the erect penis, The words for the sexual
aotivities/organs are numerous among boys, but the girles have
few if any words for their sexual functions and sexual organs.

Sexual fantagy is common among children from the age of 4, In

play the boys” fantasissaresmore direet sexual and the girls®
pore directed to "Daddy - Mummy - Child"-play.

In prepuberty there is & marked tendency in both boys and girls
to be embarrassed if the parents/siblings see them naked, and

to display very puritanic and rigid sexusal norms,

Masturbation in zeneral
Masturbation is a good way to learn about own gexual reactions

and sexual responge, In certain ocases of disablilities masturba-

tion is also self-digcovery of owh sexual ocapablilities, Thia
gives the needed gexurity before entering a relationehip, In
young people and adult in institutions, masturbation can often
be the only opportunity available for sexual satlafaction.
Masturbation becomes dangerous only when it is accompanied by
guilt; thisz does not happen spontaneously, but only under ine

fluence of the environment.

-
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tations of meciety.

During their early time at school, boys and girls avoid each other
and mix rather with friends of the same sex. During puberty, they
will later show 2 positive interest in the opposite sex. This involves
one of the most difficult adjustments that young people have to make
in the community,

They are expected also to solve the problem of coping with their
increased need of sexual satisfaction, which is influenced in its turn
by hormonal and anatomical changes. This need becomes increasingly
intense as they mature physically. Its importance is reinforced by the
mass media, by films, television, and the press. Most young people
seek some kind of outlet for their sexual needs, but they can find
it difficult independently to make up their minds whether or not to
engage in masturbation, petting, or intercourse, or at what age and
to what extent.” "~ "

ATTITTDE=QUESTIONS &

Fill in your opinion, discuss afterwards your society’s:(1,3):

1, What place do yon think sexuality has in life?

One important part

One rather important part
One part of minor importance
You can live without it

2. How did you experience the gquality of the relationship

between your parents?

Very warm
Warm
Neutral
Cool

Very cool

3. What are your opiniong about magturbation?

I am very positive
T am positive

I am indifferent
I am negative

I am very negative

ROLEPLAY

A thrie year old zirl asks her mother where the babies come
from., Her mother doesn " t want to answer this properly - is
smbarrasged and doean’t know so much herself, She goes to a

male family doobor for help, The roles marked. Divide in

threes, Change roles,
R NN

DISCESSION:

Discuss your memories of your parents and how they talked/or not

talked with you about sexuwality,
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DISCUSSTON:

Discuss the poem below in connection with your families

attitudes in uwpbringing and your own attitudes towards own
) .

or others children,

Your children are not your children.

They are the sons and daughters of Life’s longing
for itself.

They come through you but rot from you.

And though they are with you vet they belong not to you.
You may give them vour love but not your thoughts.

For they have their own thoughts.

You may house their bodics but not their souls.

Yor their souls dwell in the house of tomorrew, which
Vou cannot visit, not even in your dreams.

You may strive to be like them, but seck not to make
them like you. .

For life goes not backward nor tarries with yesterday.

Kanry, GIBRAN(1923)

3. PHIBICAL DEVELOPMENT IN PUBERTY
GIRLS:

The puberty starts earlier in girls than in boys. The firast
clear sign in girls is the breast development - later hair
growa in the armpite and on the labia majora snd monsg pubia.
The sexual organs change -~ the vagina will become lerger and
the labia majora and minora too, The internal sexual organs
will grow or change due to hormomal influence, which will be
described in the next chapter. (See figure on "Patitern of

pubertal development™)

The medianage for the menarche (beginning of menstruation) is
poon before the age of 13, In the first yeara the menstruation
flow is irregular and for s shorter or longer peiod without
releasge of egg, Some girls have ovulation from the start. The
medianage for menarch?fd has decresased and at the same time the
menopause comes later. The reproductive pericd ig thup prolonged. -




BOYs:
In boys the median age for the firet ejaculation is around 13,
In zome of the boys one or both of the breagts will Qrow
(maatitia adolescentiun), This breastdevelopment will digsappear
after 1 - 5 years. The musgcle development and enlargement of

the genitals, growth of pubic hair etoc are the zame as in boys

without enlargement of the breasts.

The sizs of the testicles is a good measure of their function.
The Lower limit for & normal testical size in a man is 12 ml,
At 15 the testes have reached their adult gize, Other seconda-
vy sex caracteristices: changing of voice, facial hair gr-owth
and dé%ﬁ@ning of the voice are dependent of if there iz a
production of testosterone in the lLeydig-cells (in the tegtes),

Pollutionsa:
85 % of the boys and men experience pollutions (spontaneous
ejaculation during sleep) often in combination with zexusl dresmsz,
Before 14, 25 % of the boys bave had their first poliution and
of 50 year old men 1/3 experience thisz still.

PATTERN OF PUBERTAL DEVELOPMENT

After Thamdrup 1977, GIRLS: AGE BOYS:
changed acoording Vaginal changes 9 = 10
to earlier onset of Breast development -
puberty. The growth of pelvie
The figure show FSH inoreases in blood
the medisn age and
the range for the Puberty " The growth of testes and
development of the  LH and estradiel inorease 10 -~ 1l sorotunm
mogt important gex-= in blood FSH inereases in blood
varacteristics, Acoeleration of sceletal gr,
Vigible genital growth 1l - 12 The growth of'penis
Puberty
LH and testosterone increage
in bleod
Pigmentation of areola 12 = 13 Activity of the prostate

Acoeleration of sceletal
ventual breagt development

Maximal growth acceleration
Secretion of sweat slands

Pubic hair : Secretion of sweat glands
Menarche
Ovulation 13 ~ 14 Maximal sceletal acceleration

Voice changes; Pubie haix
Faoial hair: First ejaculstion

Aone: Voione changegq 14 = 15 Mature sperme: Acme
Soeletal grmwth stops 15 - 16 Growth of body hair

17 =18 Bceletal growth stops




Varistions in pubertal development.

There are considerable variations in the physical pubertal de-
velopment both in boys and girls. Boys who had no teasticular
growth by age 14, and have had no sceletal growth acceleration
at 16 may be considered delayed, The same applies to girls

who have no breastdevelopment by 14 or have not had a soeletal
growth acceleration by 15, A girw:whﬂ follows the normal physi-—
eal and sexual development but with no memarche is not conside-

red delayed.

DIGCUESION:
Digeuss the various problems that can meet girls and boyg with
delayed puberty (key—woords: schoolfellows, body—-image, socilal

contacts, overprotection)

Own findinge on teenwage gexual behaviougz, DISCUGETION:

Known teen-~age sexual activity can vary greatly due to reli-
glous and cultural influence, It iz therefore of little use to
present figures from Scandinavian countries where an open pér-~
nisgivenegs of gociety can influence the data collected.

