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ABSTRACT

Sometimes two or more disorders might co-occur or might have common symptoms. For
instance, sexual thoughts can be associated with Obsessive-compulsive disorder. This study is a
case report of exposure and ritual prevention and aversion therapy. The client was a 30-year-old
client, white, male, who complained about erectile dysfunction and homosexual obsessions. He
had a history of homosexuality and at the moment had changed his sexual orientation. He lived
with his wife (female) and had difficulties with his sexual arouse. Obsessive-compulsive disorder
symptoms involve unwanted thoughts about sexual relationship with other men and avoidance of
situations where other men are present. It leads to depression and marital distress. The client
received seven sessions of exposure and ritual prevention and aversion therapy. To investigate
the effectiveness of treatment, Yale-Brown Obsessive Compulsive Scale, Hamilton Depression
Scale (1960), Quality of Life Satisfaction Questionnaire, and self-monitoring were used. As a
result, Cognitive behavior therapy was effective in reducing Obsessive-compulsive disorder and
improving the mood, quality of life, and satisfaction of sexual intercourse with his wife.

Keywords: Cognitive behavior therapy, Sexual obsession, Obsessive-compulsive disorder,
Erectile dysfunction, Homosexuality.

Introduction

Erectile Disorder (ED) is one of the most common disorders observed in 30% of 40-70
year-old males (De-Boer, Bost, Nijeholt, Moors, Verhill, 2005). Surprisingly, some researchers
have stated that there is no the relationship between age and ED (Mirone et al, 2002; Ansong et
al, 2000). WHO defines ED as the persistent or frequent inability in reaching or staying in
sufficient erection for sexual satisfaction (Jurdin et al, 1999). Sexual functioning is one of the
most important determinants of one’s life quality and impacts his/her mood, interpersonal
relationships and personal satisfaction, family, work, health, general satisfaction and cheerfulness
(De Busk et al., 2000, Kitai et al., 2002, Tan et al., 2007). Therefore, there is a strong relationship
between men's concern regarding their partners' sexual satisfaction and their attempts for treating
ED (Tan et al., 2007). The previous findings have showed that different factors might affect one’
s desire to seek professional help, factors such as socioeconomic and educational status, (Cor, L.
2002), tendency to marry (Sookdeb, S. 2007), severity of ED (Mirone, V.,at all 2002. Matic, H.,
McCabe, M. P. (2008), and psychological aspects of masculinity, i. e. being honorable, self-
reliant, self-respectful (Sand et al., 2008).

It should be mentioned here that masculinity is defined differently in different cultures
(Oliffe, 2005). However, some reasons prevent men from seeking professional help, reasons such
as shamefulness (Fisher et al., 2005; Shabsigh et al., 2004; Perelman et al., 2005), age, in that
younger men are shyer than elder men (Shabsigh et al., 2004), unwillingness to go to therapy,
because the client might not feel at ease with the therapist (Perelman et al., 2005) which is further
due to illegality of homosexuality in Iranian culture, and mistrust to treatment (Kitai et al., 2002;
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Shabsigh et al., 2004; Fisher et al., 2005). Sometimes two or more disorders might co-occur or
have common symptoms. For example, obsessional thought can be associated with ED.

Obsessive - compulsive disorder (OCD) is a kind of the anxiety disorders which is
characterized by intrusive and frequent thoughts, ideas, images or impulses and leads to anxiety
and mental resistance. Therefore, the individual is forced to show some observable or
unobservable behavior based on inflexible rituals. Common themes related to OCD are
contamination/cleaning,  harm/checking,  aggression, religion, sex, responsibility,
symmetry/ordering, compiling and hoarding (Mckay et al., 2004; Foa et al., 2002; Abramowitz,
Franklin, Schwartz, Furr, 2003; Mataix-cols, Rosario-campus, Leckham, 2005). According to the
reports, OCD is prevalent among 1.6% to 2.3% of the population (Kessler et al., 2005; Ruscio,
Stein, Chiu, Kessler, 2010). In clinical samples, obsessions have been reported more than
compulsion and is more distressing than it (Maselli, Rector, Madifferential, 2003). Symptoms of
OCD occur temporarily (Matrix- cols et al., 2002), and are cross- culturally stable (Matsunaga et
al., 2008). They have distinct neural substrates (Mataix- cols et al., 2004) and are associated with
patterns of comorbidity (Halser et al., 2005). However, a few number of studies in the area of
sexual obsession (Gordon, 2002). Researchers have indicated that there are various types of
sexual obsession, for example fears of molesting a child, engagement in inappropriate sexual
activities, and intrusive sexual images (Monnica, Crozier, Powers, 2011).Compulsions which
might occur along with sexual obsession include monitoring the level of arousal for determining
sexual attraction, observing physical distance from others to avoid inappropriate touch or contact,
or providing a reassurance that the individual is not sexually deviant (Monnica et al., 2011).
Researches have reported that 9.9%- 11% of people with homosexual obsessions seek treatment
during their life (Pinto et al., 2008).

