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Abstract
Aim: The aim of this paper is to critically evaluate the appropriateness of a diagnostic category for sexual masochism. The major features and historical development of sexual masochism are explored. Sources: Sources for the analysis came from preliminary searches on the Internet for perspectives on sexual masochism, searches for peer-reviewed articles on Medline and PsycInfo, and reviews of DSM-I through DSM-IV-TR. Findings: Sexual Masochism as a disorder was invented in 1886 by Krafft-Ebing and was officially adopted into the DSM nomenclature just over seventy-five years later. There are no studies that claim to establish the reliability or validity of this diagnostic category. Conclusion: Sexual masochism is not a valid mental disorder, and the criteria for the diagnosis are not useful for understanding the depth and diversity of sexual masochistic acts. Including sexual masochism as a DSM diagnosis has the restricting effect of defining how individuals can express themselves sexually. 
Like the lover’s pinch, which hurts and is desired.

-Antony and Cleopatra, v. 2

Major Features

Sexual Masochism involves seeking pain or humiliation for sexual gratification. Britannica Online (2002) describes masochism similarly to the DSM as a “psychosexual disorder in which erotic release is achieved through having pain inflicted on oneself…. The amount of pain involved can vary from ritual humiliation to severe whipping or beating…. Pain…for the masochist becomes the chief end of sexual activity” (para. 1). Sexual Masochism can entail biting, scratching, spanking, whipping, bondage, cutting, humiliation, or other acts involving pain, control or submissiveness. The Diagnostic and Statistical Manual of Mental Disorders IV-TR (2000) requires that a diagnosis be made if the act or fantasies of the act are recurrent and cause impairment or distress. The DSM provides further elaboration on Sexual Masochism by detailing that the act or fantasy may occur all the time for some people, only some of the time for other people, and almost never for the remaining others. The DSM also describes the course of the disorder. Sexual Masochism is usually chronic and, while many individuals repeat the same act without ever increasing the pain or injury potential, other people will increase the pain or injury potential of the act over time. For example, an individual may enjoy being tied up and may repeat this act with every sexual encounter without ever trying anything more severe. Alternatively, they may decide to escalate to being spanked or whipped, and perhaps increase again to acts involving pins or knives. According to the DSM, the self-injurious and obligatory nature of the masochistic act is what constitutes the diagnosis of the mental disorder.

Although the DSM is comprehensive in covering every possible direction masochistic behavior can follow, there are features of masochism that remain unexplored. Analyzing the relationship between sex and aggression, Zillmann (“NOW S/M,” 1997) suggests that masochistic acts, referred to as “the controlled engagement of pain” because the acts are generally planned and organized, are appropriate and effective ways “to combat the drabness of routine sexual engagements” (para.17). Scratching, spanking, and bondage, then, can be sexual enhancers and a pleasant change from the ordinary. Related to the idea of control, a common perception is that it is not the pain, but “the notion of being helpless and subject to the will of another that is sexually titillating” (Weinberg & Kamel, 1995, p.19). It seems reasonable that one could find exhilaration in temporarily losing one’s individuality, along with the doubts, concerns, and insecurities that accompany it. Another interesting hypothesis is that Sexual Masochism, being more prevalent in males, allows relief for a man who plays the stereotypical role of aggressor in day-to-day life. Masochism gives those who hold high positions in the patriarchal hierarchy “liberation from conventional pressure and the professional mask” (“NOW S/M,” 1997, para. 14). 

All of this lends evidence to the thoughtful and sophisticated nature of Sexual Masochism. The DSM (2000) describes “elaboration and revision” as characteristic of the course of a Paraphilic fantasy over a lifetime (p. 568, para. 3). This suggests that Masochism requires thought and reflection, and is not an uncontrollable, psychological need as the DSM would otherwise argue. In fact, Masochism as an organized form of sexuality is absent in preliterate societies (Encyclopedia Britannica, 2002), which further suggests that some level of intelligence and organization is necessary to carry out these acts. Author of Erotic Power Play Dr. William Henkin (“NOW S/M,” 1997), writes that “One of the most direct ways I know for a person to gain access to hidden facets of his self…is to explore his sexual personas” (para. 30). He adds that “rituals of substance can be conceived, developed, and executed in ways that can touch their participants on numerous levels at once,” and is therefore “as sophisticated and creative as the human imagination can make them” (para. 34). From these alternative perspectives Sexual Masochism can provide sexual excitement, relief from everyday mundaneness and societal pressures, and can be a form of creative expression. All of these are important features of Sexual Masochism that are not covered in the DSM’s diagnostic analysis. 