Discugs and try o find out from sources mentioned in the indro-
duction if, in your country research hasg been publisghed on teen-
age zexual behaviour and try to get a copy of the questionnaire,
Study this to see if any questions show the repearcherbt own ne—
gative attituds towards sexuality or part of it, and if there
are leading guestionz that point to a certain answer., How meny

alternative answers can one chooge from?

If data on teen-aged sexuality is collected in your country, the
religion or culture can influence the findings (mthe answersa

collected and how these are inﬂﬂﬁpreted). Do the teen-saged popu~
lation answer according to what they do think, or do they anawer

as they think are expected of thea?

OWN QUESTIONNAIRE:
Try to write down own questions ahout sexual behaviour of teen—

agera. Do it together in small groups. When the whole group
gathers again, compare your resultae, Fill in the gquestionnaire

in private to cheok if the questions can be usmed.
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4, Changing gtandards of sexuality

The basic changes in gexual standards and behaviour during the
lagt century have been in the direction of more equality beot-

ween the sexes and towards the individusl”s possibility to
choose a sexual standard, - No physical barrier exist to

sexual eguality, BEver researcherz on sexuality of the disabled
women have began to consider other things than proPreation,
such a8 regearch with the aim to answer questions about a disa-~
bled woman”s possibility to enjoy and enhance her sexuality in-
stead of, as before state that a woman, even if disabled, is

always capable to satisfy a man,

But not so long ago digcussion among male and female reseaxchers
was animated: Clitoral versus vaginal orgasm, Were clitoral or-

gaon immature = and of minor status than vaginal orgasm?

That was before Masters and Johnson’s research in the 60:ies
whioh concluded in the statement that regardless of the sexual
sbimuli: masturbation, petting or intercoursze the female zexual
response was the same — ag described in the previous chaptex,
However the psychological experience of orgasm may differ hoth
in men and women, The most importantant factors here are the

individual‘s experience and own evaluation of satisfaction.

Thiz orgasm=discuszion was also before Shere Hite’s ztudies on
sexuality in women and recently sexuslity in men. ~ Another

myth spread was that men were ingensitive to affection in sexual
relationships., Dispelled also by Shere Hite, as all major studi-
eg on sexual relationshipé%%ﬁ&&éate very strong emphasis on the
value of affection in human sexuality. More men today than ever

before also support the value of affectionate sex.

EXER(OTSE

List the moat important qualities in a sexual relationghip. 1If
there are both male and femal btrainees divide in one group with
only women, one with only men, Gather and disecuss the result,.
If there are differences discuss possible cultural learned ex-
pectations,

5, SEXUALITY IN AGED WOMEN AND MEN

There are great variations among the individuals regarding =e-
xual attitudes, sexual interests and sexual capacitiesz,
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Physiologic ochanges in woman:after menopause:

The mugcle tensions, the Ygex flush" end the blood flow to the
genitals decrease in intensity. The vagine diminishes and the
lining of the vagina gets thin, and is eagily cauged to bleed,
Irritaticn of the vaginal lining after intercourse cen he seen.,
The vaginal lubrication starts slower. The elevation and
enlargement of the vagina decrease., The "gripping-function"

of the vagina is less prominent and the contmactions during or-
gagm ére fewer and glower to atart, The uterus iz diminished.

If the woman continues gexual asotivity up in the years, the

changes are less radical than if she stops suddenly.
Sexual interest and capability can be maintained into the 70:ies,
80sties and 90:ieg if a/person ig reasonable healthy and has an

intereszsted and interesting partner.

Physiologic changes in men:

The changes in the man’s sexual responge are similar to that of
the woman’s. The erection of penis takes longer time and demands
more intensive stimulation. The refractory pericd is prolonged .
after ejaculation and between ejaculation and a new erectlion,
The two phaseg in orgasm change, the ejaoulation can follow
immediately after emizsion or the emission phase is prolonged
and ejaculation fiuid can be very sparse. After orgasm the erec-—

b
E

tion dis-«appear quickly.

Both sexen:

In spite of the changes due to age, it is thus possible and
healt%yfor both sexes to continue the sexusl activity up in the
yvears if both partners show consideration for the changed con-
ditiong, The gexual relation — activity demands longer time and
more intensive stimulation. The frequency in interoourse de-
creagses, The ability in the man to have erectlion is better sus-
tained than the ability to ejaoulate. Both the man and the woman
must be aware of that if the odder man fails to have ejaculation,
thiz does not depend on the quality of the reletionship, It has
been shown that the woman’s frequency of intercourse iz depen—

dant on if the man is sexually active, Bven if results from dif-

ferent studies show that aged men in general seem to be more se—
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xually interested than aged women, many older women masturbates
ag opposite older men, often as a compensation for poor sexual
relations, An american study showed that 50 % of couples 60 years
old had sexusl intercourse, In couples with one pariner over 80

10 - 20 % had sexual intercourse,

ROLEPLAY:

A 70 year old woman visits you, a gynecologiast and complaing
about her husbands loss of inberest. He doesn’t ejaculate and
ghe thinks he doesn’t love her any more, B8he doesn 7t like to
masturbate « it is sinful,

Bxplain the age changes in both male/female, As her why she
thinks masturbation is sinful, Support her, - Change roles.

ATTITUDEQUESTIONS :

Till in your own answers to the 3 questions below, Discuss what
slternative answers are the most common shared in your country
and why,

1, What are your opinions about petting (mutual satisfaction to
nostly orgasm)?
Very positive
Pogtive
Indifferent
Negative
Very negative

2, In what cases do you accept sexual intercourse?
Casual acguaintance
Outside marriage (extramariatal intercourse)
Going steady
Only in marriage

3, What are your opinions about phornographice (picture/photos
with explicit sexual activity ~ physical)?
Very pomitive
Pogitive
Indifferent
Negative
Very negative

DEFINE PHORNOGRAPHIC?S!

L S
DEFINITION OF SEXUALITY:

Look back to the beginning of this chapter and your collected de-—

finitions of sexuality., Compare with the definition below! Perhaps
yours are better,

"3axuality is the feelings we have of ourselves as sexual bhelngs,

the ways we choose to express those feelings towards ourselves

and towards othera, and the psychological - physical capacity

we have to give and experience sexual pleasure."
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CHAPTER 3
SEXUAL IDENTITY - HETEROSEXUALTITY AND HOMOSEXUALITY

There are many different factors, that determine the mexual
ldentity of the individual$ mome are biologic, some are

peychowsocial s

Biological factors:

1. The chromosomes

2+ The gonads

3. The hormonal regulation during intrauterine life
4

+ The development of the internal and external genitals ana-
tomic structure

5. The role of hormonez in the differentiation of the hypo-
thalamus

6. The regulation of hormones during the postnatal development

Pévchomsooial factors:

7. The =e¢x given at birth
8., Subjective acceptanwof given gex

9. The choice of sexual parinsr

We will atart with describing the bioclogical factors and at
point 5. describe at length the hormonal functioning and

influence in men and women.