Checking rituals is the most common compulsion (Samuels et al., 2006), and aggression
and contamination are the most prevalent obsessions in OCD (Monnica et al., 2011). Studies have
revealed that the etiological factors related to OCD are of various neural, genetic and
neuropsychological type (Mataix- cols, Rosario- campos, Leckham, 2005). Cognitive behavior
therapy (CBT), as a common treatment, has been indicated as effective in reducing OCD
symptoms (Zucker, Craske, Blackmore, Nitz, 2006). In addition, to treat sexual obsessions, the
principles of Ex/Rp can be used with long-term treatments (Grant et al, 2006). Ex/Rp is a kind of
CBT which has been supported empirically in the treatment of sexual obsessions (Franklin,
Abramowitz, Kozak, Levitt, Foa, 2000).

Case presentation

To adhere to the principle of client confidentiality, the obtained demographic information
was altered. J. B. was a 30-year-old male with a diploma. He was working at the university,
married and had a child.

The Chief complaint

J.B. complained about unwanted and intrusive homosexual thoughts. In addition,
homosexual images interfered during his sexual intercourse with his spouse (female). Moreover,
he was depressed.

History

In the first interview session, J. B. stated that he had been homosexual before. Then, he
decided to change his sexual orientation and he got married to his present female spouse. Over
the three years of his partnership, he experienced unpleasant, unwanted and intrusive homosexual
thoughts which interfered during sexual relationship with his spouse. He demanded for help to
get rid of these unwanted thoughts. He had not referred to a therapist due to his fear of being
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judged. His spouse was unaware of his problem and he was always has worried that his spouse
might find out about his secret and his sexual imaginations and decide to leave him.
Assessment

Before any treatment, assessment tools were used to determine the severity and frequency
of obsessive thoughts. We used YBOCS to assess the frequency of obsessive thoughts. YBOCS
is a semi-structured interview administered by the clinician and is used to assess the presence and
severity of both obsession and compulsion. Based on the results of the present study, the obtained
score for obsessive thoughts was 22. Additionally, J. B. was asked to discuss the situation(s)
which might lead to a high frequency of his obsessive thoughts. For him, workplace, due to the
presence of young males, was mostly triggering. To determine the level of depression, Hamilton
Depression Scale, which is designed to assess the current symptoms of depression, was used at
the beginning of treatment (depression score: 20). Moreover, the client had no suicidal thoughts.
The scale was found to be highly reliable and sensitive to changes in severity throughout the
treatment. Quality of Life Satisfaction Questionnaire, which is a self-report measure and is
designed to assess satisfaction across multiple domains of functioning. Based on our findings, his
sexual drive, interest and/or performance was poor (total raw score: 40).

Case Conceptualization

Regarding cognitive behavioral approach, the symptoms observed with J. B. could well
represent OCD. In fact, thoughts and sexual images experienced by J. B., just as those of a large
number of OCD clients, were unwanted, intrusive, and recurring. More importantly, they had
negatively influenced his personal, social, marital and occupational status. J. B. had tried to avoid
such repetitive and intrusive thoughts through changing his workplace and avoiding the places
where he was in contact with young males. Avoiding stimulating environments led to a reduction
in the rate of J. B.’s obsessive thoughts, therefore, he used it as a strategy. However, this strategy
did not help him in solving his problem. Although he could temporarily reduce anxiety through
the use of avoidance strategy, he faced some other problems such as loss of favorable social and
occupational opportunities. The conflict between his thoughts and his use of avoidance strategy
caused a great tension in his life and he gradually felt depressed and frustrated.