"The beautiful woman…took from her dressing table a long thong attached to a short handle, with which she was wont to punish her great mastiff. 'You want it,' she said. 'Then I will whip you.' Still on his knees, 'Whip me,' cried her lover. 'I implore you!'"
-Sacher-Masoch, 'Venus in Furs'

Creation, History, and Development

 
History shows the connection between pain, resiliency, and gratification as manifested in a variety of forms. For example, often the endurance of pain served a religious purpose (“British BDSM,” n.d.). For Mystics it was proof of their spirituality. In Sparta, young men could be whipped until they ejaculated in order to fertilize the earth. Jesus Christ sought to bear the sins of the world in order to redeem others. Other forms of pain’s association with power and resiliency include the practice of fire walking and body decorating, as seen in tattoos and piercing. In addition to the intentional seeking of pain for religious and spiritual purposes, practices such as flogging often had medicinal value. Flogging stirred up the body’s juices and could be a cure for anything from laziness to insanity to even the plague (Che, n.d.). 

This is not to say that pain has not also been an important aspect of sexual history, because it certainly has. By the late Eighteenth Century, there were brothels sprouting up all over Europe dedicated exclusively to providing flagellation services. In 1828, a female owner of a high-class brothel invented the popular whipping machine called the Berkley Horse. 

Nowhere, though, are the elements of masochism more apparent than in poetry and literature. The language of poetry is filled with the notion of there being some suffering contained in love. Poetic uses of language, such as “casting in chains,” “bound,” “painful bliss,” “to lie at the feet,” and “sweet, but sorrowful,” reveal in a more accepting and obviously metaphorical way the sexual masochistic desire (Krafft-Ebing, 1965). Thus is the poetry of love able to make sense and beauty out of something today popularly deemed a perversion. Masochism was officially discovered within popular nineteenth century literature. There are countless books and narratives during this period that are themed on masochistic fantasies. The most famous was Sacher-Masoch’s Venus in Furs, from which Krafft-Ebing dubbed the term ‘masochism’ (Raj, 1998; Krafft-Ebing, 1965). Throughout the book, which is largely autobiographical, the main character searches for a woman who will wear furs and whip him. This type of plot in literature at the time was not unusual. The characters were erotic, exciting, and portrayed with depth, rather than pathological or pornographic. 

In 1886, Krafft-Ebing published his famous study of sexual aberrations, Psychopathia Sexualis, which set the tone for the scientific taxonomy of sex (Krafft-Ebing, 1965; Conrad, 1992). Around this time in history, expressions of sexuality were still largely repressed. Focus was on willpower and controlling sexual desire, as an uncontrolled impulsive character could be a danger to the person or to society. With advancements in the understanding of certain biological aspects of human sexuality, such as sex organs, menstruation, and fertilization, physicians began to claim authority over sex-related issues. There were also public health concerns, such as venereal disease related to prostitution, in which physicians played a clerk-of-the-state type role (Oosterhuis, 2000). Later in the century, following the move toward increased urbanization, there grew a greater awareness of deviant sexual behaviors. Physicians were now also testifying in court as experts in “offenses against public indecency” (p.38). Whereas earlier medicine concentrated on public concerns of masturbation, prostitution, and venereal disease, the domain was now spreading to any sexual behavior considered immoral. In addition, there was a transformation in scientific and popular theory regarding sexually aberrant behavior. Originally, the act, for example of masturbation, led to or caused insanity. Now it was believed that an underlying pathological condition caused the act, giving way to the notion of “moral insanity” that allowed for the inclusion of a variety of deviant behaviors (p.41). It was during this period that Krafft-Ebing published his classificatory system of sexual deviations based on numerous case histories and police and court records. Many of his writings were published in medical journals. While there was certainly an explosion of names and classifications for virtually all forms of sexual behavior, Krafft-Ebing’s version became the definitive source.

Krafft-Ebing’s (1965) notions of masochism seem to have largely influenced the DSM’s own diagnostic criteria. For one, he distinguished between non-perverse sexual bondage and perverse masochism. In perverse sex, the object of gratification is something other than coitus. In the case of masochism, it is tyranny and subjugation. He also explained that masochism can occasionally arise from experience, but as a rule, “masochism, as a congenital sexual perversion, constitutes a functional sign of degeneration in (almost exclusively) hereditary taint” (p.187). Finally, reminiscent of DSM’s “stress or impairment” clause, Krafft-Ebing describes the types of problems persons afflicted with masochism may have. These individuals are “psychically impotent,” and “insensible to the normal charms of the opposite sex” (p.127). Their physical and mental sexual power is diminished “by the activity of the sexual ideas in a perverse direction” (p.129). Krafft-Ebing contributed much to the current DSM diagnosis of Sexual Masochism. His writings confirmed the act to be a perversion, determined that the behavior was in fact a real disorder, and described the social and personal impairment that could ensue. Prior to Krafft-Ebing, masochism, as portrayed in literature and played out in life, was unknown to the medical or scientific world. His writings are more voluminous and complicated than can be discussed here, but his significance to the discovery of the disorder is indeed paramount.