During differvent phasez of the development of sexual identity,
numeroue things are combined and determine if the individual will
become a male or a femmle. Many things mugt happen at the right
time and in the right way. There are many posalbilities to

wrong development and it is therefore more strange that this

does not happen more often.

l, The gex determined hy the chromosomes

When fertilization oceurs the gpermeell with the X or the ¥
sex chromosome join the gyum with the X-chromosome,

There iz a total of 44 other chromosomes with genetic material,
The genetic pattern for a male = 46, XY

The genetic pattern for a female = 46, XX

There must be two X-chromoszomesz to develop ovaries, and there




must be one Y—-ohromosome to develop testicelstructure, no mat-

ter how many X=-chromosomes there are.

2, Sex determined by the gonade (testes and ovarieg)

During the first weeks the genetic male and female fetuses do
not differ anatomically from each other, At this time (6th week)
primitive gonads develop and can gither change to testes or ova-
ries,

Differentiation into functioning testes occurs at the B8th week

when the secretion of testogterone (a male sex hormone =andro-—

gen) by the fetal testes have been shown,

Differentiation into ovarieg occurs at the 12th fetal week,

24 Sex determined by the hormonal regulation during intrauterine

life

The direction of the mexual differentiation (gee points 4,5) is

determined by the presence or abgence of testogterone within

the fetus, Th?g miet exist teatosterone for male development to

continue even if the pattern is 46, XY, In the gbsence of cex-

tain amounts of teatosterone, differentiation occurs in the

female direction, regardlessz of genetic pattern,

Another factor of importance here iz that the mother does not
have any dis#&gmmﬂes in her sex hormones and that she is not

given any sex hormones of wrong kind or amount.

4, Bex determined by the development of external genitals and

the internal zex structures,

In the T7th week male and female fetuses are identical in inter-

nal and external sexual anatomy.

Internal sex organs:

a/ male: The sex hormones determine the male differentiation.
Substance from the fetal testes causes a regression of the
milllerian—-duct—-gystem, circulating androgens develop instead

the wolffimn~duct—-system, which become the vasa deferentia,

the seminal vegicles and the ejaculatory ducte (see chapter 1).
There iz a clear difference in the anatomy of the internal sex

organs by the l4th fetal week,
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b/female: In the female fetus the gonads are unchanged until
the 3rd month, after that the gonads differentiate into ovaries.
No androgen ie circulated nor any substance that ceuwmes regre-

gion of the miillerian-~duct-system - so the Fallopian tubes, ute-

rug and the upper part of vagina develop out of thisg zystem.
The wolffian=duct—system regenerate due to no androgen-produc-
tion.

External genitalg:

a/female: If no edeguate levels of androgen iz presentinte Oth-

week fetus, the external genitale develop in the female direc-

tion. A clitoris, the labia majora and minora and a vaegina de-

velop,

b/males With androgen stimulation the male external genitals
are formed: the penis (from the urogenital folds/=in the female

the labia minoraf which will grow and form the ghaft of the pe-
nis; the glans penis develops by the genital tubercle /becomes
the female clitoris/), the secrotal sac /labia majora/ and the
tezteg, which migrate into the scrotum during the 8th - 9th fe-
tal month.

Now we have the genital =sex!

o, Sex determined by the role of hormones in the differentig-

tion of the brain

The androgen—production of the testes develop the hypothalamus

so its funciion changes from cyelie to a continuing function,

This is also important for the interaction between the pitui—
tary gland and the male gonads,

With no androgen—production the cyclic function of the hypotha-
lamug-pituitary~gonad system will be maintained fd be oclearly

shown in the menstruation—cycle in the sexmature woman.
Thls 1s the cerebral usex]

/natal development,
6 Sex determlnad hy the regulation of hormones during the poaﬁq

The hormones and their impotance:

-
Hormones have an impoﬁ;nt influence on reproduction and gexual

behaviour (sex—drive = libido). The brain itself is the major

regulator of these processges, with secretion of lormones fLron

hypothalamug, which in its turn control the funections of the

pituitary gland. The brain ig influencegby the zex steroid hor-

b—

mones produced in the gonads (testes 3, ovariea),




These hormones are eggential in the sgexual differentiation of

ate puberty (mee "pattern on pubertal development" chapter 2)

and as said above, regulate sex behavionr, but not solely —~

there are many more factors involved in the outcome of the

individual’s sexual behaviour,

Eatrogen = the female sex hormones
Androgen = the male sex hormones

Progesteron = hormone active in preparing the uterus for the
fertilized egg

A1l the three hormones above exist in both men and women, but

the difference hetween the gexes are the oconcentrations of the-
se hormones and what this means. In a normal man the androgen
(testosterone) dominates and in a woman the estrogen, If a

man gets too much of astrogen his zexdrive diminishes and
breazt=development can ocour, If 2 woman gets too much andro-
gen, she will develop facial halr, deepening of the voice etc.

Egtrogen level in men is about the same as this level in women
after menopause - this means 1/7 - 1/9 of the estrogen-level

a woman hag during ovulation,

Progesteron-level in men is about the same as the lowest level

in womén during and after menstrustion.

THE HORMONAL REGULATION IN GENERAL:

Hypothalamug produces a hormone (gonadotropin-releasing LRF),

which sontrols the release of two hormones: LH (luteinizing)

and FsH (follicle—atimul&ting) by the anterior pituitary gland.

High levels of circulating sex hormones turn off the hypothala-

mis hormoneproduction and lower therefore The pituitary releazing

of LE and ¥SH, Low levels of sex hormones stimulate the hypo-

thalamug” production of hormone which stimulatesg the pituitazry

gland to produce LH and FSH ete.

The regulation of hormones:
Man:
LH controls the production of testosterone by the Leydig-cells

in the testes, and FEE controls the preoduction of gperm.
Low testosterone = LH levels must compengate,

With low spermproduction — FSH-levels are elevated,
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Severe low testogterone can, apart from diminjighing the sex-
drive and malfuncfion in erection and ejaculation, also influ-—

ence the amount of semingl fluid since the progtate and geminel

vesicles are androgen—dependent,

The level of testosterone is about the game in male from the

onset of puberty to the age of 50 - 55 and decreases slowly

after that time, at the same age-period the feedwback mechanism
between the tesgtes and the hypothalamug-pituitary system diminish-
©s,

Boys:

There are three peak-changes in the male”s level of testoste~
rone: The first in the 12th fetal week, another steep rise

shortly after birth and the third peak cceurs at the time of

puberty, The level-increasement of testocterone at that time

ig 10 times its level bhefore. The greater muscle mass in late
adolegcent boys iz one of the results. The hypothalamic hormone
actz on the pituitary secretion of first LH, then FSH, which
increase at the same time as the third peak of teztosterone,

Before puberty there iz little difference in teatosterone- -
levels between boys and girls (this part of androgen~secretion

mostly develops from the adrenal glands under the kidneys), .