The Treatment Effectiveness Assessment
CBT approach was used to design a general treatment protocol for the client. Accordingly,
treating intrusive sexual thoughts was considered as the most important problem to be solved.

Sessions one and two

The "thought stopping™ technique was used in first sessions because the therapist
considered it as an effective technique regarding the client’s mental conditions. J. B. was asked
to take note of the frequency of his obsessive thoughts in order to determine the baseline
frequency for these thoughts and his weekly improvement. Avoidance behaviors were also
discussed in these sessions. In the next session, J. B. stated that he could efficiently stop his
intrusive thoughts only in the clinic, and thus the technique couldn’t be considered as effective
for him. Therefore, aversion therapy and a pre-designed stimulus called "aversive stimulus™ were
agreed upon to be used immediately after the occurrence of obsessive thoughts.

Sessions 3 and 4: After 15 days, it was revealed that the frequency of obsessive thoughts
had substantially decreased. In these sessions, the practical problems for overcoming the intrusive
thoughts were also discussed.
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Sessions 5 and 6: After assessing the baseline to generalize therapeutic results to other
situations and to stabilize treatment, the therapist asked J. B. to prepare a list of triggering
situations which he had been trying to avoid. He was further asked to be in places with the most
probability of triggering.

Session 7: The beginning and progressive phases of treatment were evaluated and, based
on the analyzed data, a reduction was observed in the occurrence rate of obsessive compulsive
thought. After observing that J. B. felt satisfied with the resultant changes and the treatment
outcome, the researcher reassessed his level of depression. The results obtained through self-
monitoring and clinician-administered measures indicated substantial decreases in OCD and
depression symptom. His score for the YBOCS had fallen from 22 to 7, and for the HAM-D from
20 to 6. This was an indicator of minimal symptoms. In addition, J. B. reported a significant
increase in his sexual desire.

Complicating Factors

Some challenges were faced throughout the treatment process. First, the client had some
difficulty with homework, especially in relation to the "thought stopping" technique. Therefore,
this technique was replaced by the "aversion therapy" technique. Other problems included
providing the client with a rationale for the use of CBT model and especially explaining the
concept of "avoidance". His wife was unaware of his problem and thus J. B. could not receive
her support. In addition, J. B. was worried about judgmental issue and his therapist’s approach to
him because homosexuality is illegal in Iranian culture.

Follow-up sessions
After four sessions of follow-up, at the end of treatment, J. B. reported that he had no serious
problem and has no sever OCD and depression symptoms. He had better sexual intercourse than
before, i.e. at the beginning of treatment. His quality of life had improved, as indicated by an
increase in the total raw score from 40 to 60 for the Q-LES-Q-SF Scale. The EX/RP and aversion
therapy were clearly effective in decreasing OCD symptoms. Reduction in depressive symptoms
could be attributed to improvement in OCD. Finally, he was recommended to call his therapist

or to schedule a session in case of any probable difficulty.

Implications of the study
There is a great potential for misdiagnosis, due to the nature of sexual thoughts and
clinician's special attention to the typical symptoms of OCD, and thus OCD needs to be correctly
diagnosed and well understood. The co-occurrence of changing sexual-orientation, ED and other
disorders makes diagnosis difficult.

Recommendations

The successful results of aversion therapy and EX/RP for the present case suggests that
unwanted sexual obsessions are a kind of OCD. However, they are differently defined in different
cultures and communities. Moreover, masculinity in terms of ability to have satisfactory sexual
relationship has an important effect on both marital partners. Sexual obsessions in OCD may be
considered as taboo. Therefore, it is necessary for the therapist to uncover these thoughts and
discuss all the avoidances and neutralizations with the client. Thought stopping technique and its
effectiveness can also vary from one client to the other. In conclusion, it should be mentioned
that openness of clinicians can be considered as one of the most important factors in treating
taboo thoughts.
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