Another important contributor to the development of Sexual Masochism is Sigmund Freud, though, too, are his writings above and beyond the scope of the present discussion. Freud’s theories revolutionized the way both laypeople and professionals understand and relate to human behavior. Freud’s concepts concerning masochism are very involved and changed considerably from his earlier theories to his later ones. Originally, masochism was supposed to have a “fundamental link to activity-passivity and to masculinity-femininity in human nature” and was also likely to be an outcome of the Oedipal complex. Later, with Freud’s development of the id, ego, and superego, masochism was regarded as “a defect in superego formation” (Grossman, 1986, p. 398). What is interesting about Freud’s work is that he downplayed the notion of hereditary degeneration, saying that perversion in its latent form “is congenital in all persons; which as a predisposition may fluctuate in intensity, and that is brought into prominence by influences of life” (Brill, 1938). Freud did not support exclusively medical analyses of perversion and his theories broke away from the idea of a mental disease, however his theories were adopted by American psychoanalysts and physicians who only trained others in the field (Conrad & Schneider, 1992). In this way, these perversions were considered “unconscious desires only the trained psychiatrist could identify” (p.187). At this point in development, masochism is a documented behavior, agreed by authorities to be a perversion, and understood to be treated within the field of psychoanalysis/psychiatry.

Halfway through the Twentieth Century, Alfred Kinsey published extensive reports on popular sexual activity among Americans. His survey served to create a heightened social awareness about the frequency of deviant sexual behavior. Later, Masters and Johnson began their scientific study of human sexual intercourse and masturbation by observing human subjects perform these activities in a laboratory (Discovery Health, 2002). This especially contributed to bringing together sex and medicine and helped to create a new professional field called sexology. In the midst of all of this, in 1952, The Committee on Nomenclature and Statistics of the American Psychiatric Association published their first version of the DSM. The loosely defined “Sexual deviations” category resided under the heading “Sociopathic Personality Disturbance” (p.38). Examples of “pathological behavior” were provided, but masochism was not listed among them (p.39). The DSM-II, published in 1968, again included a “Sexual deviations” category, this time defined more clearly and in similarity to Krafft-Ebing’s analysis of the behavior, “This category is for individual’s whose sexual interests are directed primarily towards objects other than people of the opposite sex, (or) toward sexual acts not usually associated with coitus” (Kutchins & Kirk, 1997, p.57). Masochism was listed within this moral laden category as a sexual deviation, however the authors did not provide any descriptive text or criteria for diagnosing it. 


It is in the third version of the Diagnostic and Statistical Manual (APA, 1980) that one can begin to see the likenesses in structure to the most current revision. The DSM-III replaces the category “Sexual Deviations” with the more preferable term “Paraphilias” and places it under the heading “Psychosexual Disorders” (p.379). “Masochism” was also changed to the more specific “Sexual Masochism” in order to clear up any confusion regarding the particular type of masochistic behavior the label referred to (p.380). The diagnostic criteria for the disorder is decidedly inclusive in that the individual only needs to have a preference for masochistic activity in sex OR the individual has “intentionally participated in” a sexual masochistic act on at least one occasion (p.273). This expansion in text from DSM-II to DSM-III is not supported by empirical evidence (Kutchins & Kirk, 1997). One might speculate that it was in psychiatry’s best interest to attempt to increase the clinical utility of their manual in aims of achieving medical or professional status, so that empirical validity played only a small role. 


The revised third edition (APA, 1987) again makes considerable changes in the diagnostic criteria. Firstly, without any apparent rationale, the heading “Psychosexual Disorders” is modified to “Sexual Disorders,” perhaps in an attempt to separate the profession from Freudian psychoanalysis and subtly integrate themselves into medicine (p.424). Most importantly in DSM-III-R there is an attempt to create consistent sets of diagnostic criteria. Each Paraphilia requires at least a six month span of intense sexual urges or desires, and either the person has acted on the urges or is distressed by them. It is unknown how six months became the cut-off time for having or not having a Paraphilic Disorder. The lack of explanation and citations of empirical evidence suggests that it may have been based on group or authority consensus.