Womar:
Women have a series of cyclic hormone changes from the menarche

to the mencopause, The mengtrual cycle is divided in two phases

by the ovulation.

about the maturation of one or more eggs., Iuring this maturation

eatrogen hormones develop (which influences the growth of the

lining of the uterus after the end of menstruation)., The ovu-

lation occurs depending on LH»secretioq)and yellow cells gather
together (corpus luteum) from %the place where the egg iz releas-
ed, Progesteron and estrogen are formed by thsﬁgﬁﬁpua luteum w
thiz combination of releaszing hormones affectsNthe lining of the
uterus to grow., With no fertilization corpus luteum ztops its

production of hormones and the menstruation starts, ¥5H and LH

are regulated ag usuwal by releasing hormone from hypothalamus,




Egtrogen levels have, as said above, importance for the appea-
rance of the lining of the uterus, but also for the responsive-

nese in the woman’s sexual funotioning. Lack of estrogen melkea
the lining of the uterus pale, thin and dry -~ which can be seen

after the menopause, There are h%@ﬁ%rgﬁ%ﬁgggﬁﬁﬁI€§gih\afté%gﬁgﬁﬁﬁx

A special hormone: oxytocin is released from the posterior

pituitary gland in a gexuslly exited woman,

Girlss
A cyclic interaction seem to occur between the hypothalamus,

the pituitury glands and the ovaries, before the onset of mena-

truation, (Puberty in girls is more related to weight than age.)
In late childhood the maturing of the hypothalamus and thus
the changes in the sensivity of hypothalamus to circulating

gex hormoneg, initiate the onset of puberty. LH and FEil-levels

are higher in girls after menarche.

Estrogen levelg increase in blood at puberty, but testosterone-

levels do not increass above the prepuberty levels,

QUESTIONS:

What happens if a man gets too much androgen?
What happens if a woman gets too much androgen?

What happens if the testogsterone-level decregsges gevere in

a male?

What happens to women in the hormonal regulation after the meno-

. .
pause? To changes in sexual functionings

Describe the 6 biological factors of influence for the sexual
identity! Discusg which factor has the greatest influence!l

Can sbaence of tezstosterone caunge a female differentiation

even if the genetic pattern isg 46, XY¥,?
What are the gonada?

Which organs are involved in the cyclic function of the brain?

Why do we need hormones?
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Apove we have discussed the biological factors, that determine
the gexual identity of the individual, Different biological
disturbances such ags chromosome-anomalieg, genetic defects etc

will not be discussed in this module.

The outcome of the right combination and interaction of these
biological factors is our sex~drive (=libido or need for sexual
satigfaction) and our "physical capacity” in a sexual relation-

ship (see definition on sexuality in the end of Chapter 2).

The gex=drive iz very individual and varies not only between
individusl men and women, but also within an individual acoor-
ding to different situations in life, siress, illness, happiness.
Among hoth men and women are gingle individuals, which are
totally uninterested zexually. The reason can be a severe lack

of sgex hormones or a gpecific brain damage. A few men and women
have a very sirong sex-—drive and a few a very weak drive, Most
men and women are placed in the middle part of this "drive-scale".

SEXUAL IDENTITY ~ PSYCHO+20CTAL FACTORS:

In each degeribed fator, numerous influenceg from different
sources both within and outeide the individual play a part, .
Below we will try to deccribe gome of the roote of:

"feelings we have of ourselveg am gexual beings"

"the ways we choose to express those feelings" and

"the capacity to give and experience sexual pleasure",

Paycho-sotial factors:

7. The zex given at birth and the uphbringing
8., The subjective acceptance of given sex

9. The choice of sexual partuner,

In dizcuszion on homosexuality, whieh followe point 9., the

content of points 8 and 9 can” { be clearly weparated,

The sexual identity determined by the sex smiven at birth and
upbringing,

Social learning is far more important in developing own zexual
identity than the biciogic factors described earlier. Neverthe-

less biologic factorps do aluo interact,
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As soon as the midwife declares that a boy or a gixl is boxn,

a process starts, Both parents do behave in a different way
towards an infant boy than towards an infant girl, They not
only behave in a different way, they have also different ex-
pectations on how a girl or a boy ghould react and thus rein-
force certain behaviour in the girl or the boy. Ln general,

the child who from birth is regarded as a girl and is brought
up according to the rules of "girl-upbringing in the particular
gociety to which she belongs, will see hergelf as a girl and

will develop a feminine sexual identity. And the ¢hild, who iz

called "boy" and is brought up the ways boys are, will see him-
self as a boy and will develop a masculine identity according
to hig society.

A mother in an article about mentally retarded described her
child’s development, Nowhere did she mention the child’e sex,

The ohild was a 10 years old girl, - This ig an exemple on

how some parents can’t accept thesexual identity of their
disabled children out of different reasgons, and txy fTo give

their children a neuitral identity -~ a sex-less identity, which
seldom can develop into a true identity without external gupport.

One =tudy on children with the sex given at hirth in oppoalte

to the hormonal sex, could accept the sex given at birth, The
few who could not, were children of parents insecure if the
ohild really belonged to the sex given and not fully had accep-
ted the aituation, and therefore showed ambivalence in their
sex—oriented upbringing. So the szex given at birth can therefore

often influence the way children perceive themselves sexually.

The child”s sexual identity in masgculine or feminine direction
is rather deeply anchored at the time the language develops,
about 18 months « 3 years., At that time they perceive how other
people react to them and also become more aware of how they

are dressed -~ an additional source to the sex, defined by

the given culture or society (see Chapter 3 - pasychosocial

aspects on sexual development),

The c¢hild“s sexual identity is alsgo influenced by the parents
attitudes towards sexuality in general and their own sexual
identity as a manand a woman, and if their parents show any
ambivalence in their perceptions of themzelves.
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Cultural or religious emvironment versus immediate family envie

ronment. The sexual attitudes of the parents in their turn

depend on the sexual attitudes their parents digpliayed according
to-the normes in society, the culture they were brought up in

and the norms dictated by their religion, Is is very difficult

to differentiate theae cultural and religious influences from

the parents’ own attitudes towards sexuality. These are inter-
mingled and further shown in the interplay between parent-—ghildren
and between members of the whole family. Their views on sexusali-
ty as a wonderful thing or as a foreboding thing, are trans—
ferred to their children as well as the ways they show affection.

Perzonality development, How the boy or girl in early shildhood
e¢xperienced their parents” acceptance of them and how they were
shown tenderness and love influences the child’s attitudes to-
wards trust and warmth in sexual expressions later in 1ife. This
love and tenderness can also be given by a substitute parent —
& close relative; It is difficult to trust and to love someone,
to give and to recieve fully in & lovewpexual-relationship if

an adult hasn’t experienced love eazrly in life from someone.

The sexual identity determimed by subjective scoeptance of

Ziven sex,

Above we began to touch the matter ofsubjective acceptance of
given gzex, since gatisfaction in and acceptance of male or fo--
male roles are greatly influenced by early childhood~ experien~
ces with parents, as well am other members of the ologe envi-
ropment at home. Agceptance of psers is another factor - and
with this comes also the possibility to develop a permonality
through close interaction with the same agemgroup, In this
inter~play the child learns how to behave to be accepted by
others outgide family and also learns about own reactions to
other people and other people’s reactions towards him or her,
a8 a growing boy or girl, Hemember the question about delayed
puberty. How does this affect a teen-aged boy - a teen—~age girl,
and how much of thies does the adolescent bring into a relation—

ship as an adult?

Bex education. How we are taught about sexuality does algo
affect our attitndes of sexuality, It depends very much on the




gources of education if we as adults have a gex knowledge

based on factual information or if our knowledge is full of
misconceptions, that can ingtil anxiety and fear of sexual
relations in we, later on and on the spot. = Back to cultural
and religious influence, Is it good to be a boy, is it good

to be a girl in the zociety you are brought up in? This algo
affects subjective amcceptance of given sex, A lot of supporiive
aggistance ig needed to counteract, if society declares " a boy
is better than a girl". This is especially needed to make the

woman feel good about herself az a woman,

Sexual experiences of traumatic nature such asg rape, incegt

and repeated hargh punishment for masturbation can or cannot
influence attitudesn towardg gexunality ae a whole, or towards
%%ﬁﬁﬂgéﬁfgﬁxﬁf“&t dependé?%? feelings of guilt and own fault are
reinforced by the family-membexrs” attitudes towards the speclal
situation (rape, incest),

Sex—role and sex identity, has been degeribed of some author asm:

LLEN

Sex identity is the private experience of the zex role and

gex role iz the public expregsion of sexual identity". We can
of this see that these definitions overlap each other, and

that role= and identity~formation in children are complex and
can’t be clearly separated, since so many factors are combined

in the prooeas,

The szexual identity determined by the choice of partnex,

Some young people may have difficulty in making a satisfactory
heterosexual adjustment. The extent of their difficulties may depend
largely on the nature of the early parent-child relationship. The
attitudes developed by the child in its early interplay with its parents
can persist in youth, and be generalised to relationships with other
men and women.

1f a girl, for instance, has experienced love and admiration from
her farher, she will expect as 2 woman her relationships with men in
general to lead to love and admiration. On the other hand, a girl
whose father has been cool and indifferent to her may tend as an
adult to fear rejection by all males. In the same way, a boy who has
been dominated by his mother will be prepared for similar behaviour
on the part of other women.
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Parent-child relationships can thus facilitate or hinder the child's
chances of achieving satisfactory adjustment to the opposite sex as
an adult. Other factors that can complicate such adjustment include
an acquired fear of sexuality, and a fear of social relationships in
general; such fears should be particularly observed and combated in

handicapped children.

Complications in adjustment to the opposite sex do not mean

that an adult choos# a gexual partner of the same sex,

HOMOSEXUALTTY

Homosgexuslity means that a person iz interesgted or attracted
not by the opposite szex, but instead sexually prefers members
of the same mex. Homogexuality ineludes gexusl degire or fanta-
gy uniquely directed fo the same sex, as well as overt smexual
bhehaviour, Mozt people are heterosexual, while other are homo-
sexual, Az long ag hictory hae existed; homosexuality has,
Homosexual men and women are asg heterogenous a group as hete-
rogexuals in regard to occupation, education, life-aztyle,
perscnality characteristics and physical appearance.

Due to increased pernmissiveness in society members of howmosexuak
declare themselves as such more than earlier, 1948 in Kinsey’s
data 4 % of men were exclusively homosexual, 10 % predominantly -
homogexual and 37 % men had had one homosexual experience lend-
ing to orgasm after puberty. The figures of female homosexuality

were lower,

No one hasg so far been able to answer the question of why

persons become homosexual, Most researchers believe in a combi-~
nation of genetic inheritance (mostly hormonal) and environmen-
tal, What ig known, ig that homosexuality is deeply rooted in

the personal identity during the firgt years, It ig not some.
thing that happens in puberty out of a sudden, And more important,
2_peraon can not be homosexual through a homosexual sedugtion.

Misconceptiona about peductions can stem from the fact that

many homosewxual relations exist during adolescence, To feel
affectlon for =zome one of the zame gex i= a part of the perso-
nality development -~ to work with feelings about sexuality, to
create an own identity before growing up, What do I want?

What do I need? What do I helieve in? -
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Lawa againzt homogexmality still exist in =some countries. In
other countries the laws have been changed and a classification
ag c¢riminals has been taken away - avound 1940, or the permit-
ted age for sexual intercourse has bheen changed to the same as
the age for heterosexual intercourse — around 1975. It depends
very much on the permissiveness towards homosexuality where
contacts can be egtablighed between homosexuwals, It can Le
eagier in regtricted countries to live as®homogexual woman and
to have homosexual relations, due to the ingredients in the

female gax—role of showing affection ete,

There are i ces between heterozexual and mnosezual
love — gex « relationshipa, A resgtrictive environment can al-
though make it difficult to develop a longstanding affectionate

homogexual relation, Many hidden, temporary short homosexual

relationships are the congequences, ~ Other conseguenses of a
negative culture, society or envirommental attitudes towards
homosexuality, are the difficuliies homosexuals have

1/ to accept their homomexuality (in spite of their families
dissapprovement) and 2/ to begin to geck homosexusl relations,
Some may never dare to experience gexual relations and foxce
themselves either to celibacy or a heferogexual relation, without
the mutual ingredienceg of trust and preference of the opposite

BCX.

The gexual behaviour in homogexual men and women do not differ

so much from that of the heterosexual population (except from
uging intercaurse). FPetting, oral gex (using mouth and lips

on the genitals), anal sex ( using anus instead of vagina), the
use of a dildo (artificial penis) among homosexual female couples
and masturbation are the zexual asctivities all:i:hetero— and
homoszexual, can use., As in heterosexual couplez the preference

of type of sexual activity depends on - the couple’s agree-
ment and on fthe individual’s own attitudes towards the specific

gexual activity,

One agpect on how medical professionals treat homosexuals
with a cowmpetent professional =zervice without transferring
own negative attitudes ftowards homosexuals or towards anal
mex, iz when a surgeon , in cages of cancer in the rectum,
tries to mave am much as poseible of the anusz, when dealing
with & homogexual male,
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DISCUBSION —~ QUESTIONS:

#® What is libido?

* Which ssycho-social factors have influence on a child”s
sexual identity?

¥ Around what age and why that age, are children’s mexual
identity rather set?