The latest two renditions of the DSM (APA, 1994, 2000) have contained very few changes in Sexual Masochism since DSM-III-R. The most significant being minor alterations in the “impairment” criteria. In the current version, the behavior, urge, or fantasy is diagnosable if it causes other people distress, whereas in DSM-III-R it only had to cause distress for the individual engaged in the fantasy or act. The DSM-IV Sourcebook notes this change and bases it on Task Force agreement, but does not offer any further justification (APA, 1998, p.1093). 


Sexual Masochism as a disorder was invented in 1886 by Krafft-Ebing and was officially adopted into the DSM nomenclature just over seventy-five years later. The seeking out of pain for sexual excitement has a much richer history. 

“To rule is sweet, almost as sweet as to obey.”

-Grillparzer, “Ottokar,” Act V

Review of Empirical Literature


In preparation for the DSM-IV (APA, 1998), thirteen work groups were formed and each was assigned a particular disorder category. The stated mission was to create a valid and reliable diagnostic manual based on empirical support. While there were three stages of this process, “literature reviews, reanalysis of existing data sets, and field trials,” the work group on Sexual Disorders was evidently only required to perform the first task (APA, 1998, p. xliv). After doing a review of the literature using Medline, Psych Abstracts, and Psych Info, and after reviewing nine journals, including Archives of Sexual Behavior, Journal of Sex and Marital Therapy, and American Journal of Psychiatry, the work group concluded their research by stating that there was “limited published data supporting the current diagnoses and criteria sets” (p. 1087). However, they continue, “following the mandate of the DSM-IV Task Force that recommended changes in DSM-IV must be data based, (the work group) suggested relatively few major changes for the sexual disorders section of DSM-IV” (p. 1088). This meant that “in the absence of compelling evidence, DSM-IV ratified the sweeping changes first incorporated into DSM-III,” which “had the ironic effect of institutionalizing the radical expansion embodied in DSM-III, regardless of DSM-III’s shaky empirical foundation” (Kutchins & Kirk, 1997, p. 48). There are, then, no studies that claim to establish the reliability or validity of the Sexual Masochism diagnostic category. 

Conducting a review of the literature in a similar manner as the work group verified their final conclusion. A search of Medline, for example, recovered zero articles on Masochism, zero articles on Paraphilias, and 170 articles on Sexual Disorders. Reviewing the literature in the stated journals was not any more fruitful. Most articles reviewed treatment outcomes for patients with a Paraphilia (see Fedoroff, 1992; Schwartz & Masters; 1983, Masand, 1993), or discussed the existence of Paraphilias in relation to pornography (see Lebegue, 1991; Dietz & Evans, 1982), but none were found to test, or even support, the reliability or validity of the diagnostic category. The most relevant piece of research found was “an exploratory and primarily descriptive study concerning the social situation and the sexual behavior” of two hundred forty-five men in West Germany who were self-proclaimed sadomasochists (Spengler, 1977, p.442). Due to limitations in the researcher’s ability to obtain contact with the desired population, subjects were not randomly selected. Despite this, the sample size was large enough (n=245) to at least take the results of the questionnaire into consideration. In regards to a measurement of self-acceptance, 1% of the men believed their orientation was immoral, 4% expressed depressed feelings, 10% had seen a doctor or psychiatrist because of their orientation, and 9% had attempted suicide at least once. The remaining percentages, representing the vast majority, described themselves to be sexually satisfied, happy, and completely accepting of their sadomasochistic practices. In addition, most of the men were well-educated, there were equal numbers of hetero-, homo-, and bi-sexual orientations and none of the men were deemed to have masturbated at a higher than average frequency. While this study was one of the rare few that took a different approach to understanding a Paraphilic behavior, it still did not get to the heart of the DSM diagnosis. Interpreting these findings, though, one could conclude that persons who enjoy sadomasochistic activity are indistinguishable in all regards other than the sexual behavior itself from persons who enjoy more acceptable forms of sexual activity. This article was published in Archives of Sexual Behavior, a journal reviewed by the DSM work group. 

Despite the lack of empirical support for the diagnosis of Sexual Masochism, it is simple to understand how it became a part of the DSM nosology. In fact, the authors of DSM are very clear about how their previous manuals were created, “Before DSM-IV, diagnostic manuals were generally constructed by expert consensus” (APA, 1998, p.1). In the making of DSM-III, there was “still no comprehensive review of the data…so that decisions were based largely on the consensus of committee members – well-respected researchers in their fields” (p.2). DSM-III-R was constructed in a similar fashion with revisions to the text based on the “clinical experience” of their expert committee members (APA, 1987, p.xx). The term ‘clinical experience’ or ‘clinical wisdom’ is about as good as a guess when it comes to writing a medical diagnostic manual. 