Dizenga:

How =trong iz the cultural and or religious influence on
ggxuality in your country?

EXBROISE AND TASK:

Invite a religious leader to express his/her view on sexuality
and upbringing. Discuss with him/her how you best can inform
parents about upbringing, with the end-=result:

a sexual healthy man and woman with as little misoonceptions
and sexual fears as possible,

Queation:

¥ What factors influence a person‘s acceptance of the given sex?

EXFHCTSE

Try to reecall , each of you, misconceptions you had about mex.
Ligt them!

Disousg: what made you give it up and substitute it and with
what?

of
Make an own role-play of oﬁ&{éour repemberances,

Digeugs: Do attitudes towards rape differ botween men and women?
Divide in groups, one with men one with women,

List the attitudes of men/women in each group.

Gather and discuss if the attitudes the men showed in reallty
are the same as the women-—group expected, Do the same versus
women‘attitudes ~ real and expected by the men’s~group.

Diseugs: What factors influence attitudes towards rape?

ATTITUDE — QUESTIONS:

* What are your opinions on homosexuallty?
Very positive
Pogitive
Tndifferent
Negative
Very negative.

* What are your opinions on heterosexuality?
Very poaitive
Pogitive
Indifferent
Negntive
Very Negative

* What are your opinions on oral amex?
Very poaitive
Positive
Indifferent
Negative
Very Negative
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rectum and the

Attitude—~questions cont.

# What are your opinions on anal sex?
Very positive
Pogitive
Indifferent
Negative
Very negative

EXERCTEE:

Dipougs: How hany of you know any homosexunal man or woman?
Are the attitudes shown in the attitudequestion above, diffe-
rent anong those of you who know a homosezxual person, than
among you, who do not know a homosexual person?

Disecuss: What kind of homosexunality are you more positive
towarde?

Female homosexuallity? or

Male homogexuality?

Disouss WHY (if you prefer any sex)
Ie more positive = lesz threatening?

ROLEPLAY

4

A hospital setting, A surgeon has discovered cmcer of rectum
in a male 40~year old patient, The szurgeon must tell the pa-

of thelanus must be removed. — When informing about the anus
the patient suddenly beging to speak about hig welation with a
man, The gurgeon can’t understand what this hag %o do with the
anus,

Continue the role~play with how the =surgeon more and more

beging to understand that his patient in hig sexual behaviour

uses gnal sex, Poritray differvent types of atititudes towards
homogexuality and anal sex, Change roles.

tient of hig findings, how the surgical treatment will he, most
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CHAPTER 4
SEXUAL DYSFUNCTIONS AND DISABILITIES

We will first deszcribe the most common types of sexual dys~
functions in men and women together with probable causes to
these problems. The second part of this chapter deals with
sexual function/dysfunction — disabilities and begins with an
analysia of the various factors involved in the devlopment of
& harmonioug gexual life for a person with a disability.
Neurologic mmpects on sexual resgponse are desoribed briefly,
followed by function/dysfunction in some disabilities.

some sexual dysfunctions in both sexes can have an organic ori-
gin baged on physical causes, others are depending on psyoho-
genic factors - and gome can have a pixed organic —~ psycho-genic
. background. In thie context we will only deal with the sexual
dysfunctiong with psycho—genic causges. The organic sexual dya-
functions will in some part be desribed in the section on
disabilitiesz. Below are the physical factors included among
the various possible factors involved. in causing sexual dys—
funetions:

Physical factors

Lack of knowledge and misconceptions

Poor sexual stimulation and technic .
Paycho—-gocial factors (fear of gexuality — mex-role ambivalencé)
Conflicts between partners

Problems in communication

MALE SaXUAL DYSFUNCTIONS:

IMPOTENCE

Impotence is the inability of the man to obtain or maintain an
erection of sufficilent firmness to allow intercourse. Brective
failure in men is the equivalent to certain kinds of sexual

dysfunction in women. The sex—drive is intact, but the bloodflow

to the genitalsz is not sufficiently increased by sexual stimuli.
Impotence can be primary, the man has never been able to have
intercourse, Impotence can also be gecondary (in most oaaea),
the previous function hag been normal, he has been able before
to have intercourse. About 85 — 90 % of men with impotence szeen

to have primarily psychogenic causes to their dyscuntion.

But isolated episodes of inability to obtain or maintain an .

erection are very common and can depend on acute illness, r
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tiredness and anxiety in the specific situation,

Paycho—genic causes of impotence can sfem from psycho-social
factors in childhood~adolegcent—development, for instance:
difficulties to identify with a too weak or too strong father-
figure, very rigid parental attitudes towards the boy s ex—
pressed mexuality. Intra-paychic factors, such as anxiety,
guilt, depression and poor sgelf-exteem can be mingled with deve-
lopmental factorsz or relationship difficulties. Homosexmality

gan also be a reagon,

Since impotence can be the first aign of untreated diabetes,
J .
it is impofant with a careful physical examination to exclude

this diagnosis,

PREMATURE BEJACULATTION

Premature ejaculation is a common sexual dysfunction and is
difficult to define, depending on the interaction with the
female partner”s sexual response cycle, In some cases, rapid
ejaculation does not impair the ability in the woman to achieve
an orgasm, Socigecultural and personality factors coanplicate
the evaluation of how long a man can be active in intercourse
before ejaculation, Thug, a rapid ejaculation can reflect an
attitude of, that a man’s sexual gratification ig the most im—

portant in a sexual relationship between man and woman.,

There seem o be a strong learned factor in the development of
premafure ejaculation with early coital experiences (intercourse)
when the man ejaculated rapidly, for instance out of fear to be
discovered, Some mean that relationships-problems, unconscious
hostility toward women or fear of women, can be factors in the
underlying process,

Magters and Johnson“s definition on premature ejaculation im:
" the inability to control ejaculation long enough to satisfy
the partner in at leact 50 % of theixr intercourses, when there
iz no female dysfunction; or inability of the male to exert
voluntary control over the ejaculatory reflex". — The man’s
orgastic satisfaction is therefore reduced because he stops

before he reaches the peak of satisfaction,
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EJACULATORY TMCOMPETENCE

Ejaculatory incompetence means both retapded elagulation (eja— 4
culation retardata) or inability to ejaculate in the vagina.

This male gexual dysfunciion is the least common of eexual dys-~

fonetions in males. The man with this dyzfunction hasz seldom
difficulties to obtain an rection and is able Yo maintein erec-
tion (firm) during very long time of intercourse -~ the opposite
of premature ejaculation.

The most common form is primary ejaculabory incomptence, the

man Abs never been able to ejaculate in the vagina. Some of
theze men can ejaculate with masturbation, others with manual

or oral stimulation of the penis, Some men however can never
ejaculate with any form of sexual activity. Becondary ejacula-
tory incompetence can be seen in some men, who hefore had normal

funetions. 3

Most cases of this dysfunction are of psycho-genic nature =

and many the same as in development of impotence: childhood-
experiences of instiling negative sex attitudes, for instance
ig'masturbation to ejaculation‘ egarded ag destructive,
Relationship problems, hostility, férr and rejection of the fema—
le partner, homosexuality can also be factors of impggance in

development of this gexual male dysfunction,

Combination of sexual dysfunetions e¢an appear. Premature ejacu-
lation and impotence ig the most common; sometimes mern can have

both impotence and ejaculatory incompetence,

FEMALE SEXUAL DYSFUNCTTONGS:

In the origin of female zmexual dysfunotions many myths and
misconceptions about female sexuality are still mixed, even

if the attitudes of female sexuality have changed to a more acc-—
cepting one, regarding a waman ‘' capable of gexusl arousal

and own sexual satisfaction, ¢orresponding to the man’s capabiw

1ity.

Basic knowledge on sexual anatomy, human sexual response, .
sexual identity~forming and description on female sexual eXpe-—
riences counteract myths on female sexual inferiority. In spite .
of this psycho—sovcial aspects of upbringing and development, can
howaver still trancfer old mythy and o)ld misconcentions to the
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VAGINTESMUS

Vaginismuz ig defined as inveluntary constriction of the muscles
surrounding the vaginal opening and the outer third of the vagi-
na. It can be sgeen in young women in their first attempt to
intercourse as weil ag in aged women, Vaginismus can vary in
severity. In some women intercourse iz imposzszible, the penis can
not enter the vagina duwe to apasm and pain., Thesze woumen are

unable to use a vaginal tampon during menstruation.

In others intercowrse is possible but painful, Sexual arousal in
women with vaginismus is usually normal, and so is the sex-drive.
A few women can be uninterested of sex or inhibited, Vaginal
lubrication exigte and sexual activity without intercourse can

lead fo orgasa.

The sourcegs to vaginismus can be a& variety of psycho-social
factors, As described in earlier conditions of male/female
sexual dysfunctions, a negative, punitive upbringing versus
sexuality ocan algo be the origin in development of wvaginigsmus.
Some women with unconsummated marrisges (due to vaginismus) may
have had difficulties in making a psychological transference

from "gex is sinful® to "gex is good", A severe  traumatic
experience physiocal or psychological can be the uaderlying fact—

or,

Vaginismus can further be degeribed as an tnvoluntary reflex
in the woman where vaginal penetration iz connected with =ome-

thing unpleagant, painful or dangerousz,

ORGASMIC DYSE UNCTION

Some ten years hefore (1970:5), frigidity was nged as a term
Yo describe many female sexual difficulties (¥omen unintereszted
in sex, nonorgastic women, women with deficiency in lubrica-
tion and sexual arousal etc,),but this definition was lacking

in adeguagdy,and implied negative attitudes towards women.

Many professionals now instead use this classification:

Primary orgasmic dysfunction = & woman who has not achieved an
orgasn under any circumstances
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Situational orgasmic dysfunction = women who have experienced
orgasm on oné or more occasionsg, but only under certain circum—
atances (=during masturbation etc)

foital orgasmic inadeguacy = women who can’t reaoch orgasm during
intercourse, but during many other sexual activities

Secondary orgasmic dyafunction = women who regularly became

orgasmic before, but no longer are

Analysis of one large series of women with orgasmic dysfunction
revealed that in 95 % of the cases, the dysfunction was psycho-

genic,

Tt ig difficult to trace the origin of orgasmic dysfunction,
due to the negative cultural influence on female sexuality.
The adolegcent girl waé%%%%§ allowed to develop romanticism
and have fantasies about future maternality. Apart from thie
influence, factors in psycho-social development seem to play a
part, with the earlier mentioned negative attitudeas towards

gex and nudity and traumatic sexual experiences.

Note that such traumatic events as rape, inc d

seduction, do not necegsarily imply gexual dysfupetion dn adullc

hood, Many more women can cope with such negative influence

without any sexual problems, Why a few women and & few men

develop dysfunctions due to traumatic experiences are not known,

Guilt can be a factor in the cause of orgasmic dysfunction

and stemming not only from events under childhood — adolescence,
but also e reflected in the persomality. Anxiety to perform
and to be physical attractive can be underlying the guilt-fee-
ling and be partly due to self-perceptions — partly %o demandsa

from the partner.

Fear of logs of control during orgasm in a few women, can result
in these women’s blocking of gexual arousal, Low sgelf-esteem

can be a factor here, — In many cases orgasmic dysfunction may
stem from poor communication, hostility ftowards or digtrust

of the partner, To communicate gexual preferences to their
partners iz often blocked by a lot of things: " I can’t tell
him what I like, what would he think aboutl me?™

Possible therapies in sexual dysfunctions will be mentioned in

chapter 5.
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SEXUAT, FUNCTION/DYSFUNCTION IN CERTAIN DISABILITIES:

We begin with an attempt to analyse which further conditions
than described in Chapters 2 and 3, have influence and cooperate
in the development of a harmonious szexual life for a person
with a disability.(The text and constructed figure from "Sexual
Counselling for Digabled Fersons™ by I, Nordgvist Chapter 9 in
"Total management in muscular dystrophy" Ed., B. Kroz 1982,)
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# The Figure "Harmonious sexual life —persons with disabilities™ is
my attempt 1o analyze the various factors involved in this context.
Which conditions do then cooperate in the development of a
Barmonions sexual life for @ person with a disability? In the middle
we recognize a person with a disability surrounded by social
barriers. These burriers are, for instance, caused by artitudes (lack
of knowledge, lack of habit in socializing with disabled, anxiety
lor the unknown frequently held by basicly insecure peapte),
economy (difficulties in having a free choice of activities, lack of




means to travel even shorter distances). communication {(and here |
meun both ability and skill in relationships and communication in
the sense of transport), work and dwellings. How these barricrs
are obstacles and o what degree depends on the disability and
utmosl, how this particular disability is, or in gencrul, how
disabilities are regarded in our culture.