Sexual Masochism and the other Paraphilias were automatically included in the DSM-III and subsequent versions because they were “conditions that traditionally have been specifically identified by previous classifications” (APA, 1980, p.267). One would assume they are referring to the DSM-II classification here, even though the category heading in that version is barely defined and the individual disorders are not defined at all.  It may then be reasonable to further speculate that they were also referring to non-DSM classifications. As noted previously, the current Sexual Masochism diagnosis is reminiscent of Krafft-Ebing’s authoritative classificatory analysis of sexually aberrant behavior. His process of forming conclusions was, unfortunately, no better than the DSM’s. The 12th edition of Psychopathia Sexualis contained over three hundred case histories from patients he had either treated or corresponded with (Oosterhuis, 2000). Krafft-Ebing insisted that his theories, having been “demonstrated by the whole series of observations,” were then valid and proven findings (Krafft-Ebing, 1965, p. 187). If Krafft-Ebing’s classifications were indeed translated into DSM text descriptions, then the foundation of this medical manual is shaky at best.

The authors of the DSM do not even propose to have found valid or reliable empirical evidence in support of any Paraphilic diagnosis (APA, 1998). Only on the basis of tradition, authority, expert consensus and clinical utility has the diagnosis of Sexual Masochism survived four revisions of the manual.

Come on baby, make it hurt so good

Sometimes love don’t feel like it should

You make it hurt so good

-John Cougar Mellencamp

DSM’s Difficulties


It is given that a system of classification is a necessary and valuable thing because “by reducing and organizing information into categorical systems, we learn to make sense of our experiences and our world around us…. Modern sciences depends on classifications” (Kutchins & Kirk, 1997). However, classifications discovered in science help to advance knowledge and are created in a very different manner from the classifications used in the DSM. 


One of the most obvious difficulties with the DSM is that it is not scientific or medical by any definition, although it claims to belong in those fields. Even the two latest revisions (APA, 1994, 2000), which are paraded as being empirically based, are no different from the earlier consensus based versions. Changes going into the DSM-IV were considered in light of “relevant merits and risks of inclusion” (APA, n.d.). This is simply not how science or medicine operates. A diagnostic manual is updated and changed according to new scientific findings, not after considering politics and interest groups. 


The development of the DSM-III-R is a very telling example. The twenty-six advisory committees formed to complete the text “had the very difficult task of balancing the potential advantages and disadvantages” of each proposed revision (APA, 1987, p.xx). The first question they were to ask was whether the proposal was empirically supported. Many might assume that this consideration would be sufficient to justify a change in a diagnostic category. However, committee members were also asked to factor in a list of other elements, such as 

Was there a consensus among experts that the revision would significantly increase the utility (validity) of the category?

Would the proposal interfere with compatibility between DSM-III-R and ICD-9-CM codes?

How compelling is the research or clinical need for the category? (p.xxi)

Most obviously, the authors are confusing the meanings of a few words. Utility, or usefulness, is very clearly not the same as validity, a scientific term and measurement. Placing ‘research’ and ‘clinical need’ in the same question is another confusing device. Evidence in support of a new diagnostic category has much to do with the former and little to do with the latter. These inconsistencies and questionable intentions can be found throughout every version of the DSM. The unmistakably unscientific process of the development of the manual is indeed one of its greatest difficulties.


Another very important difficulty with the DSM is that it assumes more than can be reasonably assumed about human nature and mental functioning. In every DSM diagnosis there is an implicit assumption that normal people do certain things or that the mind, whatever that is defined to be, is constructed to have us behave in only certain ways. The DSM then serves as “a guidebook that tells us how we should think about manifestations of sadness and anxiety, sexual activities, alcohol and substance abuse, and many other behaviors” (Kutchins & Kirk, 1997, p.11). In the case of Sexual Masochism, this has the effect of defining how individuals can express themselves sexually.


An interesting illustration of the restrictions the DSM places on sexual expression is in the wide variance of cultural norms regarding sexually appropriate behavior. 

Kissing is by no means universal, as some groups view the mouth as a biting and chewing orifice ill-suited for expressing affection. While some societies emphasize the erotic role of the female breast, others – such as the Chinese – pay little attention to it. Still others regard oral stimulation of the breast unseemly, being too akin to infantile suckling. (Encyclopedia Britannica, 2002, para.1)

The fact of the matter is that it is unknown why some people eroticize breasts, others legs, and still others leather or candle wax. Human behavior is too complex and creative to restrict with the chains of the DSM.
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