All the time there is an interaction berween a person with a
disability and his social environment, which consists of both longer
and shorter contacts. Family and institution (in case upbringing
takes place there) are more important than shorter contacts: peer-
contacts and working-contacts have unfortunately in some cases »
far minor importance than they have for non-disabled,

Three ingredients: self-confidence, emotional miturit yand sex-
role idemtification—all important for realizing an emotional and
sexual relationship-—form the psychologic development and are
influenced by the guality of the interuction mentioned sbove,

scll-confidence, for instance, stems from being aware of, from
carty on. and constantly being reminded that you have human
worth and that you are loved and trusted. In contrast with the child
whao is disabled by guilt-feelings of parents, the attitudes imposed
from the parcuts environment and so on, The tendency in our
culture to more easily criticize and foster certin goals in the
disubled ¢hild sct up by others in accordance with the non-
disablod’s perspective—not so much 10 show fectings and give
praise and encouragement —strikes against the concept of sclf-
confidence. We are forgetting how much dumage negative suppor
can give and how much more encouragement is necded to
outweigh this, 1o at icast cqual balance,

Emotional maturity demands learning to master the difficult
task to dare to express your own feclings and to interpret those of
yourself and others. If you are met with double messages, due 10
the commeonly held beliel "you must never hurt the feelings of a
disabled person®, then this can make it much more difficult to
integrate what sort of peison you are, with what sort of PErsen you
want 10 be, and accept it. 1t is the same with sex-role-
identilication—but society's ideals and the minor leisure time
spent with pecrs on your own are things to take into account. Also,
the parent's lack of knowledge on sexual possibilitics for disabled
grown-ups makes it more difflicult for them o provide the
understanding climate which points to future family and sexual life,
which is comman 1o non-disabled.

Some other important phases and regquircmicnis YOu Mmust po
through and which must be met, are that the liberation Jrrocess
from the parents has been worked through, that the msvehologic
capability 10 make sexual contacts is there and that there is a
capacily to maintain the contacts achieved {that is: stubility in
social contacts),

These three requirements in their turn depend on the psycholo-
gical development, and on the interaction with the social environ-
ment that surrounds the person with a disability. You play the role
you are allowed o play.

The liberation process must be seen both ik a practical sense as
a more emational-psychological connection, where both parts
should be worked on wwirds o solution. For parcats the most
important goal regarding ¢motional liberation, should be in the
direction of "the necd not to be needed” than “the need 10 be
necded™. This can be the most difficuli readjustrhent for parents 1o
make —as well as staff —and demands much support. The psycho-
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logical capability 1o make sexual contucrs depends on uli former
stages i cooperation, as well as the stability in social contacts
where more honesty and steaight Torwardness are needed from
carlier contnets to moukl your behaviour and make your sell an
ML, more olBEoing persen 1o have contact with,

I'he psychological development including the liberation pro-
coss, choice of sexuat contacts and the stability in secal contacts, |
choose to call "the psychological state” and this is the starting
point for the capacity for a "harmonious” sexual life.

How can you eliminate these unfavourable conditions as much as
possible? Knowledge, spread 1o the social environment and 1o the
disabledd person himsell, including information, that also handi-
capped persons have possibiitics of a sexuval life, might change
the attitudes in both groups in a positive direetion. The behaviour

might alter this way and might have a positive impact on the
guality of interaction bewween thew, This, of course, influcnces the
psychological development and the "psychological state” in favour
of a4 "harmaoniouws” sexual e

The socid bareices must be broken through by wedges of
conunanication possibilines (bhroader surface of contacts), dwelling
possibilities (iberaton process cte), financial possibilities {stahility
of contuct in the practical sense, ie, being able 1o afford o meet
somcone regulurly) and working posstbilities {(choice of conmacr,
but also sell-conlidence wxl other related psychological facts).

I have discossed the influgnce on the psychological develop-

ment for a person with o dicability and the social barriers.
Furthermore, there are conditions which directly or indirectly have
connection with the performance of the sexual activity.
‘ For certain persons, where the disability directly or indirectly
influences the sexual functions, there might still be valid direet
sexual possibilities, The therapeutic measures here are: Providing
sexuul psychotogical knowledge, elimination of eventual anatomi-
cal obstacles (for instance total hip replacement where contrac-
tures or ankylosis make sexual intercourse impuossibie, or mare
concemrating on prevention of contractures in cases of museular
dystraphy). The mostimportant target groups are both RIS in
a sexual refationship, disabled or not, M

Before degcribing the citects on physiologic sexual responuwe

in mern and women with disabilities, certain important factors
mast again be stresesed, ~ It has been shown that rigid negative
attitudes towards sexuality as a whole in professionals of all
kinde, strongly correlate to their treaiment of disapgled men”a
and women‘s sexusl concerns, This finding mingle with lack

of knowledge, misconceptions and myths about sexwality - disabi-
lity and attitudes towards disability, and result in an amount
of various interceptions, direct or indirect, in the sexual
identity and sexual life of a digabled man or woman; i.e.:

lelse, none or cengureéd information on sex l1ife

Transference of guiltfeelings Fion
Incouragement to a sex-less existence, sometimes a condem
Pransference of own inhibitions in gexuality, thus blocking
sexual alternatives

* % k *




Neurologic mechanizsms governing phygiologic sexusl regponse:

Seaments 14
gp.nul C,DY’GL'-

cervical

Tn-

thorncic

CONUS mmedeilars
pam——

L= lumbar

5‘: gacral

31 pairs of peripheral nerves

branch out from the brain and spi-
nal cord. Each pair of nerves be-
long to one segment of the spinal
cord - the numbered segments coOTI=
respond bto the level of the surroun-
ding vertebra of bones of the spine
(see figure), The cord terminates

at the segond lumbar vertebra = L

= the conug medullaris.

Sexual excitement phage:

Erections: the type of erection
described in Chapter 1 (by thoughts
and external stimuli) is a cexebral

erection or psychic erection. The
pense organs, the central nervous

sygtem (including the spinal coxd),
the reflex center in the spinal cord
(along the entire length of the

gpinal cord are reflex arce — basls
for motor activity) and the peri-
pheral nerves must be intact for
erection to happen.

Erection is meditated by parasymph-
atic fivers from the Sacral apinal
cord segmentsz S 2 -« 4 via the
pelvic nerves, Cerebral eraction
may also be triggered by impulses
transmitted through the symphatetic
f} bers, that leave the spinal cord

at the junction of the ThoracoLumbar

segments. There is another type of erection - The reflex eraction

which iz brought about by tactile stimulation of the genital

region, The neural mechanism described above (8 2-4) is essential
for reflex erection, which depends only on the peripheral nerves
and the reflex center and may happen even if there is a lesion of-

the opinal cord above the reflex center,




Femalet In the woman the equivalent to erection is the bloodflow
to the labia, the vagina and clitoris and +he lubrication af
the vagina - This bloodflow and events of lubrication are

triggered by the same nerves as in the man - both in cerebral

and reflex arousal,

The emigsion in the male and the cloging mechanism of the blad-

der’s neck, are governed by the symphatetic nervfibers transmib—
ted through the segments T 11 - L 2 of the spinal cord, In the

woman the contractions of the uterus,in the beginning of the orga-—

sm phase and secretion also meditate from T 11 ~ L 2 {One countis
the zegments from above), as described above,

Ejaculation is achieved by a series of contractions of the strige

ted mugeles in the pelvie floor, innervated by somatic nerve
fiberg from the zacral apinal cord segments S5 2 - 4 , through

the pudendal nerve. The woman’s equivalent is a serie of contrac-

tions in the same musacles a8 the man, at the peak of intercourse,

is also meditated by 5 2=4.




